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·1· · · · · ·RENO, NEVADA -- MAY 2, 2023 -- 1:00 P.M.

·2· · · · · · · · · · · · · · -o0o-

·3

·4· · · · · · HEARING OFFICER GHUSIN:· We're on the record.

·5· And for those of you who don't know me, I'm

·6· Administrative Hearing Officer Nancy Ghusin, and this is

·7· the time and place --

·8· · · · · · THE REPORTER:· I'm sorry, ma'am.· I'm going to

·9· get a little closer to you.· The road noise is too

10· distracting for me.

11· · · · · · HEARING OFFICER GHUSIN:· Well, we can close it

12· if you'd like.· I'd prefer to leave it open.

13· · · · · · We're trying to get some fresh air in here.

14· So, we'll make some adjustments.

15· · · · · · MR. WHITE:· We can trying closing this one and

16· opening this door.

17· · · · · · HEARING OFFICER GHUSIN:· Thank you.

18· · · · · · All right.· So, mostly for your benefit,

19· Dr. Chambers, I know Ms. Mooneyhan has been through this

20· numerous times, in an administrative hearing, we have

21· relaxed rules of evidence, and I'll get to that in just a

22· moment.

23· · · · · · We were just having a discussion on how to

24· swear the witness.· We have witnesses siting in the back;

25· that is correct, Ms. Mooneyhan?
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·1· · · · · · MS. MOONEYHAN:· We do.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· We could swear

·3· every one at once.· How would you prefer?· Or one at a

·4· time?

·5· · · · · · MS. MOONEYHAN:· I do have a plan for

·6· addressing -- one at a time.· I do have a plan for having

·7· them verify their identity on the record using the

·8· patient designation that was filed under seal.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.· All right.

10· · · · · · Then just a few preliminary matters, I won't

11· worry about swearing.· As I was mentioning up here,

12· sometimes in hearings, we sware all at once.

13· · · · · · Is anyone invoking the rule of exclusion?

14· · · · · · MS. MOONEYHAN:· Yes, Your Honor.· The IC does

15· invoke the rule.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

17· · · · · · A couple other matters, Dr. Chambers, since

18· clearly you're not represented, if you have any

19· questions, if technology's ever a problem, if you cannot

20· understand any of the witnesses as well, please feel free

21· to interrupt and let me know.

22· · · · · · I'd rather stop any questioning than plow ahead

23· and have to go back and start over again.

24· · · · · · Do you understand, Dr. Chambers?

25· · · · · · DR. CHAMBERS:· I do.

http://www.litigationservices.com


Page 7
·1· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·2· · · · · · Also, I don't know if this has been explained

·3· to you, but as the IC has the burden of proof by a

·4· preponderance of the evidence, the IC gets to go first

·5· and gets to go last.· And so the first and last bite of

·6· the apple in questioning and in opening and closing

·7· statements.

·8· · · · · · Do you understand that, Dr. Chambers?

·9· · · · · · DR. CHAMBERS:· I do.

10· · · · · · HEARING OFFICER GHUSIN:· Okay.· Perfect.

11· · · · · · You will have the opportunity to make an

12· opening statement at the conclusion of Ms. Mooneyhan's

13· opening statement.

14· · · · · · Ms. Mooneyhan, I am pronouncing it correctly --

15· right? -- after all of our status conferences.

16· · · · · · MS. MOONEYHAN:· Yes.· Thank you very much.

17· · · · · · HEARING OFFICER GHUSIN:· Okay.

18· · · · · · She will make her opening statement on behalf

19· of the IC.· At that point, you have the opportunity

20· either to make on opening statement at that time or

21· reserve the right to make an opening statement before

22· your case the chief.· That will be your call.

23· · · · · · Do you understand, Dr. Chambers?

24· · · · · · DR. CHAMBERS:· I do.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.· Do you have any
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·1· questions at this point, Dr. Chambers?

·2· · · · · · DR. CHAMBERS:· I do not.

·3· · · · · · HEARING OFFICER GHUSIN:· Okay.

·4· · · · · · Ms. Mooneyhan, any questions?

·5· · · · · · MS. MOONEYHAN:· I would like to make a couple

·6· of points of order, Your Honor.

·7· · · · · · First of all, I wanted to know for the record

·8· that -- well, also I want to bring attention to your

·9· record, protecting patient likenesses.

10· · · · · · You have some cameras in the hearing office in

11· the south, so I just wanted to make a point -- point it

12· out that that is in effect, and our general counsel,

13· Deonne Contine, is here to ensure clients maintain order

14· and maintain decorum in the hearing --

15· · · · · · HEARING OFFICER GHUSIN:· And that --

16· · · · · · MS. MOONEYHAN:· -- room.

17· · · · · · HEARING OFFICER GHUSIN:· And that -- excuse me

18· -- order has been shared?

19· · · · · · MS. MOONEYHAN:· Yes.

20· · · · · · HEARING OFFICER GHUSIN:· So -- and the media is

21· aware of the existence of the order; is that correct?

22· Everyone's nodding I see.· Okay.· Perfect.

23· · · · · · All right.· Go ahead, Ms. Mooneyhan.

24· · · · · · MS. MOONEYHAN:· Also, a second point or order,

25· one of our designated witnesses, Dr. Richard Rafael, he
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·1· let us know that he believes he may, very tangentially,

·2· maybe, have met you, maybe knows a family member of

·3· yours, Ms. Ghusin, and --

·4· · · · · · HEARING OFFICER GHUSIN:· And I wanted to --

·5· yeah, thank you for brining that to my attention.  I

·6· think I brought that up early on.· I don't know him.  I

·7· recognize his name.

·8· · · · · · Yeah, I though about it, and I thought maybe

·9· it's because of Reno, and people you know.

10· · · · · · And also for full disclosure, my brother is a

11· retired physician, and he may know my brother.

12· · · · · · So, I don't know if I'd recognize him.· I do

13· recognize his name, and I do remember brining that up

14· early on in the case.

15· · · · · · MS. MOONEYHAN:· I just want to make a record of

16· that.

17· · · · · · HEARING OFFICER GHUSIN:· Yes.· Right.

18· · · · · · MS. MOONEYHAN:· We do not have any objection to

19· you continuing, but we wanted to put it on the record.

20· · · · · · HEARING OFFICER GHUSIN:· Well, I'd want to know

21· if Dr. Chambers -- should be aware of that.

22· · · · · · DR. CHAMBERS:· I have no objection.

23· · · · · · HEARING OFFICER GHUSIN:· Okay.· And, again, I

24· recognize his name, and I think that's all.· But there

25· may be a mutual friend, patient, family member because of
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·1· physicians in my family.· Okay?· I think we're all clear.

·2· · · · · · Okay, Ms. Mooneyhan, next order?

·3· · · · · · MS. MOONEYHAN:· I think that's it.· Although

·4· this exchange does highlight the fact that, for the sake

·5· of the court reporter, we should probably all take a

·6· pause after each statement that we make.· I'm as guilty

·7· of violating that as anybody, but I just wanted to remind

·8· all of us that we need to --

·9· · · · · · HEARING OFFICER GHUSIN:· Thank you.

10· · · · · · MS. MOONEYHAN:· -- wait a second --

11· · · · · · HEARING OFFICER GHUSIN:· Yes.

12· · · · · · MS. MOONEYHAN:· -- before --

13· · · · · · HEARING OFFICER GHUSIN:· And I agree.· Let me

14· know if we start speaking too quickly.· I know I don't

15· have the loudest voice also.· I think I'm going to do a

16· lot of listening.

17· · · · · · So, Dr. Chambers, how it's going to go is

18· Ms. Mooneyhan --

19· · · · · · And possibly you too, Mr. White.

20· · · · · · MR. WHITE:· Yes.

21· · · · · · HEARING OFFICER GHUSIN:· -- will have questions

22· for the witnesses.

23· · · · · · Dr. Chambers, you'll have an opportunity to

24· cross-examine at the conclusion of their questioning.

25· And it'll go back and forth like that.· Okay?
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·1· · · · · · Objections, we may hear some.· Like I said, we

·2· have the relaxed rules of evidence.· You may hear me

·3· asking some questions.

·4· · · · · · My purpose here is to gather information, and I

·5· need -- I need what I need as far as writing decisions

·6· and making recommendations.

·7· · · · · · So I'll probably ask some questions too.· Both

·8· the IC, and you, Dr. Chambers, will have the opportunity

·9· to follow up any of questions as well.

10· · · · · · Do you understand, Dr. Chambers?

11· · · · · · DR. CHAMBERS:· I do.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.

13· · · · · · Ms. Mooneyhan, anything?

14· · · · · · MS. MOONEYHAN:· Nothing further.· Thank you.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· Did we decide

16· to swear one at a time?

17· · · · · · MS. MOONEYHAN:· Yes.· And are we going to make

18· opening remarks before --

19· · · · · · HEARING OFFICER GHUSIN:· I was going to also

20· ask Mr. White -- I'm sorry.

21· · · · · · Do you have anything else to add?

22· · · · · · MR. WHITE:· I don't.· Thank you.

23· · · · · · HEARING OFFICER GHUSIN:· Thank you.

24· · · · · · Yes, please go ahead.

25· · · · · · MS. MOONEYHAN:· Thank you.
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·1· · · · · · · · · · · OPENING STATEMENTS

·2· BY MS. MOONEYHAN:· Keep your cell phone nearby so I

·3· could take photos of your body during your

·4· gynecological exam.· During your gynecological exam,

·5· I try to do something called "fisting."· Would you

·6· allow me take photos of your nude body for $1,000?

·7· · · · · · In this hearing, three patients will explain

·8· how they heard statements like this from the respondent,

·9· Dr. Chambers.· All three patients were receiving

10· gynecological care from Dr. Chambers.· A situation that

11· necessarily engenders trust and vulnerable on the part of

12· the patients.

13· · · · · · You will hear the affect that Dr. Chambers'

14· behavior had on these patients and their medical care,

15· and how such behavior reflects on the medical profession.

16· · · · · · You will also hear how Dr. Chambers maintained

17· his records of one of those encounters in a way that was

18· designed to conceal his misconduct.

19· · · · · · Johnna LaRue, the Deputy Chief of

20· Investigations for the Board of Medical Examiners,

21· conducted an investigation of the three patients'

22· encounters with Dr. Chambers.

23· · · · · · Patient A, who needed a physical to help her

24· address uncomfortable changes to her body arising from

25· childbirth, primarily perineal pain, will explain that
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·1· her normal gynecologist referred her to Dr. Chambers, and

·2· what happened at the resulting visit.

·3· · · · · · Patient A was nervous about meeting with the

·4· doctor regarding potentially having surgery.· She was

·5· worried that she might forget the questions that she had

·6· that arose from the extensive research that she did.

·7· · · · · · She didn't want to forget them, so she

·8· carefully wrote out those questions so she would remember

·9· to ask them during her meeting with Dr. Chambers.

10· · · · · · She was primarily there to address pain, not

11· anything cosmetic.

12· · · · · · After some discussion about her pain, Dr.

13· Chambers told her to undress for a physical exam and to

14· keep her cell phone nearby so that he could use it to

15· take pictures of her body with it.

16· · · · · · She wondered why he didn't have his own camera

17· for such purposes, but she deferred to him because he's a

18· doctor.

19· · · · · · So she did so.

20· · · · · · He returned to the room.· Even though he was

21· going to be performing a pelvic examination on Patient A,

22· Dr. Chambers did not close the door to the examining

23· room.

24· · · · · · When patient A questioned him about this,

25· Dr. Chambers assured her that the exam would be private.
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·1· · · · · · He proceeded to perform the exam and use the

·2· patient's cell phone to take twelve photos of her vaginal

·3· and rectal areas.· One of those pictures shows him

·4· inserting four fingers into her vagina.

·5· · · · · · By itself, a gynecologist inserted four fingers

·6· during a pelvic exam may be appropriate; however, this

·7· detail's important in this case because it's closely

·8· related to comments Dr. Chambers made after he examined

·9· her, which we will get to.

10· · · · · · But first, addressing the taking of photos.

11· · · · · · You know Dr. Chambers took twelve photos of

12· Patient A's vaginal and rectal areas.· He asked her to

13· text him only two pictures of her vulva so that he could

14· show her the surgery he proposed to perform on her.

15· · · · · · She was somewhat hesitant to text the photos

16· because they were extraordinarily intimate pictures, and

17· Dr. Chambers did not explain any measures he was taking

18· to ensure that they would remain secure and confidential.

19· · · · · · He simply said, "Text these two pictures to

20· this number, and be careful when you do, because I had

21· another patient misdirect such photos once."

22· · · · · · It begs the question what the other ten photos

23· were for?

24· · · · · · The investigator, Ms. LaRue, wrote Dr. Chambers

25· a letter inquiring about this encounter with Patient A.
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·1· · · · · · In his response to that letter, Dr. Chambers

·2· stated, in part, that his examination of Patient A showed

·3· that she had a rectocele and used his left hand to take a

·4· picture of it so, quote:· "I could explain what it was

·5· and how it could be repaired."

·6· · · · · · However, this was not one of the photos he had

·7· her text him.· He did not use the other ten photos or ask

·8· for that, and it's quite clear that the other ten photos

·9· were not for purposes of diagnosis for treatment.

10· · · · · · Again, Patient A initially thought that

11· Dr. Chambers had to take these photos for her treatment,

12· but when it later dawned on her that he never used the

13· other ten photos, Patient A was humiliated and felt

14· sexually demeaned that he took them for no apparent

15· reason, related to her medical care, and they were left

16· on her phone.

17· · · · · · After he was done taking photos and her

18· physical exam was complete, Dr. Chambers left the room

19· while Patient A dressed and then returned for more

20· discussion.

21· · · · · · Upon his return, he informed Patient A that

22· during her exam, he had attempted to do something called

23· "fisting."

24· · · · · · Fisting is a non-medical term for a sexual act

25· in which a person inserts and entire hand into a person's
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·1· vagina.

·2· · · · · · Patient A did not know what fisting meant, but

·3· Dr. Chambers said, "That's what I tried to do," and

·4· explained that he was only able to get his hand, quote,

·5· this far, and he showed her with his hand how he was able

·6· to insert a significant part of his hand into her vagina.

·7· · · · · · He followed up his extremely inappropriate

·8· commentary by stating that a man's penis is approximately

·9· two fingers wide, leaving Patient A feeling that her

10· vagina was abnormally large.

11· · · · · · She walked in believing that the pain in her

12· perineum might be addressed, and all of a sudden, she was

13· worried that her vagina was too large for a man's penis.

14· · · · · · In her letter to Dr. Chambers about this

15· matter, Ms. LaRue asked if Dr. Chambers had made these

16· comments about fisting to Patient A.

17· · · · · · In his response, Dr. Chambers ignored that

18· precise question and instead misdirected by vehemently

19· denying that he had fisted Patient A.

20· · · · · · We trust that you will carefully look at

21· elevations of the complaint.· The IC does not accuse

22· Dr. Chambers of fisting Patient A; it accuses him of

23· using the sexual term in a way that humiliated and

24· demeaned her, and interfered with the care she was there

25· to received.
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·1· · · · · · Careful review of his responses to Ms. LaRue's

·2· letter also shows that Dr. Chambers repeatedly notes the

·3· number of fingers inserted into Patient A's body, and he

·4· repeatedly states that it was one or two.

·5· · · · · · He stated that during his exam of Patient A, he

·6· inserted one finger into her vagina while palpating parts

·7· of her anatomy and asking her whether she felt pain or

·8· pressure, then inserted a second finger to check her

·9· muscle tone.

10· · · · · · He also states that prior to her examination,

11· he used a single packet of lubricating jelly to, quote,

12· lubricate my two fingers.

13· · · · · · Similarly in his record of the encounter,

14· Dr. Chambers stated that he sized Patient A's introital

15· opening with, quote, my two examining fingers.

16· · · · · · Dr. Chambers stated repeatedly, again, had

17· inserted one or two fingers into Patient A's vagina

18· during the encounter.· He never mentioned that he

19· inserted four fingers.

20· · · · · · However, the photos he took with Patient A's

21· cell phone show that he did, indeed, insert four fingers.

22· This is consistent with what he told Patient A when he

23· brought up trying to fist her, but only being able to

24· insert part of his hand into her vagina.

25· · · · · · There would be no reason for a gynecologist to
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·1· have to hide the insertion of four fingers if such

·2· insertion was part of a normal pelvic examination.

·3· · · · · · However, there may, indeed, be a reason to hide

·4· it if doing so coincides to an extremely inappropriate

·5· comment to a patient that the doctor had tried to fist

·6· her.

·7· · · · · · Dr. Chambers's record of the encounter and this

·8· explanation to Ms. LaRue were inaccurate and deceptive

·9· and in order to conceal the highly unprofessional part of

10· the encounter.

11· · · · · · Just like with the unnecessary pictures or her

12· cell phone, Patient A was humiliated and sexually

13· demeaned at being told the doctor had tried to fist her

14· and was able to insert a significant part of his hand to

15· her vagina.

16· · · · · · She felt embarrassed and demeaned by what he

17· told her.

18· · · · · · Another notable element of Dr. Chambers'

19· response to Ms. LaRue was him mentioning the presence of

20· a chaperone.· He alleged that a chaperone was present and

21· that she could refute Patient A's description of the

22· encounter.

23· · · · · · However, the alleged chaperone will testify

24· that she not in the room during the exam while she was

25· nearby working on files, and, again, he did leave the
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·1· door open during the exam.

·2· · · · · · The alleged chaperone did not hear the

·3· particulars of the conversation between Dr. Chambers and

·4· Patient A.

·5· · · · · · You'll also hear from Patient B, who was a

·6· patient of Dr. Chambers for several years until their

·7· last encounter in October of 2018.

·8· · · · · · Patient B will explain that after that exam

·9· with Dr. Chambers, he asked other staff there that were

10· present to leave the room, leaving just she and

11· Dr. Chambers in the room.

12· · · · · · While it was just two of them, Dr. Chambers

13· asked her if she would model nude for photos to be taken

14· by him, and that he would pay her $1,000 if she did so.

15· · · · · · He offered to give her a copy of the photos,

16· but that she should not tell her husband that he was the

17· one that took the photos.

18· · · · · · While Dr. Chambers refutes the details of how

19· this offer was presented to Patient B, he does not

20· dispute that he offered $1,000 to a patient to model for

21· an ad he allegedly hoped to create.

22· · · · · · Patient C will explain a very similar encounter

23· when Dr. Chambers also offered her $1,000 to model for

24· one of his ads.

25· · · · · · Again, Dr. Chambers refutes the details, but,
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·1· again, he does not dispute the key fact that he offered

·2· the patient $1,000 to model nude for an ad.

·3· · · · · · Making such offers in the middle of medical

·4· encounters violated the patient relationship with these

·5· patients, it violated these patients' trust in their

·6· doctor, and it was done in order to realize a personal

·7· gain for himself.

·8· · · · · · Finally on behalf of the IC, you will hear from

·9· Dr. Richard Rafael, who has been a licensed gynecologist

10· in Nevada since 1985, and who will testify about his

11· review of the records in these cases and his familiarity

12· with what is appropriate in a patient encounter with a

13· gynecologist, as well as his study of authorities on

14· sexual misconduct by physicians in general and

15· gynecologists in particular, and the conclusions that he

16· draws when applying that knowledge to what happened to

17· these three patients.

18· · · · · · As an OB-GYN, Dr. Chambers encounters patients

19· in an especially vulnerable position.· Doctors and

20· patients have a special relationship.· Patients trust

21· physicians with their health.· They are dependent on

22· doctors to use their extensive education and experience

23· to keep them healthy or help address any threats to their

24· health.· There is an inherent imbalance of power.

25· · · · · · ACOG, which is the American College of
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·1· Gynecologists, is the prestigious, professional

·2· association for OB-GYNs.· Both Dr. Chambers and

·3· Dr. Rafael are members.

·4· · · · · · ACOG has issued a formal opinion stating that

·5· the relationship between OB-GYNs and their patients

·6· requires a high level of trust and responsibility because

·7· the practice of gynecology, quote:

·8· · · · · · · · "Includes interactions in times

·9· · · · · · · · of intense emotion and

10· · · · · · · · vulnerability for patients,

11· · · · · · · · involves sensitive physical

12· · · · · · · · examination, and medically

13· · · · · · · · necessary disclosure of private

14· · · · · · · · information about sexual

15· · · · · · · · experience."

16· · · · · · In that same opinion, ACOG explains that sexual

17· improprieties, such as behavior, gestures, or expressions

18· that are sexually suggestive, disrespectful of patient

19· privacy, or sexually demeaning are a form of sexual

20· misconduct.

21· · · · · · Dr. Chambers' behavior with Patient A, Patient

22· B, and Patient C was sexually suggestive, disrespectful

23· of their privacy, and sexually demeaning, and he

24· therefore engaged in sexual misconduct as defined by

25· ACOG.
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·1· · · · · · In so doing, he also violated several of the

·2· patients under Nevada's Medical Practice Act.

·3· · · · · · Dr. Chambers identified his witnesses as

·4· Dr. Michael Goodman, who was designated in part as being

·5· expected to testify as an expert in female genital

·6· plastic and cosmetic surgery.

·7· · · · · · Notably, none of these patients in these

·8· matters has genital plastic or cosmetic surgery, and that

·9· is not what we're talking about in this case.

10· · · · · · Dr. Goodman is also going to apparently testify

11· about Dr. Chambers' training and his character.

12· · · · · · Dr. Chambers also identified three patients who

13· apparently had better experiences with him than did

14· Patient A, Patient B, and Patient C.

15· · · · · · However, these patients were not present during

16· his encounters with Patient A, Patient B, and Patient C,

17· and they likely cannot shed much light on those

18· encounters.

19· · · · · · The evidence will show that Dr. Chambers

20· fundamentally disregarded the boundaries between a

21· physician and patient that are required.· Not suggested,

22· not strongly encouraged, but required by his profession.

23· · · · · · We are confident that the evidence in this

24· matter will support an eventual finding that Dr. Chambers

25· violated the Medical Practice Act in each of the ways
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·1· alleged in the formal complaint.

·2· · · · · · Thank you.

·3· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·4· · · · · · Dr. Chambers, do you choose to make an opening

·5· statement at this time, or do you reserve it until later?

·6· · · · · · DR. CHAMBERS:· Now.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·8· BY DR. CHAMBERS:· Good afternoon, Ms. Ghusin,

·9· members of Board, and counsel for the Board.

10· · · · · · The complaint filed against me by the Board on

11· September 21, 2022, contains allegations of rape.

12· Although it may read as if facts have established, they

13· have not.

14· · · · · · Please consider that I'm innocent until proven

15· guilty, and just like any other American, I deserve the

16· benefit of the doubt until proven otherwise.

17· · · · · · Vagina whisperer OB-GYN accused of sexual

18· misconduct by the medical field.

19· · · · · · This is what media wants people on the

20· world-wide web to believe about me.· The nickname "vagina

21· whisperer" was given to me 16 years ago by a

22· well-respected, local perinatologist in response to a

23· nurse who jokingly complained that I had taken two hours

24· to repair my patient's extensive obstetrical laceration.

25· · · · · · My response to the nurse was that the time I
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·1· took was to ensure that there would be no scarring or

·2· sexual disfunction.

·3· · · · · · Although the complaint did not charge me with

·4· any sexual misconduct, it incriminated me in having been

·5· seductive, sexually aggressive, and sexually demeaning

·6· toward Patients A, B, and C.

·7· · · · · · In the eyes of the Investigative Committee, my

·8· role as a cosmetic gynecological surgeon was seen as a

·9· depraved means to allegedly sexually victimize women.

10· · · · · · Sexual deviance just don't form over night.

11· · · · · · I have served the women of this community for

12· over two decades.· In all those years, the main complaint

13· about me was the long wait time in my office, with those

14· same patients complimenting my skills as an OB-GYN.

15· · · · · · The Investigative Committee order me to go for

16· psychiatric evaluation.· The psychiatrist, who was chosen

17· by the Board said, quote:

18· · · · · · · · "It is my professional opinion to

19· · · · · · · · a reasonable degree of

20· · · · · · · · psychiatric probably that

21· · · · · · · · Dr. Chambers does not suffer from

22· · · · · · · · a psychiatric condition which

23· · · · · · · · would impair his ability to

24· · · · · · · · reasonably and safely practice

25· · · · · · · · medicine within his specialty of
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·1· · · · · · · · choice."

·2· · · · · · I am not the monster that they want you to

·3· believe I am.· I am George Peter Chambers, Jr., medical

·4· doctor, fellow of the American College of Obstetrician

·5· and Gynecologists.

·6· · · · · · I am here to proclaim my innocence so that I

·7· may continue to work as physician in my chosen

·8· specialties.· So I may continue to give my children the

·9· life and education that promised them on the day of their

10· birth.

11· · · · · · I'm here to clear my name, which was given to

12· me by my late father, and whose name I passed on to my

13· son.

14· · · · · · I received the calling to become a physician

15· when I was ten years old.· I'm a board-certified OB-GYN,

16· with a quarter century of experience.· And for almost a

17· decade, I've been a certified sexual health clinician, as

18· well a trained cosmetic GYN surgeon.

19· · · · · · I am not an abuser of women.

20· · · · · · I am the doctor who picked up a patient who

21· started having a miscarriage in my office and still

22· hemorrhaging with a liter of blood whilst in my bathroom,

23· my office lavatory.

24· · · · · · After the 911 operator told me that an

25· ambulance would arrive in ten minutes, I thought that was
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·1· absurd, as there were ambulances in the parking lot below

·2· my office window.· Ten minutes would be long, too long,

·3· for an actively hemorrhaging patient.

·4· · · · · · In front of my former employer, Dr. Nader

·5· Abdelsayed, I picked up my patient into my arms, carried

·6· her down a flight of stairs, then ran with her in my arms

·7· across the parking lot into the ER at North Vista

·8· Hospital, where she stabilized.· I then performed an

·9· emergent dilation and curettage.

10· · · · · · I am the doctor who persuaded paramedics who

11· had brought in a laboring, pregnant woman who was 25

12· weeks pregnant into North Vista Hospital to take her to

13· Valley Hospital Medical Center for a higher level of

14· prenatal care.

15· · · · · · They were afraid, but I promised to drive

16· behind the ambulance and that I would pull over with them

17· on the side of the freeway to deliver the baby if

18· necessary.· Dr. Ravi Krishnan, neonatologist, agreed to

19· follow behind me.· We delivered her baby safely at Valley

20· Hospital an hour after we had arrived.

21· · · · · · I am the doctor who rescued a pregnant patient

22· who came into my office freshly battered and bruised.  I

23· protected her from an abusive partner by escorting her

24· out of my office private entrance, took her to the

25· hospital where her labor was induced.· I then helped her
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·1· to make arrangements to return to her family in Puerto

·2· Rico.

·3· · · · · · I am the man who has sponsored the Cup Cake

·4· Girls.· This is a local group that helps individuals in

·5· all rounds of the sex industry, including those who have

·6· been sex trafficked.

·7· · · · · · I am the doctor who, after delivering my

·8· patient's baby, I was we getting into my car at 0200

·9· house one night, when I noticed the labor nurse running

10· towards me in the parking lot whilst yelling out my name.

11· Apparently, I was in only OB-GYN in the hospital at said

12· hour of the night, another OB-GYN's patient that

13· experienced an umbilical cord prolapse, there was no

14· anesthesiologist in house, and the patient's OB-GYN was

15· 20 minutes away, I performed an emergency cesarean

16· section, using local anesthesia.· The baby was saved.

17· · · · · · I didn't do it for the money or glory; I did it

18· because it was the right thing to do.· And I did it

19· without fear.

20· · · · · · There are countless examples of my good deeds

21· as a physician.

22· · · · · · Dedicating my life to the service of women's

23· health was my way of honoring my heros.· They are my late

24· great grandmother who taught me courage, my 99-year-old

25· grandmother who continues to teach me perseverance, my
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·1· mother who continues to teach me about the power of

·2· forgiveness and generosity, as well as my undergraduate

·3· adviser, Dr. (indubible), chair of the chemistry

·4· department at the American University in Washington DC,

·5· who opened many doors of opportunity for me.

·6· · · · · · At a certain points during my tenure here in

·7· Las Vegas, I started getting patients who wanted their

·8· vagina restored to their pre-childbirth status.

·9· · · · · · My research showed that this was becoming a

10· world-wide trend.· These patients reported sexual

11· dysfunction from their sensation of having vaginal laxity

12· or a lifelong problem with enlarged or asymmetric labia

13· minora.

14· · · · · · I even had patients who were requesting hymenal

15· restoration for cultural reasons.· And for some, it was a

16· matter of life or death.

17· · · · · · There's a plethora of data that shows that a

18· woman's comfort with the appearance of her breasts,

19· vulva, vagina, and buttocks directly correlates with her

20· comfort with sexual intercourse.

21· · · · · · I saw the link between cosmetic GYN surgery and

22· sexual health.· I decided I would pursue a subspeciality

23· in this niche market.

24· · · · · · As a board-certified OB-GYN, I was already

25· trained in pelvic neuroanatomy and surgery.· But I
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·1· realized in residency training, OB-GYNs got little to no

·2· training in plastic surgery techniques or female sexual

·3· health.

·4· · · · · · The American College of Obstetricians and

·5· Gynecologists, in its practice bulletin number 213,

·6· published July, 2019, stated, quote:

·7· · · · · · · · "Although female sexual

·8· · · · · · · · dysfunction is relatively

·9· · · · · · · · prevalent, women are unlikely to

10· · · · · · · · discuss it with their healthcare

11· · · · · · · · providers unless asked, and many

12· · · · · · · · healthcare providers are

13· · · · · · · · uncomfortable asking for a

14· · · · · · · · variety of reasons, including

15· · · · · · · · lack of knowledge and training."

16· · · · · · At great financial expense, I went for

17· post-residency training.· Firstly, I attended the Seventh

18· Congress on aesthetics of vaginal surgery, sponsored by

19· Dr. Red Alinsod, one of the pioneers in cosmetic GYN

20· surgery, and the National Society of Cosmetic Physicians

21· on October 20 and 21 of 2012.

22· · · · · · I attended lectures by Dr. Alinsod and

23· Dr. Michael Goodman, my expert witness and another

24· pioneer in cosmetic GYN surgery.

25· · · · · · Secondly, I enrolled in the sexual health
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·1· certification program through the American Academy of

·2· Antiaging Medicine, on July 2nd, 2012.· The training

·3· concluded on December 14, 2013.

·4· · · · · · Thirdly, in November of 2013, I enrolled in

·5· Dr. Goodman's female genital plastic cosmetic surgery

·6· masters course to learn plastic surgery techniques to

·7· close the skin, options in labiaplasty, safe ways to

·8· perform clitoral reduction, appropriate suture selection,

·9· and how to do these surgeries under local anesthesia.

10· · · · · · Dr. Goodman has edited one of the two -- or the

11· only two available textbooks in cosmetic GYN surgery.· He

12· has written many articles in peer review journals on the

13· topic, and has written two chapters in a plastic surgery

14· textbook.

15· · · · · · He will describe his training course, the

16· fundamental differences between cosmetic GYN surgery and

17· general gynecological surgery, as well different ways in

18· which we size or measure patients in the two fields.

19· · · · · · It has been alleged that had I attempted to

20· fist Patient A.· Fisting is a sexual kink in which a

21· person inserts his or her entire hand in a woman's

22· vagina.

23· · · · · · I don't do this in my personal life.· I'm in

24· the business of vaginal restoration and preservation.

25· Fisting has the potential of harming a woman's pelvic
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·1· floor.

·2· · · · · · In fact, in my 25 years as an OB-GYN, the only

·3· time that I've ever inserted by entire hand in a woman's

·4· vagina professionally is to remove or retain placenta

·5· after vaginal delivery of a baby.

·6· · · · · · The procedure is a one that I absolutely detest

·7· because failing is not an option.· Failure could be

·8· catastrophic.· Failure could lead down a path to an

·9· emergency hysterectomy or maternal death due to

10· postpartum hemorrhage.

11· · · · · · My notes, which were handwritten in shorthand

12· during the consultation with Patient A, were typed either

13· later that day or a couple of days after the

14· consultation.

15· · · · · · When I typed the consultation note, I used the

16· two photographs that Patient A had texted me to describe

17· the examination and my findings.

18· · · · · · When I appeared before the Investigation

19· Committee, well over a year after the consultation, I was

20· asked if I had inserted four fingers into Patient A's

21· vagina.· I said, "No."· Not because I was willingly

22· misleading the IC, but because I genuinely could not

23· recall doing so.

24· · · · · · I should have taken some time to think about

25· the question before answering.· But I said "no" because
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·1· attempted fisting was the accusation against me.

·2· · · · · · I only had two photographs, one of which showed

·3· my fingers separating her vaginal introitus or opening.

·4· It wasn't until the discovery phase of this case that I

·5· saw the photograph showing my four fingers in Patient A's

·6· vaginal introitus that I recalled doing so.

·7· · · · · · It was alleged that I took 12 photographs for

·8· self-serving reasons.· I took those photos the way I take

·9· pictures of my family, that is, I pressed the shutter

10· release button in rapid succession, thereafter, I look at

11· the photos, and keep the best ones.· And I take the

12· pictures while moving my hand from side to side across

13· the targeted area.

14· · · · · · My second witness, Ms. Brittany Turner, who's

15· an adult entertainer, will address this kink.· I will

16· show through her testimony that I did not attempt to fist

17· Patient A, had I tried to do so, my chaperone would have

18· seen and heard her scream in pain.

19· · · · · · Ms. Mooneyhan and her cocounsel will tell you

20· that my examination of Patient A was not chaperoned.· My

21· examination was chaperoned.· The chaperone might not have

22· been standing inside the room, but the examination was

23· chaperoned.

24· · · · · · Historically, it has been taboo for an OB-GYN

25· to market his or her medical practice while I also
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·1· subspecialize in cosmetic GYN surgery.

·2· · · · · · If it is legal or ethical for a plastic surgeon

·3· to market his or her practice, why is it that the same

·4· privilege is not afforded a cosmetic GYN surgeon in

·5· Nevada?

·6· · · · · · If you walk into a plastic surgeon's office,

·7· you will see a gallery of before and after surgical

·8· photographs.· Yet the IC made it appear as if the

·9· photographs that I have taken were pornographic.

10· · · · · · Pre- and post-operative photographs are

11· necessary for medical, legal, educational, and marketing

12· purposes.· This was not pornography, as the public has

13· been led to believe.· The photographs were taken after

14· consent is obtained.

15· · · · · · It is not illegal or unethical to pay a woman

16· or models to pose for my marketing materials.· I did not

17· hire modeling for my marketing photos with exchange for

18· any medical favors.

19· · · · · · Sex is at the core of our existence.· Sex is at

20· the core of our evolution.· Sex is necessary for us

21· having good emotional, mental, and physical health.

22· Therefore, when there is a sexual health problem, it is

23· significant.

24· · · · · · The questions that must be asked of a patient

25· seeking consultation for sexual dysfunction and sexual
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·1· pain may be perceived as intrusive.· They may be seen as

·2· taboo, especially when asked by a male OB-GYN.

·3· · · · · · But these patients are referred to me because

·4· their OB-GYNs are not trained to treat these problems.

·5· · · · · · According to the textbook, Female Genital

·6· Plastic and Cosmetic Surgery, published in 2016 and

·7· edited by Dr. Goodman, quote:

·8· · · · · · · · "Proper preoperative evaluation

·9· · · · · · · · is a vital process for a patient

10· · · · · · · · who presents with an interest in

11· · · · · · · · surgery to repair what she

12· · · · · · · · conceives is a loose or relaxed

13· · · · · · · · vagina, and would like it

14· · · · · · · · tightened for sexual enhancement

15· · · · · · · · and to correct the feeling of

16· · · · · · · · having a wide-open vagina.

17· · · · · · · · "This includes proper medical

18· · · · · · · · history, psychosocial evaluation

19· · · · · · · · for sexual dysfunction and

20· · · · · · · · overall sexual satisfactions

21· · · · · · · · prior to any of the anatomical

22· · · · · · · · changes she may have noted since

23· · · · · · · · childbirth.

24· · · · · · · · "Marital or relationship issues

25· · · · · · · · or concerns and an evaluation of
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·1· · · · · · · · her expectations of surgery and a

·2· · · · · · · · reason why she's interested in

·3· · · · · · · · the procedure should be discussed

·4· · · · · · · · as well.

·5· · · · · · · · "An adequate urogynecological

·6· · · · · · · · history and physical examination

·7· · · · · · · · must be completed."

·8· · · · · · Am I allowed to give you an exhibit at this

·9· time during the opening --

10· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers --

11· · · · · · DR. CHAMBERS:· -- statement?

12· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, this is

13· just the opening.

14· · · · · · So it will be IC's turn to put on their case in

15· chief.· And then it will be your turn, and you can

16· introduce exhibits then.

17· · · · · · DR. CHAMBERS:· Thank you.

18· · · · · · HEARING OFFICER GHUSIN:· Anything to add,

19· Ms. Mooneyhan?

20· · · · · · MS. MOONEYHAN:· No.· Thank you.

21· BY DR. CHAMBERS:· I do not ask these questions for

22· my personal pleasure.· They are asked so that I may

23· develop proper differential diagnoses and treatment

24· plans.

25· · · · · · Likewise, the pelvic examination that is done
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·1· to examine a patient with sexual dysfunction and pelvic

·2· pain is more thorough than the usual pelvic examination

·3· done at a gynecological visit for an annual.

·4· · · · · · In general, I talk to my patients before I

·5· touch them to avoid any surprise reaction.· I educate

·6· them about why I'm doing what I do.

·7· · · · · · I should not be penalized nor have my name and

·8· character besmirched for doing what I am supposed to do

·9· to help my patients.

10· · · · · · In 2014, after A four M had made the online

11· training an option for sexual health certification

12· program, I tried to convince a couple female OB-GYNs to

13· do the program because not every woman would be

14· comfortable seeing a male sexual health clinician.

15· · · · · · One, whom I will not name, had a nervous

16· laughter.· The other, Dr. Joana Folayan, expressed

17· interest, and I gave her the A four M contact

18· information.· I don't know if she did the course.

19· · · · · · It is my hope that you'll see that this has

20· been one big misunderstanding, one that has tarnished my

21· once-stellar reputation, and has cost my dearly.

22· · · · · · My medical practice has been decimated.· I was

23· fired from a lucrative nighttime laborious job with

24· Intermountain Healthcare.

25· · · · · · One local media outlet even has a TikTok video
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·1· on its website, soliciting my patients to come forth to

·2· say I sexually abused them.

·3· · · · · · I have been interviewed by detectives from the

·4· Las Vegas Metropolitan Police Department, yet I have not

·5· been arrested.

·6· · · · · · I've been the subject of a grand jury subpoena,

·7· yet I've not been indicted.

·8· · · · · · My life has been hell for the past seven

·9· months.· I believe in the American justice system.  I

10· believe in this Board.· Before for these proceedings are

11· over, and after all the facts in this case are known, I

12· believe that you will see that I'm innocent of charges

13· against me.

14· · · · · · Thank you for your time and attention.

15· · · · · · HEARING OFFICER GHUSIN:· Thank you.

16· · · · · · Ms. Mooneyhan?

17· · · · · · MS. MOONEYHAN:· Thank you.· The IC would call

18· Johnna LaRue.

19· · · · · · HEARING OFFICER GHUSIN:· And we had spoken

20· previously about the rule of exclusion, and I should

21· explain that to Dr. Chambers.

22· · · · · · Ms. Mooneyhan, do you have any comments on

23· that?

24· · · · · · MS. MOONEYHAN:· No.· Ms. LaRue is not currently

25· in the room.· So we will need a second for somebody to go
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·1· get her.

·2· · · · · · Just so Dr. Chambers knows, if any his

·3· witnesses are in the room, they should --

·4· · · · · · HEARING OFFICER GHUSIN:· I don't know who's in

·5· room.· Are there any witnesses in the room?

·6· · · · · · MS. MOONEYHAN:· None of the IC's witnesses are

·7· in the room.

·8· · · · · · DR. CHAMBERS:· None of mine are here.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's go ahead

10· and get your first witness, then.

11· · · · · · MS. MOONEYHAN:· Thank you.

12· · · · · · MS. FUENTES:· Can you hear okay?· I know

13· there's a lot of planes.

14· · · · · · THE REPORTER:· When the planes go over, it's

15· difficult.

16· · · · · · MS. FUENTES:· Just let us know if it's too

17· much.

18· · · · · · HEARING OFFICER GHUSIN:· Is it okay?

19· · · · · · THE REPORTER:

20· Not when the planes go over.

21· · · · · · MS. FUENTES:· I worried when the ambulance went

22· by.

23· · · · · · THE REPORTER:· Yes.· That was difficult.

24· · · · · · MS. FUENTES:· Well, just let us know, because

25· we need our record.
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·1· · · · · · HEARING OFFICER GHUSIN:· Do you need it closed?

·2· · · · · · THE REPORTER:· I would prefer for it to be

·3· closed, yes.

·4· · · · · · HEARING OFFICER GHUSIN:· I will have to wear a

·5· mask if that's the case.

·6· · · · · · MS. MOONEYHAN:· Ms. LaRue's here, Your Honor.

·7· · · · · · Ms. Ghusin, can you hear us?

·8· · · · · · HEARING OFFICER GHUSIN:· Yes.

·9· · · · · · MS. MOONEYHAN:· Okay.· Ms. LaRue is here and

10· ready to be sworn in.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· She's in the

12· room?

13· · · · · · MS. MOONEYHAN:· Yes.· At the end of the table.

14· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

15· · · · · · (The oath was administered.)

16· · · · · · THE WITNESS:· I do.

17· · · · · · · · · · · DIRECT EXAMINATION

18· BY MS. MOONEYHAN:

19· · · ·Q.· ·Ms. LaRue, for the record, will you please

20· state and spell your first and last name.

21· · · ·A.· ·Johnna LaRue.· J-O-H-N-N-A L-A capital R-U-E.

22· · · ·Q.· ·Ms. LaRue, how are you employed?

23· · · ·A.· ·By the Nevada State Board of Medical Examiners.

24· · · ·Q.· ·What is your title at the Nevada State Board of

25· Medical Examiners?
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·1· · · ·A.· ·Deputy Chief of Investigations and Compliance

·2· Officer.

·3· · · ·Q.· ·How long have you worked for the Board of

·4· Medical Examiners?

·5· · · ·A.· ·Seventeen years.

·6· · · ·Q.· ·Can you describe, in general, the process when

·7· an investigation, how it lands on your desk?

·8· · · ·A.· ·We get complaints either in paper or through

·9· our website.· They come in.· As deputy chief, I'm one of

10· the people that reviews those complains to determine

11· violations.· Then they get assigned to an investigator

12· where we go through process of reviewing the allegations,

13· sending out a letter to the physician of the allegations

14· that were based in the complaint, we require a response.

15· · · · · · If medical record are required based on

16· whatever the allegations are in the complaint, then we

17· gather the medical records.

18· · · · · · We get all the information and then put that

19· forward for our Investigative Committee to make a

20· decision.

21· · · · · · There's a lot more to it, but that's in

22· general.

23· · · ·Q.· ·Are you familiar in the formal complaint that

24· was filed in this matter regarding Dr. Chambers?

25· · · ·A.· ·Yes.
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·1· · · ·Q.· ·Did you conduct the underlying investigation

·2· with respect to Patient A?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·I'm going ask you to turn to Exhibit 1 in that

·5· binder in front of you.

·6· · · ·A.· ·(Witness complied).

·7· · · ·Q.· ·Do you recognize that document?

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·Can you describe what it is?

10· · · ·A.· ·This is the allegation letter that I prepared

11· based on the complaint that I received.

12· · · ·Q.· ·Just is to clarify, with respect to Patient A?

13· · · ·A.· ·With respect to Patient A, yes.

14· · · ·Q.· ·What is the date of that document?

15· · · ·A.· ·September 2nd, 2021.

16· · · ·Q.· ·And who signed the document?

17· · · ·A.· ·I did.

18· · · ·Q.· ·Is this document that's in your binder a true

19· and correct copy of the letter sent?

20· · · ·A.· ·Yes.

21· · · · · · MS. MOONEYHAN:· Your Honor, I move to admit

22· Exhibit 1.

23· · · · · · HEARING OFFICER GHUSIN:· Thank you.

24· · · · · · Dr. Chambers, any objection?

25· · · · · · DR. CHAMBERS:· None.
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·1· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 1 will be

·2· admitted into evidence.

·3· · · · · · (IC's Exhibit 1 was admitted.)

·4· BY MS. MOONEYHAN:

·5· · · ·Q.· ·On page NSBME 2, will you please review -- and

·6· you don't need to read it out loud, will you please

·7· review items that you noted on that page 13 and 14.

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·Did you ask Dr. Chambers -- accuse Dr. Chambers

10· of fisting Patient A?

11· · · ·A.· ·Yes.

12· · · ·Q.· ·Did you accuse him of using the term "fisting"?

13· · · ·A.· ·Yes.

14· · · ·Q.· ·And that -- it appears that -- did that appear

15· to have actually happened or something less than that

16· that he was accused of that day?

17· · · ·A.· ·Based on the evidence that we gathered, it

18· appears that that's the case.

19· · · ·Q.· ·Can you turn to Exhibit 2, please?

20· · · ·A.· ·(Witness complied).

21· · · ·Q.· ·Do you recognize that document?

22· · · ·A.· ·Yes.

23· · · ·Q.· ·What is it?

24· · · ·A.· ·This is a response to my letter.

25· · · ·Q.· ·What is the date of this document?
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·1· · · ·A.· ·January 20, 2022.

·2· · · ·Q.· ·Is that a document on letterhead?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·And what does the letterhead say?

·5· · · ·A.· ·Chambers and Associates.· Do you want me to

·6· read the rest?

·7· · · ·Q.· ·No.· Who sign the document?

·8· · · ·A.· ·George Chambers, MD.

·9· · · ·Q.· ·Is that a true and complete copy of the letter

10· you received regarding the allegations?

11· · · ·A.· ·Yes.

12· · · · · · MS. MOONEYHAN:· I move to admit Exhibit 2.

13· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, any

14· objection?

15· · · · · · DR. CHAMBERS:· No objections.

16· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 2 is

17· admitted into evidence.

18· · · · · · (IC's Exhibit 2 was admitted.)

19· BY MS. MOONEYHAN:

20· · · ·Q.· ·Ms. LaRue, in this letter, did Dr. Chambers

21· admit to taking more photographs of Patient A than he

22· actually printed out that day?

23· · · ·A.· ·Yes.

24· · · ·Q.· ·And how many photographs did -- do you believe

25· that Dr. Chambers took of Patient A's vaginal rectal area
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·1· that day?

·2· · · ·A.· ·Twelve.

·3· · · ·Q.· ·And how many did he ask her to text, according

·4· to his letter?

·5· · · ·A.· ·Two.

·6· · · ·Q.· ·Will you please turn to Exhibit 3.

·7· · · ·A.· ·(Witness complied).

·8· · · ·Q.· ·Do you recognize Exhibit 3?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·What does Exhibit 3 appear to be?

11· · · ·A.· ·These are Patient A's medical records.

12· · · ·Q.· ·And how did you become familiar with these

13· records?

14· · · ·A.· ·They were submitted with Exhibit 2 from

15· Dr. Chambers.

16· · · ·Q.· ·And does this appear to be a complete copy of

17· what you received from Dr. Chambers regarding Patient A?

18· · · ·A.· ·This is a complete copy of what I received from

19· Dr. Chambers, yes.

20· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 3.

21· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, any

22· objection?

23· · · · · · DR. CHAMBERS:· I have no objection.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· IC's Exhibit 3

25· is admitted into evidence.
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·1· · · · · · Thank you.

·2· · · · · · (IC's Exhibit 3 was admitted.)

·3· BY MS. MOONEYHAN:

·4· · · ·Q.· ·I ask you to turn to Exhibit 4.

·5· · · ·A.· ·(Witness complied).

·6· · · ·Q.· ·Do you recognize what Exhibit 4 is?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·And can you briefly describe what Exhibit 4 is?

·9· · · ·A.· ·These are the 12 photographs that were taken.

10· · · ·Q.· ·That were taken?

11· · · ·A.· ·On the patient's cell phone by Dr. Chambers.

12· · · ·Q.· ·How did you come into this evidence?

13· · · ·A.· ·Patient A sent them to me directly.

14· · · ·Q.· ·Do those appear to be true and correct copies

15· of the photos that she provided to you as part of this

16· investigation?

17· · · ·A.· ·Yes.

18· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 4.

19· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, same

20· question, any objection to the --

21· · · · · · DR. CHAMBERS:· I have no objection.

22· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 4 is

23· admitted into evidence.

24· · · · · · (IC's Exhibit 4 was admitted.)

25
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·1· BY MS. MOONEYHAN:

·2· · · ·Q.· ·Ms. LaRue, are you familiar with Dr. Chambers'

·3· ex-wife?

·4· · · ·A.· ·Well, "familiar" wouldn't be the appropriate

·5· word.

·6· · · ·Q.· ·Are you -- have you ever spoken to her?

·7· · · ·A.· ·Once.

·8· · · ·Q.· ·Did you speak to her about our investigation of

·9· his encounter -- Dr. Chambers' encounter with Patient A?

10· · · ·A.· ·No.

11· · · ·Q.· ·Did she have any input at all into your

12· investigation of Patient A?

13· · · ·A.· ·No.

14· · · ·Q.· ·Did you also conduct the underlying

15· investigation with respect to Patient B?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·Please turn to Exhibit 5.

18· · · ·A.· ·(Witness complied).

19· · · ·Q.· ·Do you recognize Exhibit 5?

20· · · ·A.· ·Yes.

21· · · ·Q.· ·What does it appear to be to you?

22· · · ·A.· ·This is the allegation letter that I compiled

23· based on the complaint that I received from Patient B.

24· · · ·Q.· ·And what is the -- on that document, what is

25· the date?
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·1· · · ·A.· ·February 3rd, 2022.

·2· · · ·Q.· ·And who signed this document?

·3· · · ·A.· ·I did.

·4· · · ·Q.· ·Does this appear to be a true and complete copy

·5· of the letter to Dr. Chambers regarding the investigation

·6· with respect to Patient B?

·7· · · ·A.· ·Yes.

·8· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 5.

·9· · · · · · HEARING OFFICER GHUSIN:· Any objection,

10· Dr. Chambers?

11· · · · · · DR. CHAMBERS:· None.

12· · · · · · HEARING OFFICER GHUSIN:· Thank you.

13· · · · · · IC's Exhibit 5 is admitted into evidence.

14· · · · · · (IC's Exhibit 5 was admitted.)

15· BY MS. MOONEYHAN:

16· · · ·Q.· ·Let's turn to Exhibit 6.

17· · · ·A.· ·(Witness complied).

18· · · ·Q.· ·Do you recognize that document?

19· · · ·A.· ·Yes.

20· · · ·Q.· ·What is Exhibit 6?

21· · · ·A.· ·This is Dr. Chambers' response to Exhibit 5 in

22· regards to Patient B.

23· · · ·Q.· ·And what is that date of that response?

24· · · ·A.· ·March 17th, 2022.

25· · · ·Q.· ·And what indicia do you have that it came from
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·1· Dr. Chambers?

·2· · · ·A.· ·It's letterhead is Chambers and Associates, and

·3· Dr. Chambers' signature is on it.

·4· · · ·Q.· ·Does this letter appear to be true and complete

·5· copy of the letter you received from Dr. Chambers

·6· regarding -- in response to your letter about Patient B?

·7· · · ·A.· ·Yes.

·8· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 6.

·9· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

10· · · · · · DR. CHAMBERS:· I have no objection.

11· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 6 is

12· admitted into evidence.

13· · · · · · (IC's Exhibit 6 was admitted.)

14· BY MS. MOONEYHAN:

15· · · ·Q.· ·Ms. LaRue, in Exhibit 6, does Dr. Chambers

16· admit to offering Patient B money for nude photographs?

17· · · ·A.· ·Yes.

18· · · ·Q.· ·Did you ever speak to Dr. Chambers' ex-wife

19· about your investigation of his encounter with Patient B?

20· · · ·A.· ·No.

21· · · ·Q.· ·Did she have any input at all into that

22· investigation?

23· · · ·A.· ·No.

24· · · ·Q.· ·Please turn to Exhibit 7.

25· · · ·A.· ·(Witness complied).
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·1· · · ·Q.· ·Do you recognize Exhibit 7?

·2· · · ·A.· ·Yes.

·3· · · ·Q.· ·And what does it appear to be?

·4· · · ·A.· ·These are Patient B's medical records.

·5· · · ·Q.· ·Just to clarify, are those Patient B's medical

·6· records from Dr. Chambers?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·How did you come into possession of those

·9· records?

10· · · ·A.· ·Dr. Chambers sent them to me with his response

11· in regards to Patient B.

12· · · ·Q.· ·And what in Exhibit 7 -- does that appear to be

13· a correct and complete copy of the records you received

14· from Dr. Chambers regarding Patient B?

15· · · ·A.· ·Yes.

16· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 7.

17· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

18· · · · · · DR. CHAMBERS:· I have no objections.

19· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 7 is

20· admitted into evidence.

21· · · · · · (IC's Exhibit 7 was admitted.)

22· BY MS. MOONEYHAN:

23· · · ·Q.· ·Ms. LaRue, did you also conduct the

24· investigation -- the underlying investigation with

25· respect to Patient C?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·Will you please turn to Exhibit 8.

·3· · · ·A.· ·(Witness complied).

·4· · · ·Q.· ·Do you recognize that document?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·And what is it?

·7· · · ·A.· ·This is the allegation letter that I compiled

·8· based on the complaint that was received in regards to

·9· Patient C.

10· · · ·Q.· ·And what is the date of letter?

11· · · ·A.· ·February 17th, 2022.

12· · · ·Q.· ·And does this appear to be a true and correct

13· copy of the letter you sent to Dr. Chambers regarding the

14· investigation of Patient C?

15· · · ·A.· ·Yes.

16· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 8.

17· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

18· · · · · · DR. CHAMBERS:· I have no objections.

19· · · · · · HEARING OFFICER GHUSIN:· Okay.· IC's Exhibit 8

20· is admitted into evidence.

21· · · · · · (IC's Exhibit 8 was admitted.)

22· BY MS. MOONEYHAN:

23· · · ·Q.· ·I'll ask you now to turn to Exhibit 9.

24· · · ·A.· ·(Witness complied).

25· · · ·Q.· ·Do you recognize Exhibit 9?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·And what is Exhibit 9?

·3· · · ·A.· ·Exhibit 9 is Dr. Chambers' response to my

·4· letter in regards to Patient C.

·5· · · ·Q.· ·What is the date of letter?

·6· · · ·A.· ·March 17th, 2022.

·7· · · ·Q.· ·And what makes you believe it is from

·8· Dr. Chambers?

·9· · · ·A.· ·It's on Chambers and Associates letterhead, and

10· it's signed by Dr. Chambers.

11· · · ·Q.· ·And that, Exhibit 9, is a true and complete

12· copy of the letter you received?

13· · · ·A.· ·Yes.

14· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 9.

15· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

16· · · · · · DR. CHAMBERS:· I have no objections.

17· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 9 is

18· admitted into evidence.

19· · · · · · (IC's Exhibit 9 was admitted.)

20· BY MS. MOONEYHAN:

21· · · ·Q.· ·Ms. LaRue, in Exhibit 9, in Dr. Chambers'

22· response, did he admit to offering Patient C $1,000 to

23· take nude paragraphs of her?

24· · · ·A.· ·Yes.

25· · · ·Q.· ·Could you turn to exhibit 10?
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·1· · · ·A.· ·(Witness complied).

·2· · · ·Q.· ·Do you recognize Exhibit 10?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·And what is it Exhibit 10?

·5· · · ·A.· ·These are Patient C's medical records.

·6· · · ·Q.· ·How did you come into possession of those

·7· records?

·8· · · ·A.· ·Dr. Chambers included them with his response in

·9· regards to Patient C.

10· · · ·Q.· ·That appears to be a true and complete copy of

11· the records that Dr. Chambers sent to you?

12· · · ·A.· ·Yes.

13· · · · · · MS. MOONEYHAN:· Move to admit Exhibit 10.

14· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

15· · · · · · DR. CHAMBERS:· I have no objections.

16· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 10 is

17· admitted into evidence.

18· · · · · · (IC's Exhibit 10 was admitted.)

19· BY MS. MOONEYHAN:

20· · · ·Q.· ·Ms. LaRue, did Dr. Chambers' ex-wife have any

21· input into your investigation of Patient C?

22· · · ·A.· ·No.

23· · · · · · MS. MOONEYHAN:· May I have a moment, Your

24· Honor?

25· · · · · · HEARING OFFICER GHUSIN:· Yes.· Thank you.
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·1· · · · · · MS. MOONEYHAN:· Thank you.

·2· · · · · · HEARING OFFICER GHUSIN:· Maybe I'll take a

·3· quick moment too.

·4· · · · · · Mr. White, I checked into those in the room in

·5· the south end, but in the north end, anybody here that is

·6· a witness?

·7· · · · · · MR. WHITE:· No, they're not.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·9· · · · · · MS. MOONEYHAN:· I have no further questions of

10· Ms. LaRue at this time.

11· · · · · · HEARING OFFICER GHUSIN:· Thank you,

12· Ms. Mooneyhan.

13· · · · · · Dr. Chambers, any questions for Ms. LaRue?

14· · · · · · DR. CHAMBERS:· I do.

15· · · · · · · · · · · CROSS-EXAMINATION

16· BY DR. CHAMBERS:

17· · · ·Q.· ·Ms. LaRue, good afternoon.· You said that, in

18· questioning, that it appears that I fisted Patient A?

19· · · · · · MS. MOONEYHAN:· Objection.· Your Honor, that is

20· not what Ms. LaRue testified to.· She said that it

21· appeared.

22· · · · · · HEARING OFFICER GHUSIN:· If you rephrase your

23· question, Dr. Chambers.

24· · · · · · DR. CHAMBERS:· Okay.

25
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·1· BY DR. CHAMBERS:

·2· · · ·Q.· ·You said that it appeared that I fisted Patient

·3· A.· What makes you draw that conclusion?

·4· · · ·A.· ·The photographs that I received from the

·5· patient.

·6· · · ·Q.· ·Okay.· Do you know what fisting is?

·7· · · ·A.· ·Yes, I do.

·8· · · ·Q.· ·What is the definition of fisting to you?

·9· · · ·A.· ·Putting one's hand inside of another's --

10· inside a woman's vagina.

11· · · ·Q.· ·Part of the hand?· All of the hand?

12· · · ·A.· ·Part of the hand -- well, most of the hand, I

13· would say.· I mean, I don't know if you can do a gesture,

14· but four fingers or more would be considered -- what I

15· would -- what I would consider personally as fisting.

16· · · ·Q.· ·Okay.· Thank you.

17· · · · · · DR. CHAMBERS:· I have no further questions.

18· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan?

19· · · · · · MS. MOONEYHAN:· No redirect, Your Honor.

20· · · · · · HEARING OFFICER GHUSIN:· Okay.

21· · · · · · Thank you, Ms. LaRue.

22· · · · · · Is she subject to recall, Ms. Mooneyhan?

23· · · · · · MS. MOONEYHAN:· Yes, Your Honor.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

25· · · · · · Next witness, please.
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·1· · · · · · MS. MOONEYHAN:· I would like to call

·2· Dr. Chambers.

·3· · · · · · HEARING OFFICER GHUSIN:· Would you like him up

·4· at the table?

·5· · · · · · MS. MOONEYHAN:· Yes.· Please.

·6· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Chambers,

·7· please.

·8· · · · · · And let's take a quick look at the time.· It's

·9· 2 o'clock straight up.· Does anyone need a break when

10· we're an hour into it or can you go a little bit farther?

11· · · · · · MS. MOONEYHAN:· I think we're okay down here.

12· · · · · · HEARING OFFICER GHUSIN:· Are you good?

13· · · · · · THE REPORTER:· I wouldn't mind taking five

14· minutes.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's take a

16· quick break.· Thank you.

17· · · · · · MS. MOONEYHAN:· Five to ten minutes, Your

18· Honor?

19· · · · · · HEARING OFFICER GHUSIN:· Yes.· No more.

20· · · · · · (Recess from 2:02 P.M. to 2:11 P.M.)

21· · · · · · HEARING OFFICER GHUSIN:· Back on the record.

22· Mr. Mooneyhan, Dr. Chambers, can you hear me?

23· · · · · · DR. CHAMBERS:· I can.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· Perfect.

25· · · · · · We're back on the record in the matter of
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·1· Dr. Chambers, who is ready to testify at this point.

·2· · · · · · Just that -- we were just talking up here about

·3· what it looked like the rest of afternoon, Ms. Mooneyhan.

·4· And the first thing is I would probably like a break

·5· every hour at an opportune moment, not in the middle of

·6· testimony or anything.

·7· · · · · · And if we're good to go to 5:00 to help us out

·8· tomorrow, great, even if -- we'll take a look when you're

·9· finishing up with your witness.· We may just clearly go

10· to 5 o'clock at this point.· Okay?

11· · · · · · MS. MOONEYHAN:· Okay.· Thank you.

12· · · · · · HEARING OFFICER GHUSIN:· Thank you.

13· · · · · · MS. MOONEYHAN:· May I proceed, Your Honor?

14· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, you

15· haven't been sworn in yet?

16· · · · · · DR. CHAMBERS:· I have not.

17· · · · · · (The oath was administered.)

18· · · · · · THE WITNESS:· I do.

19· · · · · · HEARING OFFICER GHUSIN:· Thank you.

20· · · · · · Ms. Mooneyhan?

21· · · · · · · · · · · DIRECT EXAMINATION

22· BY MS. MOONEYHAN:

23· · · ·Q.· ·Sir, can you please state your full name and

24· spell your last name for the record?

25· · · ·A.· ·George Peter Chambers, Jr., C-H-A-M-B-E-R-S.
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·1· · · ·Q.· ·And are you a licensee of the Nevada State

·2· Board of Medical Examiners?

·3· · · ·A.· ·I am.

·4· · · ·Q.· ·How long have you been so licensed?

·5· · · ·A.· ·Since April of 2003.

·6· · · ·Q.· ·Have you ever been licensed in another

·7· jurisdiction?

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·And where was that?

10· · · ·A.· ·Colorado and New York.

11· · · ·Q.· ·When were you licensed Colorado?

12· · · ·A.· ·I believe 2003 to 2008.· I might be off by a

13· year or two.

14· · · ·Q.· ·Why are you no longer licensed in Colorado?

15· · · ·A.· ·I decided that I was not going to live in

16· Colorado, so I didn't continue paying for the

17· membership -- the license.

18· · · ·Q.· ·And when were you licensed New York?

19· · · ·A.· ·1998 through, I believe, 2008 or '10.

20· · · ·Q.· ·And why are you no longer licensed in New York?

21· · · ·A.· ·I decided I was not going to move back to New

22· York, so there was no point in maintaining the license.

23· · · ·Q.· ·Can you please turn to Exhibit A.· It's marked

24· as number 1 behind the blue sheet of paper.

25· · · ·A.· ·Yes.
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·1· · · ·Q.· ·Is this your CV?

·2· · · ·A.· ·It is a portion of my CV.· I do have a current

·3· version if you'd like a copy.

·4· · · ·Q.· ·Is this the version that you submitted as an

·5· exhibit?

·6· · · ·A.· ·Yes, it is.

·7· · · ·Q.· ·What has changed since this CV?

·8· · · ·A.· ·I was fired from Intermountain Healthcare.

·9· It's not listed here as former -- I don't think it's on

10· here.· It was not listed on here that I worked for them,

11· in this version.

12· · · ·Q.· ·So is this a current version?

13· · · ·A.· ·The current version I have.· It feels like it.

14· · · ·Q.· ·Okay.· You said you submitted this version?

15· · · ·A.· ·Correct.

16· · · ·Q.· ·The only thing that's different --

17· · · ·A.· ·Intermountain is not listed.

18· · · ·Q.· ·And you said it's not listed --

19· · · ·A.· ·Here.

20· · · ·Q.· ·This is not --

21· · · ·A.· ·It's not the current version.· It's accurate

22· with the exception of Intermountain.

23· · · ·Q.· ·Who you no longer work for?

24· · · ·A.· ·Correct.

25· · · ·Q.· ·In this document, on the first page, Chamber's
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·1· page 1, you listed your board certifications under one

·2· heading; correct?

·3· · · ·A.· ·Correct.

·4· · · ·Q.· ·Is says you're a fellow of the American College

·5· of Obstetricians and Gynecologists.· Can you explain what

·6· that means?

·7· · · ·A.· ·It means that after you complete a written

·8· examination as well as an oral examination after the

·9· completion of four years of training, you get the take

10· those examinations, and if you passed, you're

11· certified -- you're board certified.

12· · · · · · And it has to be maintained every year through

13· a continuing medical education.

14· · · ·Q.· ·Okay.· And you've been a fellow since July of

15· 2008?

16· · · ·A.· ·No.· I've been a fellow -- yes.· Yes.· Yes.

17· · · ·Q.· ·Okay.· It also lists that you're a diplomate of

18· the American Board of Obstetrics and Gynecology?

19· · · ·A.· ·Yes.

20· · · ·Q.· ·Can you explain what this means?

21· · · ·A.· ·Once you take the test and you've passed -- the

22· test is administered by the American Board of Obstetrics

23· and Gynecology, and once you pass that test, you're a

24· diplomate, which also means you are a fellow.

25· · · · · · You cannot become a fellow without being a
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·1· diplomate.

·2· · · ·Q.· ·Okay.· You're currently a diplomate?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·To your knowledge, is the American Board of

·5· Obstetrics and Gynecology a member of the American Board

·6· of Medical Specialties?

·7· · · ·A.· ·It is.

·8· · · ·Q.· ·Your CV has a separate section above your board

·9· certification with a heading "Post-residency Training."

10· The first item there said that you were certified in

11· sexual health and treatment by the American Academy of

12· Antiaging.

13· · · · · · Does this correspond with the certificate and

14· information that you submitted as Exhibit C, which is

15· behind tab 3?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·Was that training completed online?

18· · · ·A.· ·No.· They started the online course in 2014.

19· · · ·Q.· ·How did you complete the course?

20· · · ·A.· ·Went to four different locations during the

21· training.· I believe San Diego; Atlanta, Georgia;

22· December of 2013 was here in Vegas; and I can't remember

23· where the fourth location was.

24· · · · · · But there are four modules, four locations.

25· · · ·Q.· ·Four modules?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·And how long was each module in terms of time?

·3· · · ·A.· ·I believe there were four to five days each.

·4· · · ·Q.· ·That certificate represents 16 to 20 days of

·5· training?

·6· · · ·A.· ·Correct.

·7· · · ·Q.· ·Is the American Academy of Antiaging recognized

·8· by the American Board of Medical Specialties?

·9· · · ·A.· ·I cannot speak to that.· I'm not sure.

10· · · ·Q.· ·Is the American Academy of Antiaging recognized

11· by the American Medical Association?

12· · · ·A.· ·It probably is.

13· · · ·Q.· ·Do you know if it is?

14· · · ·A.· ·No.

15· · · ·Q.· ·Also under your heading of post-residency

16· training, you've listed certificate of completion, female

17· genital plastic cosmetic surgery master's course.

18· · · · · · Does that correspond with your certificate of

19· completion behind tab 2, Exhibit B?

20· · · ·A.· ·Yes.

21· · · ·Q.· ·And how many hours of training does that

22· certificate represent?

23· · · ·A.· ·Sixteen hours.

24· · · ·Q.· ·And was it -- the certificate was awarded by

25· the person who taught the 16-hour course?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·On page 3 of your CV, you have another heading

·3· "Professional Affiliations."· It says you're affiliated

·4· with the National Society of Cosmetic Physicians from

·5· 2012 to 2015.

·6· · · ·A.· ·Correct.

·7· · · ·Q.· ·Are you board certified in plastic surgery?

·8· · · ·A.· ·No.

·9· · · ·Q.· ·How would you describe the National Society of

10· Cosmetic Physicians?

11· · · ·A.· ·It's for doctors who do cosmetic procedures.

12· It includes plastic surgeons as well.· One of the

13· pioneers in cosmetic GYN, he's on that --

14· · · ·Q.· ·Thank you.· I just had a question about what it

15· represents.· Thank you.

16· · · · · · Can you describe your current medical practice?

17· · · ·A.· ·Well, I practice the whole scope of obstetrics

18· and gynecology.· I also practice cosmetic GYN surgery, as

19· I said, for almost ten years.· And I also practice sexual

20· health medicine for almost ten years, as they go hand in

21· hand.

22· · · ·Q.· ·How do you describe sexual health medicine?

23· · · ·A.· ·Sexual health medicine is for women who are

24· having problems with any form of sexual dysfunctions.

25· Anorgasmia, for example, meaning inability to achieve an
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·1· orgasm.· Women with painful sexual experiences.· Women

·2· who are in the hormonal problem leading to sexual

·3· dysfunction.· Women who have had history of psychiatric

·4· problems leading to a condition known as --

·5· · · ·Q.· ·Do you have training in psychiatry?

·6· · · ·A.· ·No.· But we all -- all doctors --

·7· · · ·Q.· ·Thank you, sir.· I just asked if you had

·8· psychiatric training.

·9· · · ·A.· ·Okay.

10· · · ·Q.· ·Is sexual health medicine recognized by the

11· American Board of Medical Specialties?

12· · · ·A.· ·I do not know.

13· · · ·Q.· ·What training do you have do you think that

14· qualifies you to say that you practice in sexual health

15· medicine?

16· · · ·A.· ·The training that I just mentioned through the

17· American Academy of Antiaging Medicine, which

18· supplemented what we were not taught in medical school

19· nor in OB-GYN residency training.

20· · · ·Q.· ·So to clarify, the four-module class, you

21· believe qualifies to call yourself certified in sexual

22· health medicine?

23· · · ·A.· ·Correct.· I received a certification.

24· · · ·Q.· ·Could you describe your practice in terms of

25· where you practice?
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·1· · · ·A.· ·I now sublease.· Is that what you mean?

·2· · · ·Q.· ·Yes, where the location is.

·3· · · ·A.· ·I now sublease from another OB-GYN.

·4· · · ·Q.· ·And what is that OB-GYN's name?

·5· · · ·A.· ·His name is Dr. Craig Hartman.· H-A-R-T-M-A-N.

·6· · · ·Q.· ·You're not partners with Dr. Hartman?

·7· · · ·A.· ·I am not.

·8· · · ·Q.· ·In your words, how does cosmetic gynecology

·9· differ than regular gynecology?

10· · · ·A.· ·Well, it differs in the sense that, in general,

11· gynecology, when we do surgery for, let's say,

12· incontinence, we're taught to reduce bulk in the hernia

13· and restore function.

14· · · · · · Cosmetic gynecology teaches us to sculp, to

15· make the tissue aesthetically pleasing, while reducing

16· the barrel of the vagina so that it's not just

17· functional, but enhances the woman's sexual function.

18· · · · · · It allows us to address things like anorgasmia.

19· It allows us to address things like sexual pain.· How to

20· examine the patient properly and how to treat her.

21· · · · · · For example, when you see a general OB-GYN

22· regarding pelvic pain or sexual pain, everything is

23· lumped.· The exam consists of two fingers in the vagina,

24· you go by manual exam, you might send for ultrasound.

25· · · · · · When you see someone that does sexual health
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·1· medicine and cosmetic gynecology, you use a Q-Tip to

·2· palpate areas around the patient's external genitalia,

·3· specific points to see if you could elicit pain.· If

·4· there's a little lump, the diagnosis, we break it up.· Is

·5· it penetration or pain?· So, this Q-Tip will help.

·6· · · · · · Then you want to know is pain in the vagina, so

·7· you palpate different areas inside of vagina.

·8· · · ·Q.· ·Is it your testimony that a licensed

·9· gynecologist cannot find the area of pain in the

10· patient's vaginal area?

11· · · ·A.· ·That is not my testimony.

12· · · · · · My testimony is that as a general OB-GYN, we're

13· not trained to discern pain in different levels,

14· penetration, vagina, or deep, the way that someone who

15· does cosmetic gynecology and sexual health is trained to

16· do.· And it's not by fault of our own.· It's we weren't

17· taught that.

18· · · · · · And, in fact, when I did the training, I was

19· appalled at how much I didn't know about female sexual

20· health.

21· · · · · · We were not taught it in medical school.· We

22· had a one-hour lecture, and in residency, it was just

23· blown over.· So none of us were practicing.

24· · · · · · We trained, at the time -- I did or before

25· knows anything about sexual medicine or -- and how you go
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·1· about eliciting a diagnosis of pain on patients with

·2· those problems.

·3· · · ·Q.· ·Let's talk about your encounter with Patient A.

·4· Why did you believe that Patient A was consulting you?

·5· · · ·A.· ·Was consulting me for what?

·6· · · ·Q.· ·Yes.· Why was Patient A consulting with you?

·7· · · ·A.· ·Well, she came in with -- she came in with a

·8· two-page paper saying she was referred by Dr. Michelle

·9· Lewis to address certain problems.

10· · · · · · And on the list, it was a list of sexual pain

11· disorders, as well as problems with sexuality, and she

12· had concerns about the way her vagina looked and felt.

13· · · ·Q.· ·Before Patient A showed up with her list of

14· questions, what did you believe she was there to consult

15· with you regarding?

16· · · ·A.· ·For cosmetic gynecological surgery.

17· · · ·Q.· ·And what do you mean by "cosmetic gynecological

18· surgery"?

19· · · ·A.· ·Well, the surgery was -- the appointment was

20· scheduled to address --

21· · · · · · DR. CHAMBERS:· I have a question for

22· Ms. Ghusin.· How tight of rope am I walking with a HIPAA

23· violation depending on my answer?· I want to be as

24· transparent as possible without violating the HIPAA laws.

25· · · · · · HEARING OFFICER GHUSIN:· And, Dr. Chambers, I
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·1· can't advise you.· I don't know if Mr. White or

·2· Ms. Mooneyhan want to weigh in here.· That would be your

·3· own choice.

·4· · · · · · DR. CHAMBERS:· In other words, if I answer the

·5· questions, will the Board come after me for a HIPAA

·6· violation, considering that this is a public hearing?

·7· · · · · · MR. WHITE:· That's a federal law.

·8· · · · · · MS. MOONEYHAN:· Yeah, the Board doesn't enforce

·9· HIPAA.

10· · · · · · MR. WHITE:· Yeah.

11· · · · · · MS. MOONEYHAN:· And, to my knowledge, an

12· exception to HIPAA is participating in state proceedings

13· and a medical board proceeding.· That's one of the

14· exceptions to HIPAA.

15· · · · · · DR. CHAMBERS:· Okay.

16· · · · · · MS. MOONEYHAN:· Obviously, we want to protect

17· the patient's privacy and not use her name.

18· · · · · · DR. CHAMBERS:· Gotcha.

19· · · · · · HEARING OFFICER GHUSIN:· So your testimony

20· here, if your concern is would it lead to another

21· complaint being filed, it doesn't sound like that's the

22· case.

23· · · · · · But let's also mention, since you brought it up

24· earlier in your opening, that there are not any criminal

25· matters pending; is that correct?
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·1· · · · · · DR. CHAMBERS:· Correct.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· But your

·3· testimony here, if there had been or might be, could be

·4· used in any criminal proceeding.· Do you understand that?

·5· · · · · · DR. CHAMBERS:· I understand that.

·6· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you,

·7· Dr. Chambers.

·8· · · · · · DR. CHAMBERS:· Thank you.

·9· · · · · · HEARING OFFICER GHUSIN:· So you got a question

10· that you were answering?

11· · · · · · DR. CHAMBERS:· Yeah.

12· BY MS. MOONEYHAN:

13· · · ·Q.· ·Do you remember the question?

14· · · ·A.· ·I do.

15· · · · · · So, I bring your attention to your Exhibit

16· number 3, NSBME 0023.

17· · · ·Q.· ·Sir, that is the list of questions that Patient

18· A came to your office with.

19· · · ·A.· ·Correct.

20· · · ·Q.· ·And my question to you was if you know what the

21· issues was she was being referred by Dr. Lewis for, and

22· you said cosmetic gynecological surgery.

23· · · · · · So before you saw this document that Patient A

24· came in with, I want to know what you thought she was

25· there to do?
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·1· · · ·A.· ·I thought she was there for a vaginal

·2· rejuvenation consultation.

·3· · · ·Q.· ·And why did you think that?

·4· · · ·A.· ·That's how it was scheduled, and she paid the

·5· fee that was charged for that, so that was my

·6· understanding.

·7· · · · · · So if that's your question, I don't need to

·8· refer to this document yet.

·9· · · ·Q.· ·In Exhibit 3 -- I'm glad you turned to that --

10· on page 16.· Let's just talk about page 16.

11· · · ·A.· ·Okay.

12· · · ·Q.· ·Is that your handwriting?

13· · · ·A.· ·It is.

14· · · ·Q.· ·The next few pages, 17, 18, 19, are

15· typewritten?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·Do you have electronic recordkeeping?

18· · · ·A.· ·I did.

19· · · ·Q.· ·You don't any longer?

20· · · ·A.· ·I do not.

21· · · ·Q.· ·All these pages got typed?

22· · · ·A.· ·Yes.· No.· These were typed separately.

23· · · · · · By the time I saw her, I got rid of my

24· electronic health records.

25· · · ·Q.· ·When did you quit using electronic health
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·1· records?

·2· · · ·A.· ·Probably 20- -- 2015, I'm guessing.· I don't

·3· know for sure.

·4· · · ·Q.· ·How did these get typed?

·5· · · ·A.· ·I typed them.

·6· · · ·Q.· ·You typed them?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·When?

·9· · · ·A.· ·Either that afternoon or a couple days after.

10· · · ·Q.· ·You don't recall exactly?

11· · · ·A.· ·No.

12· · · ·Q.· ·Why did you type some and write others?

13· · · ·A.· ·Well, this was a consultation.· She is sent by

14· Dr. Michelle Lewis.

15· · · · · · So, consultations, surgical procedures,

16· anything that require a document to be sent out to

17· another provider, I type.

18· · · · · · Documents that are mainly in the office, like

19· annual exams, problem visits, those are handwritten

20· because they're faster.

21· · · ·Q.· ·Did you conduct a physical examination of

22· Patient A during your encounter with her?

23· · · ·A.· ·I did.

24· · · ·Q.· ·Did you tell her to keep her personal cell

25· phone nearby so you could use it to take pictures?
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·1· · · ·A.· ·I did.

·2· · · ·Q.· ·Did you, indeed, use her cell phone to take

·3· pictures of her body during the examination?

·4· · · ·A.· ·I did.

·5· · · ·Q.· ·Why did you take photos with her cell phone?

·6· · · ·A.· ·Well, since medical school, I use illustrations

·7· to get patients to understand what I'm about to do.

·8· Doesn't matter if it's doing a leak procedure in the

·9· office, discussing abnormal Pap smears, or doing a

10· hysterectomy, I use illustrations.

11· · · · · · And I was doing a colposcopy one day, and a

12· patient said to me, "Why don't you take a picture of my

13· cervix so I can see what it looked like."

14· · · · · · And I thought, traditional gynecology use a

15· mirror so the patient can see.· Because this was in the

16· back of the vagina and the light would not reflect there,

17· I thought, oh, this is a good idea.· Why not?

18· · · · · · So I held a phone, and it was my phone and I

19· didn't really know how to use it since I was an Android

20· person.· My medical assistant said, "If you tap the

21· screen, it will focus."

22· · · · · · And so it focused, and I said, "Well, this is

23· great."

24· · · · · · So I used it to teach her, and after I thought,

25· why am I wasting my time drawing a vulva when I can take
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·1· a picture?

·2· · · · · · And then for some point in time, I was using

·3· the atlas that we used in medical school, but the patient

·4· just didn't grasp it.· And I thought it would grasp what

·5· needed to be done if we used their photographs.

·6· · · · · · Now, generally if I'm going to do the surgical

·7· procedure, they will come for a second visit.· We'll to

·8· consents, a psychiatric evaluation, a depression screen,

·9· the one they use in the hospital, and then I take a

10· picture with my camera after they've been consented to

11· reasons for photography.

12· · · · · · But if they're just coming for a consultation,

13· and I needed to use their picture, I would say, since you

14· don't know if I'm going to do the surgery, you haven't

15· decided, why don't I take the picture with your camera,

16· you be in control of the pictures, you can discard it if

17· you wish, or you can use it if you consult another

18· cosmetic surgeon or plastic surgeon, you have these

19· pictures, you can show them.

20· · · · · · That's why I made her do it.

21· · · ·Q.· ·With respect to Patient A specifically, why did

22· you take twelve photos that day?

23· · · ·A.· ·As I discussed in my opening statement, if I

24· were to take a picture of you right now, I would do this

25· with the camera (indicating), and then afterwards we'll
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·1· look, we'll take a picture with your eyes wide open,

·2· smiling, take the best picture, and we discard the rest.

·3· That was my intention.

·4· · · ·Q.· ·Okay.· You've said if the patient comes back,

·5· you have them execute consents?

·6· · · ·A.· ·Correct.

·7· · · ·Q.· ·What does that mean?· What are these consents?

·8· · · ·A.· ·So, initially, I received a verbal consent to

·9· use her camera.· If she had come back, like other

10· patients, I have six pages of consents that has to be

11· read.· The first one is preop counseling, about what

12· needs to be done before surgery, what she needs to get

13· before, what I will provide her --

14· · · ·Q.· ·I'm sorry.· I'm going to interrupt you.

15· · · · · · My question is directly related to your taking

16· photos of patients intimate areas --

17· · · ·A.· ·Correct.

18· · · ·Q.· ·-- what consents do -- is it that six page --

19· · · ·A.· ·This is the six pages.· It involves a preop

20· counseling, postop counseling, and the consent for

21· photography.

22· · · · · · So, that's only given to patients who actually

23· complete the surgery with me.

24· · · ·Q.· ·So you took pictures of the patient's vagina

25· before she actually executed this written consent?
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·1· · · ·A.· ·I had a verbal consent to do this.

·2· · · ·Q.· ·But you did it before she executed a written

·3· consent?

·4· · · ·A.· ·Correct.· And that's typically done with

·5· pictures that are kept in my office.

·6· · · · · · Pictures that they walk out the door with does

·7· not get this six-page consent, especially if they're

·8· shopping for a cosmetic surgeon.

·9· · · ·Q.· ·What kind of steps did you take to ensure the

10· security of these photos?

11· · · ·A.· ·Well, there's no identifying marks on them or

12· names or date of birth.

13· · · ·Q.· ·Did you have the patient text some of the

14· photos to you?

15· · · ·A.· ·Two photos to me, correct.

16· · · ·Q.· ·And those came from her phone number?

17· · · ·A.· ·Correct.· And they were immediately printed and

18· erased from my phone.

19· · · ·Q.· ·Do you take any other steps?· For example, is

20· your phone encrypted?

21· · · ·A.· ·It is not.

22· · · ·Q.· ·So you don't use any software to make sure that

23· your phone is --

24· · · ·A.· ·I don't.· My phone does not upload to the --

25· what do you call it?· The -- not the sky, the -- I
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·1· blocked that.· I'm very -- I don't trust technology a

·2· lot, so my phone does not upload to the --

·3· · · ·Q.· ·Are you looking for the word "cloud"?

·4· · · ·A.· ·The cloud.· To the cloud, like everyone else's

·5· phone.· I turn all those off so it remains on my phone,

·6· or so I believe, until I erase it, but nothing is a

·7· uploaded.

·8· · · ·Q.· ·Does that phone ever leave your office?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·Is that the phone that you also make personal

11· phone calls on?

12· · · ·A.· ·No.· I carry two phones at a time.

13· · · ·Q.· ·Were you familiar with Patient A's telephone?

14· · · ·A.· ·What do you mean?

15· · · ·Q.· ·Were you familiar with what network she was

16· using or if her phone ever had any encryption?

17· · · ·A.· ·No.

18· · · ·Q.· ·What did you do with the two photos she texted

19· to you?

20· · · ·A.· ·I printed them, and they were put in her chart.

21· · · ·Q.· ·How did they get from your phone to the

22· printer?

23· · · ·A.· ·It went through my office Wi-Fi, which is

24· secured on own its own server, and then on to the

25· printer.
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·1· · · ·Q.· ·Do you have a company that you use to help you

·2· ensure that the Wi-Fi's secure?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·What is the name of that company?

·5· · · ·A.· ·The company was known as Agiletcit,

·6· A-G-I-L-E-T-C-I-T.

·7· · · ·Q.· ·How often do they come and service your Wi-Fi?

·8· · · ·A.· ·They were there whenever I needed them or would

·9· be there every four months.

10· · · ·Q.· ·So you used Wi-Fi to send the photos to your

11· printer?

12· · · ·A.· ·Correct.

13· · · ·Q.· ·Do you have a written policy about deleting

14· photos that you have patients text you?

15· · · ·A.· ·Yes.

16· · · ·Q.· ·And where is that policy kept?

17· · · ·A.· ·Well, it's my office in the -- you have -- we

18· have a practice guideline, it tends to deal with the

19· computers, confidentiality, nondisclosure clauses, and

20· stuff like that.

21· · · ·Q.· ·And it includes policy about not keeping

22· photos?

23· · · ·A.· ·Correct.

24· · · ·Q.· ·And what does it say about dealing --

25· · · ·A.· ·It basically has that if a picture is not going
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·1· to be kept in the office, it needs to come off the phone.

·2· ·And typically, that's the only time it's used.

·3· · · · · · Otherwise, it's done with a Cannon camera,

·4· which is hooked up to what I call an "air cam" iPad, it's

·5· never been online, and it's stored there under the

·6· patient's name.

·7· · · ·Q.· ·It's stored in the iPad?

·8· · · ·A.· ·Stored and secured.· It's kept in a safe.

·9· · · ·Q.· ·And who has the combination to the safe?

10· · · ·A.· ·I'm the only one who has access because it's a

11· safe with a -- my VIP patients and celebrity patients.

12· So it's kept in a safe that no one else can access.

13· · · ·Q.· ·I'm sorry.· I didn't understand what you said.

14· If the photos are not kept in the office, they need to

15· come off the phone?

16· · · ·A.· ·Meaning that if they're not going to be used to

17· do a surgery, they have to be deleted.

18· · · ·Q.· ·So with respect to Patient A, at that point,

19· you didn't know whether she was going to have the surgery

20· or not?

21· · · ·A.· ·Well, I printed the pictures because she gave

22· the impression she was going to have the surgery.· So I

23· printed them, and they're included in her chart.

24· · · ·Q.· ·And so, per your policy, were they deleted off

25· your phone?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·When?

·3· · · ·A.· ·The same day.· The minute they popped up on the

·4· printer, I had no more use of the pictures.

·5· · · ·Q.· ·Do you still have Exhibit 3 opened?

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·Page 18, NSBME 0018.

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·About half way down the page, there's a heading

10· called "Physical Examination."

11· · · ·A.· ·Yes.

12· · · ·Q.· ·And there's a subheading "pelvic."

13· · · ·A.· ·Yes.

14· · · ·Q.· ·And then a few more subheadings underneath

15· that, there's one called "vagina," do you see that?

16· · · ·A.· ·I do.

17· · · ·Q.· ·Now, here you state that you sized the

18· patient's introital opening with your two examining

19· fingers; is that correct?

20· · · ·A.· ·Correct.

21· · · ·Q.· ·And the vagina opened to a width of seven

22· centimeters horizontally and vertically?

23· · · ·A.· ·Correct.

24· · · ·Q.· ·According to your record, is it correct to say

25· that you sized Patient A's opening with two fingers?
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·1· · · ·A.· ·Correct.

·2· · · ·Q.· ·Can you please turn to Exhibit 2, page 9?

·3· · · ·A.· ·I'm there.

·4· · · ·Q.· ·If you would, the second paragraph there, if

·5· you want to read that yourself.· Take a minute to read

·6· that.

·7· · · ·A.· ·To myself.· Okay.

·8· · · ·Q.· ·So, according to that paragraph, how many

·9· fingers did you insert to Patient A's vagina during her

10· examination?

11· · · ·A.· ·Two fingers.

12· · · ·Q.· ·During Patient A's examination, did you ever

13· insert more than two fingers into her vagina?

14· · · ·A.· ·From the photographs that got that discovery,

15· yes.

16· · · ·Q.· ·Did you discuss the width of Patient A's vagina

17· with her?

18· · · ·A.· ·Yes.

19· · · ·Q.· ·Did you tell her that man's penis is about two

20· fingers wide?

21· · · ·A.· ·I probably did.

22· · · ·Q.· ·Do you ever use non-medical or slang terms with

23· patients when describing parts of their body?

24· · · ·A.· ·Yes.

25· · · ·Q.· ·Such as?
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·1· · · ·A.· ·It depends on patient's vernacular.· I have

·2· some patients who come in and refer to the vagina as

·3· "cooch" or "coochie" or "pussy," and I don't think it's

·4· appropriate for me to look at a 35-year-old woman and say

·5· the proper term is "vagina."

·6· · · · · · So, I roll with it, because the idea is to get

·7· her trust so she listens to what you have to say to her

·8· without being -- feeling that you're being condescending

·9· correcting her.

10· · · ·Q.· ·Do you ever use a non-medical slang term if the

11· patient hasn't used it first?· Will you use those terms?

12· · · ·A.· ·No.· I tend to feel the patient out, and

13· depending on if the patient is speaking proper,

14· anatomical terms and using them, then I use proper

15· anatomical terms.

16· · · · · · I tend to feel out the patient first before I

17· give my advice.

18· · · ·Q.· ·Did you ever use non-medical or slang terms

19· with your patients when you're describing sexual acts?

20· · · ·A.· ·Well, yes.

21· · · ·Q.· ·For example?

22· · · ·A.· ·There's some patients who, when they're trying

23· to explain positions where they have pain, most patients

24· will not tell you that they have pain when they're in the

25· rear entry position, which is doggie.· They won't tell
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·1· you that they're spooning when their partner's laying

·2· behind them.· They won't tell you that they're practicing

·3· yawning when their legs are over the partner's shoulders

·4· and they're bent in half.

·5· · · · · · They don't have that terminology, but whatever

·6· terms they use, I use those terms, and then I tell them

·7· what it is.

·8· · · ·Q.· ·Did you use the term "fisting" with her?

·9· · · ·A.· ·I really cannot recall because it's not part of

10· my language.

11· · · ·Q.· ·Have you ever used the term "fisting" with any

12· other patient?

13· · · ·A.· ·If the patient does fisting, yes.

14· · · ·Q.· ·Would you use that term if the patient didn't

15· use it first?

16· · · ·A.· ·No.· Because it's not something I do in my

17· private life, and it's not something that -- it makes no

18· sense to me, so it's not something that I would use.

19· · · · · · Can I ask, am I allowed to ask for a Zyrtec?

20· My allergies are kicking in.

21· · · · · · MS. MOONEYHAN:· Can we take a two-minute break,

22· Your Honor?

23· · · · · · HEARING OFFICER GHUSIN:· Yes.· We can take a

24· five-minute break.

25· · · · · · (Recess 2:51 P.M. to 3:07 P.M.)
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·1· · · · · · HEARING OFFICER GHUSIN:· Back on the record in

·2· the matter of Dr. Chambers.· We have everybody here.

·3· · · · · · Would you like to continue, Ms. Mooneyhan?

·4· · · · · · I would like to also note for the record that

·5· we have new visiters in the south who are not witnesses;

·6· correct?· We did a check here, and I just want to put it

·7· on the record.

·8· · · · · · MS. MOONEYHAN:· None of the IC's witnesses are

·9· in the crowd.

10· · · · · · HEARING OFFICER GHUSIN:· Okay.

11· · · · · · Dr. Chambers, are you ready to go forward?

12· · · · · · DR. CHAMBERS:· Thank you.

13· · · · · · HEARING OFFICER GHUSIN:· Thank you.

14· BY MS. MOONEYHAN:

15· · · ·Q.· ·Dr. Chambers, would you please turn to Exhibit

16· 2 in the IC's exhibits.

17· · · ·A.· ·I'm there.

18· · · ·Q.· ·Thank you.· On page NSBME 6, the very first

19· page of your letter, about six lines down, it says that

20· Patient A's visit was chaperoned by your office manager,

21· Casey.· Do you see that?

22· · · ·A.· ·I do.

23· · · ·Q.· ·Would please describe Casey's participation in

24· Patient A's visit.

25· · · ·A.· ·Casey was present.· She spoke with her before
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·1· and after I saw her.· She maintained a presence at the

·2· door and outside of the room during the examination in

·3· which the door was kept open, and that was the extent of

·4· participation.

·5· · · ·Q.· ·Was Casey in the room while you were performing

·6· your physical examination of Patient A?

·7· · · ·A.· ·No.

·8· · · ·Q.· ·Was she standing in the doorway when you were

·9· performing your physical examination of Patient A?

10· · · ·A.· ·Part of the time.

11· · · ·Q.· ·Approximately how long?

12· · · ·A.· ·That, I can't estimate.

13· · · ·Q.· ·Why -- do you know why only part of the time?

14· · · ·A.· ·Well, she moved back to the desk, what was in

15· plain view of the exam table and me.

16· · · ·Q.· ·So, your testimony is from the desk, she could

17· see into the examination room?

18· · · ·A.· ·Correct.

19· · · ·Q.· ·Approximately how far from the examination room

20· was the desk?

21· · · ·A.· ·Probably ten feet, twelve feet.

22· · · ·Q.· ·Did you have any other medical encounters with

23· Patient A after her visit in November of 2020?

24· · · ·A.· ·No.

25· · · ·Q.· ·Did you ever perform cosmetic gynecological
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·1· surgery on Patient A?

·2· · · ·A.· ·No.

·3· · · ·Q.· ·Turning to Patient B, was Patient B a regular

·4· patient of your practice?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·Approximately long was Patient B a patient of

·7· yours?

·8· · · ·A.· ·Seven or eight years.

·9· · · ·Q.· ·Did you ever perform cosmetic gynecological

10· surgery on Patient B?

11· · · ·A.· ·No.

12· · · ·Q.· ·I'm going to ask you to turn to IC's exhibit

13· book, specifically NSBME 107, Exhibit 7.

14· · · · · · Are you there, Dr. Chambers?

15· · · ·A.· ·I am.

16· · · ·Q.· ·Is that a record of your encounter with Patient

17· B in October of 2018?

18· · · ·A.· ·It is.

19· · · ·Q.· ·What, in your words, was the reason for Patient

20· B's visit to you in October of 2018?

21· · · ·A.· ·She had blood and nipple discharge.

22· · · ·Q.· ·During Patient B's visit in October of 2018,

23· did you offer her money to pose nude for photographs for

24· an ad?

25· · · ·A.· ·I probably did.· I don't know the exact date.
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·1· · · ·Q.· ·Will you please turn to Exhibit 6, NSBME page

·2· 45.

·3· · · ·A.· ·(Witness complied).

·4· · · ·Q.· ·You can go ahead and read the second paragraph

·5· to yourself, beginning in 2012.

·6· · · ·A.· ·Okay.

·7· · · ·Q.· ·So, did you place advertisements for your

·8· practice in the Adult Video Network awards ceremony

·9· program?

10· · · ·A.· ·I did.

11· · · ·Q.· ·How many times?

12· · · ·A.· ·I did it three times.

13· · · ·Q.· ·Which years did you place an ad in the AVN

14· program?

15· · · ·A.· ·It was in the '13 or '14, '15, and then we were

16· looking at '20.

17· · · ·Q.· ·So you placed ads in the AVN program?

18· · · ·A.· ·Correct.· In the awards program.

19· · · ·Q.· ·At least three times?

20· · · ·A.· ·Correct.

21· · · ·Q.· ·And the last in 2020?

22· · · ·A.· ·Correct.· And then we also did the magazine

23· that the people in the industry would read.· And that was

24· over a series of some time as well.· I don't remember the

25· dates.
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·1· · · · · · So, in addition to the awards program, there

·2· was also the industry magazine that ran ads.

·3· · · ·Q.· ·Do you know the name of that magazine?

·4· · · ·A.· ·Not off the top of my head, no.

·5· · · ·Q.· ·Do you know approximately how many times you

·6· advertised in that magazine?

·7· · · ·A.· ·Probably twelve times.

·8· · · ·Q.· ·Is it a monthly magazine?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·Do you remember how much it cost to run an ad

11· in that magazine?

12· · · ·A.· ·No.

13· · · ·Q.· ·Were the ads for the AVN program and the

14· magazine the same ad?· Similar to one ad?

15· · · ·A.· ·We interchanged them, yes.

16· · · ·Q.· ·How many ads have you created over the years

17· for these two publications?

18· · · ·A.· ·Two.

19· · · ·Q.· ·Can you describe the first one?

20· · · ·A.· ·Well, the first one is right here in Patient B

21· or C's record.· I just saw it.

22· · · · · · It's of a women, nude, laying on a flat surface

23· in a prone position.

24· · · ·Q.· ·Can you see the woman's face?

25· · · ·A.· ·You can see a profile of her face, yes.
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·1· · · ·Q.· ·Can you see her breasts?

·2· · · ·A.· ·No.· Well, you can see the profile of her

·3· breasts, but you cannot see nipple.

·4· · · ·Q.· ·And what about the second ad that you referred

·5· to?· Can you describe that ad?

·6· · · ·A.· ·It's with her hands up like this (indicating)

·7· in her hair, with her head titted back, standing up, with

·8· her nipples shaded out.

·9· · · ·Q.· ·Is it a picture of the woman?

10· · · ·A.· ·Profile.

11· · · ·Q.· ·Did you use the same model for both of those

12· photos?

13· · · ·A.· ·No.

14· · · ·Q.· ·Do you remember the model for either one of

15· them?

16· · · ·A.· ·Yes, I do.

17· · · ·Q.· ·Okay.· Where either of them former patients?

18· · · ·A.· ·One of them was.

19· · · ·Q.· ·And which ad was the former patient the model

20· for?

21· · · ·A.· ·The second one.

22· · · ·Q.· ·The second with -- where the one standing with

23· her hands in her hair?

24· · · ·A.· ·Correct.· With her face shielded.

25· · · ·Q.· ·You cannot see her face?
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·1· · · ·A.· ·Correct.

·2· · · ·Q.· ·And who took the photographs for each of those

·3· ads?

·4· · · ·A.· ·The first one, I took, and the second one was

·5· taken by a professional photographer.

·6· · · ·Q.· ·So you took the photo of the woman lying down?

·7· · · ·A.· ·Correct.

·8· · · ·Q.· ·And the woman with the hands in her hair was by

·9· a professional photographer?

10· · · ·A.· ·Correct.

11· · · ·Q.· ·What is that professional photographer's name?

12· · · ·A.· ·I don't have it with me.

13· · · ·Q.· ·How did you find her?

14· · · ·A.· ·A patient of mine knew I was looking for

15· models, and she said that she was about to do pictures

16· for her partner and she had a friend who did modeling,

17· pictures, and would be willing to work for me to do it.

18· · · ·Q.· ·Were you present during that photo shoot?

19· · · ·A.· ·No.· I opened the office, but I was not there.

20· · · ·Q.· ·The photos were taken at your office?

21· · · ·A.· ·Correct.

22· · · ·Q.· ·The first ad that you took the photos for, were

23· those photos taken at your office?

24· · · ·A.· ·Yes.

25· · · ·Q.· ·Who was your contact in the Adult Video Network
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·1· for placing these ads?

·2· · · ·A.· ·I can't remember her name.

·3· · · ·Q.· ·So in Exhibit 6, regarding Patient B, that

·4· paragraph -- that second paragraph there says that in the

·5· fall of 2018, you were getting ready for your ad in the

·6· 2019 AVN award ceremony?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·Did you do an ad in the 2019 AVN ceremony?

·9· · · ·A.· ·Did we?· We did not.· We were a little bit too

10· late.

11· · · ·Q.· ·You called the AVN to inquire?

12· · · ·A.· ·Correct.· I was back and forth with the

13· contact, and she said there were no space left.

14· · · ·Q.· ·Have you either taken photographs -- well, have

15· you take any photographs for anybody else for any ads

16· that you have not used?

17· · · ·A.· ·Yes.

18· · · ·Q.· ·How many times would you say that has happened?

19· · · ·A.· ·It would be a guess.· I don't know.

20· · · ·Q.· ·Five?

21· · · ·A.· ·Probably.

22· · · ·Q.· ·More than ten?

23· · · ·A.· ·Five is more like it.

24· · · ·Q.· ·And have you had a professional photographer

25· take pictures of models that you have not used?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·And what how many times would you say that has

·3· occurred?

·4· · · ·A.· ·Trying to visualize the ad that was in my

·5· office.· There are probably 12 pictures on that ad, so

·6· probably 12 times.

·7· · · ·Q.· ·Those are of 12 different --

·8· · · ·A.· ·Patients, correct.

·9· · · ·Q.· ·They're patients?

10· · · ·A.· ·Correct.

11· · · ·Q.· ·And that's in your office?

12· · · ·A.· ·Correct.

13· · · ·Q.· ·And those were taken by a professional

14· photographer?

15· · · ·A.· ·Correct.

16· · · ·Q.· ·Is it the same professional photographer that

17· took the pictures for the ad that you described with the

18· hands in the hair?

19· · · ·A.· ·Yes.

20· · · ·Q.· ·And you don't remember her name?

21· · · ·A.· ·I don't.· Not off the top of my head.

22· · · ·Q.· ·Where do you store the photos that were taken

23· for these ads?

24· · · ·A.· ·Those are kept on the same air cam iPad and

25· locked away.
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·1· · · ·Q.· ·Those 12 pictures that are in your office,

·2· those taken by a professional photographer, were those

·3· also taken in your office?

·4· · · ·A.· ·Yes.

·5· · · ·Q.· ·Over what time period would you say these photo

·6· shoots occurred?· What years?

·7· · · ·A.· ·2013 was when I was trained.· So the training

·8· included lectures on medical photography, so 2013 to

·9· about 2018.

10· · · ·Q.· ·Your training included lectures on medical

11· photography?

12· · · ·A.· ·Correct.

13· · · ·Q.· ·Do you consider the pictures in these ads

14· medical photography?

15· · · ·A.· ·Well, the vaginal pictures are.

16· · · ·Q.· ·Do some of these photos include vaginal

17· pictures?

18· · · ·A.· ·Correct.· They're depicting different types of

19· labia minora that patients may choose to augment, and

20· they were put in my office so that I would not have to

21· bring up the topic directly with the patients.

22· · · ·Q.· ·So, when you say they're in your office,

23· they're on the wall?

24· · · ·A.· ·They are on the wall in the lavatory, the

25· patient's lavatory, and they -- one was in the room where
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·1· the consultation is done, behind the door.

·2· · · ·Q.· ·Did the professional photographer that you

·3· engaged have training in medical photography?

·4· · · ·A.· ·No.· I explained to her what I wanted her to

·5· take.

·6· · · ·Q.· ·And do you have written consents from the

·7· patients in the -- with respect to the 12 photographs on

·8· the walls in your office?

·9· · · ·A.· ·Everyone who posed had to sign a consent, yes.

10· · · ·Q.· ·Did you pay the subjects of those photos?

11· · · ·A.· ·I did.

12· · · ·Q.· ·And how much did you pay them?

13· · · ·A.· ·One thousand dollars.

14· · · ·Q.· ·Each patient or each subject receive $1,000?

15· · · ·A.· ·Yes.

16· · · ·Q.· ·You never paid any less than that or any more

17· than that?

18· · · ·A.· ·I never paid any less than that, no.· So,

19· 1,000.

20· · · ·Q.· ·How did you make that payment?

21· · · ·A.· ·It depends.· I think the vast majority were

22· paid in cash.

23· · · ·Q.· ·Of these patient that posed for the ads within

24· your office and/or the AVN magazine, did you take boudoir

25· photography?
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·1· · · ·A.· ·Well, that's what it is.· I call it boudoir,

·2· but it's the nude pics.

·3· · · ·Q.· ·Okay.· So how do you define boudoir

·4· photography?· Does that include the patient's genitals?

·5· · · ·A.· ·Well, yes.· Some, like in one of the ads, might

·6· have partial lingerie.

·7· · · ·Q.· ·Did all of those patients who did pose for you

·8· ads, did they receive a copy of the photos?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·Do you use an advertising agency to help you

11· put these ads together?

12· · · ·A.· ·No.

13· · · ·Q.· ·In terms of compiling the ads, though, do you

14· do that yourself?

15· · · ·A.· ·No.· I used -- professionally done.· It was

16· professionally done by a young woman who helped design my

17· website, the company that I've used to design any website

18· before.

19· · · ·Q.· ·What's the name of that company?

20· · · ·A.· ·I'd have to look it up and tell you.

21· · · ·Q.· ·Do you remember the woman's name?

22· · · ·A.· ·No.

23· · · ·Q.· ·And just to clarify, that woman put together

24· the ad for the AVN program?

25· · · ·A.· ·That one was done through AVN.· They directed
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·1· me to the company that designed the ads for their pages

·2· because they had to meet certain specifications.

·3· · · · · · So she did the ones that were in the office.

·4· · · ·Q.· ·She did the ones in the office?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·What about the magazine?

·7· · · ·A.· ·The ad people.

·8· · · ·Q.· ·Regarding Patient C, was she a regular patient

·9· of your practice?

10· · · ·A.· ·Yes.· She had been there, I think, two or three

11· times.· I can't remember.

12· · · ·Q.· ·Did patient C ever receive cosmetic

13· gynecological surgery from you?

14· · · ·A.· ·No.

15· · · ·Q.· ·Did you offer Patient C an arrangement similar

16· to what you offered to Patient B in terms of posing for

17· an ad?

18· · · ·A.· ·I did.

19· · · ·Q.· ·Were you familiar with Patient C's financial

20· situation.

21· · · ·A.· ·I was.

22· · · ·Q.· ·How so?

23· · · ·A.· ·She told me she was having financial problems.

24· I -- I don't know if was in relation to something I

25· needed to do, if it was regarding the tests I had to
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·1· order on her and she couldn't do it.

·2· · · · · · I don't recall how the conversation came up.

·3· · · · · · MS. MOONEYHAN:· Your Honor, if may I have a

·4· moment?

·5· · · · · · HEARING OFFICER GHUSIN:· Go ahead.

·6· · · · · · MS. MOONEYHAN:· I have no further questions for

·7· Dr. Chambers at this time.

·8· · · · · · HEARING OFFICER GHUSIN:· Thank you,

·9· Ms. Mooneyhan.

10· · · · · · Dr. Chambers, it's a little unusual, as you're

11· representing yourself.· Since you're going to have your

12· case in chief, you can testify as cross-examination with

13· respect to Ms. Mooneyhan's questions, or you can just

14· wait until your own case in chief.· It's your call.

15· · · · · · Do you have any questions for me about that?

16· · · · · · DR. CHAMBERS:· No.· But I'll wait.

17· · · · · · May I point Ms. Mooneyhan's attention to

18· something in her exhibit?

19· · · · · · HEARING OFFICER GHUSIN:· Well, you can't ask

20· questions of Ms. Mooneyhan.· You can -- I know you can't

21· cross-examine yourself, but you can clarify something.

22· · · · · · DR. CHAMBERS:· Okay.· It's the one of the

23· advertisement, if you look in the section ten, Exhibit

24· 10, NSBME's 0144, that's one of the ads.

25· · · · · · MS. MOONEYHAN:· Your Honor, may I redirect?
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·1· · · · · · HEARING OFFICER GHUSIN:· Are you done,

·2· Dr. Chambers?

·3· · · · · · DR. CHAMBERS:· I am.· I am.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm sorry.

·5· Will you tell me -- oh, the picture.· Okay.

·6· · · · · · And let me correct myself.· That wouldn't be

·7· cross-examination, since that would be later on.

·8· · · · · · Okay.· Go ahead, Ms. Mooneyhan.

·9· · · · · · MS. MOONEYHAN:· Thank you, Your Honor.

10· · · · · · · · · · REDIRECT EXAMINATION

11· BY MS. MOONEYHAN:

12· · · ·Q.· ·Dr. Chambers, just to clarify, this is the

13· first photo that you described?

14· · · ·A.· ·Correct.

15· · · ·Q.· ·And this is the photo that you took?

16· · · ·A.· ·Correct.

17· · · ·Q.· ·And this model is not a former patient?

18· · · ·A.· ·Correct.

19· · · · · · MS. MOONEYHAN:· Thank you, Your Honor.· No

20· further questions.

21· · · · · · HEARING OFFICER GHUSIN:· I have a quick

22· question, Dr. Chambers.

23· · · · · · DR. CHAMBERS:· Yes.

24

25
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·1· · · · · · · EXAMINATION BY THE HEARING OFFICER

·2· HEARING OFFICER GHUSIN:

·3· · · ·Q.· ·Why did you pay in cash?

·4· · · ·A.· ·I had cash, and a lot of patients wanted cash,

·5· so I just did it.

·6· · · ·Q.· ·Okay.

·7· · · ·A.· ·I wanted to do checks for my tax write off, --

·8· · · ·Q.· ·That was my question.

·9· · · ·A.· ·-- but they insisted on cash payments, so I

10· just did it.

11· · · ·Q.· ·Okay.· Yeah.· That crossed my mind about the

12· deduction, if you had a record of it.

13· · · · · · So, thank you for answering my question.

14· · · · · · HEARING OFFICER GHUSIN:· Any follow-up,

15· Ms. Mooneyhan?

16· · · · · · MS. MOONEYHAN:· Yes.

17· · · · · · · · · · FOLLOW-UP EXAMINATION

18· BY MS. MOONEYHAN:

19· · · ·Q.· ·Dr. Chambers, did you keep records of those

20· payments to the patients?

21· · · ·A.· ·Yes.

22· · · ·Q.· ·Okay.· Thank you.

23· · · · · · MS. MOONEYHAN:· No further questions.

24· · · · · · HEARING OFFICER GHUSIN:· Thank you,

25· Dr. Chambers.· You may go back to your seat.
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·1· · · · · · So, Ms. Mooneyhan, we have time for your next

·2· witnesses.

·3· · · · · · MS. MOONEYHAN:· Yes.

·4· · · · · · HEARING OFFICER GHUSIN:· And let me throw in

·5· here while we're waiting is we need to wrap it up by five

·6· o'clock up here.· We can't go over.

·7· · · · · · So if there's a natural -- I'm fine going to

·8· five o'clock, but if there's a natural stopping point a

·9· little bit before that, we'll take it.· Okay?

10· · · · · · MS. MOONEYHAN:· Okay.· Thank you, Your Honor.

11· · · · · · HEARING OFFICER GHUSIN:· Thank you.

12· · · · · · MS. MOONEYHAN:· I'd like to call Patient A.

13· · · · · · HEARING OFFICER GHUSIN:· Is someone bringing

14· her in?

15· · · · · · MS. MOONEYHAN:· Yes.· Someone will get her.

16· · · · · · HEARING OFFICER GHUSIN:· Thank you.

17· · · · · · And you understand, Dr. Chambers, that you can

18· cross-examine the IC's witnesses; correct?

19· · · · · · DR. CHAMBERS:· I do.· Thank you.

20· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.· Do

21· you have any other questions about the process?

22· · · · · · DR. CHAMBERS:· I do not.

23· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

24· · · · · · DR. CHAMBERS:· Thank you.

25· · · · · · MS. MOONEYHAN:· And, your Honor, before Patient
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·1· A is sworn in -- I'll wait until she gets into the room,

·2· but I wanted to -- I have a representation to make before

·3· she's sworn in.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you for

·5· the heads-up.

·6· · · · · · And a reminder about the order that's in

·7· effect; correct?

·8· · · · · · MS. MOONEYHAN:· Thank you.

·9· · · · · · (The witness was seated.)

10· · · · · · HEARING OFFICER GHUSIN:· Good afternoon.

11· · · · · · THE WITNESS:· Good afternoon.

12· · · · · · MS. MOONEYHAN:· Your Honor, before Patient A is

13· sworn in, as you just noted of course, we have the --

14· your order protecting the patient likenesses and

15· identity.

16· · · · · · So, as an officer of the court, I would like to

17· represent that I know the person sitting here testifying

18· as Patient A is the person identified as Patient A in the

19· patient designation filed under seal on September 21st,

20· 2022.

21· · · · · · Based on that representation, I would ask that

22· she be sworn in on the record as Patient A, and that my

23· first few questions will establish her identity by using

24· that patient designation.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you very
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·1· much.

·2· · · · · · Dr. Chambers, do you understand the

·3· representation?

·4· · · · · · DR. CHAMBERS:· I do.

·5· · · · · · HEARING OFFICER GHUSIN:· Okay.· Do you have any

·6· objections?

·7· · · · · · DR. CHAMBERS:· I don't.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.

·9· · · · · · In that case, we're ready to swear her in as

10· Patient A.

11· · · · · · (The oath was administered.)

12· · · · · · THE WITNESS:· Yes.

13· · · · · · HEARING OFFICER GHUSIN:· Thank you.· Are you

14· comfortable there?· Do you have some water?

15· · · · · · THE WITNESS:· Yes.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· So we all have

17· allergies.· The Kleenex is there.

18· · · · · · Ms. Mooneyhan, go ahead.

19· · · · · · MS. MOONEYHAN:· Your Honor, I'm handing Patient

20· A the patient designation that was filed on September

21· 21st, 2022.· The other patients names have been redacted,

22· but Patient A's name is not redacted, and I'm going to

23· give Dr. Chambers a copy as well.

24· · · · · · DR. CHAMBERS:· Thank you.

25
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·1· · · · · · · · · · · DIRECT EXAMINATION

·2· BY MS. MOONEYHAN:

·3· · · ·Q.· ·Ma'am, if you'll look at the patient

·4· designation in front of you, it shows the true patient

·5· identity of Patient A in this matter.· Is that your name?

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·And is that your date of birth?

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·Thank you.

10· · · · · · MS. MOONEYHAN:· Can the court reporter hear the

11· patient?

12· · · · · · THE REPORTER:· I'm okay right now.· Yes.

13· · · · · · HEARING OFFICER GHUSIN:· Yes.· Thank you.

14· · · · · · MS. MOONEYHAN:· Thank you.

15· BY MS. MOONEYHAN:

16· · · ·Q.· ·Thank you, Patient A.

17· · · · · · Ma'am, did you ever interact with the

18· respondent, Dr. George Chambers, as a patient?

19· · · ·A.· ·Yes.

20· · · ·Q.· ·Approximately how many times?

21· · · ·A.· ·(Inaudible).

22· · · · · · THE REPORTER:· I can't hear her.

23· · · · · · HEARING OFFICER GHUSIN:· Excuse me.· I'm going

24· to interrupt because we cannot hear up here, Patient A.

25· If you could speak up a little bit, please.
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·1· · · · · · MS. MOONEYHAN:· Look --

·2· · · · · · HEARING OFFICER GHUSIN:· Yeah, let's look --

·3· · · · · · MS. MOONEYHAN:· Can you move closer?

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm going to

·5· wave.· Can you see me?

·6· · · · · · THE WITNESS:· Yeah, I can see you.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm the hearing

·8· officer.· Okay?

·9· · · · · · THE WITNESS:· Okay.

10· · · · · · HEARING OFFICER GHUSIN:· Nice to meet you.· And

11· we have a court reporter here who's taking down what is

12· happening in it is hearing.· Okay?· And we just need to

13· hear what you're saying.

14· · · · · · If you have any questions, I want to make sure

15· you're comfortable.· Ms. Mooneyhan is right there to

16· answer any questions, but we need to hear so we could get

17· this transcribed.· Okay?

18· · · · · · THE WITNESS:· Okay.

19· · · · · · HEARING OFFICER GHUSIN:· Okay.· So, that's who

20· we are up here.

21· · · · · · THE WITNESS:· Okay.

22· · · · · · HEARING OFFICER GHUSIN:· Just a little bit

23· louder.· Okay?

24· · · · · · THE WITNESS:· I will try.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.
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·1· · · · · · MS. MOONEYHAN:· Thank you, Patient A.

·2· · · · · · I just learned the microphones are towards the

·3· camera, so speak up as loud as you can so that they can

·4· hear in Reno.

·5· · · · · · Did you hear those first few questions,

·6· Ms. Ghusin?

·7· · · · · · HEARING OFFICER GHUSIN:· Let's go ahead and

·8· repeat them, please.

·9· · · · · · MS. MOONEYHAN:· Okay.

10· BY MS. MOONEYHAN:

11· · · ·Q.· ·Patient A, did you ever interact with the

12· respondent, Dr. George Chambers, as a patient?

13· · · ·A.· ·Yes.

14· · · ·Q.· ·And how many times?

15· · · ·A.· ·One.

16· · · ·Q.· ·Do you remember approximately when?

17· · · ·A.· ·November 17th, 2020.

18· · · ·Q.· ·And what was that purpose of your appointment

19· with Dr. Chambers on that day?

20· · · ·A.· ·I was referred to Dr. Chambers by my long-time

21· OB-GYN, Dr. Michelle Lewis, for a repair of my perineum.

22· · · ·Q.· ·And was your primary concern regarding your

23· perineum cosmetic?

24· · · ·A.· ·No.

25· · · ·Q.· ·What was your primary concern regarding your
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·1· perineum?

·2· · · ·A.· ·Pain and discomfort in the area and just having

·3· it repaired properly.

·4· · · ·Q.· ·When you say "repaired properly," had it been

·5· repaired improperly in the past?

·6· · · ·A.· ·Yeah.· It had been torn open from childbirth

·7· and was not repaired properly.

·8· · · · · · And I had had discomfort and pain from that for

·9· 12 years until that time.

10· · · ·Q.· ·Okay.· And you discussed that perineal pain

11· with your regular gynecologist, Dr. Lewis?

12· · · ·A.· ·Yes.

13· · · ·Q.· ·And what was her recommendation?

14· · · ·A.· ·Having a perineoplasty.

15· · · ·Q.· ·And she wasn't able to perform that?

16· · · ·A.· ·She could.

17· · · ·Q.· ·Do you know why she referred her to Dr.

18· Chambers?

19· · · · · · THE REPORTER:· I'm struggling to hear her.

20· · · · · · HEARING OFFICER GHUSIN:· Excuse me,

21· Ms. Mooneyhan.· I think we didn't catch a word or two.

22· · · · · · THE REPORTER:· When she faces this way I can

23· hear her, but when she turns around, I can't hear what

24· she's saying.

25· · · · · · THE WITNESS:· Okay.· So, Dr. Lewis does do
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·1· perineoplasty.· I had called her office to schedule the

·2· surgery, and she had -- her office person told me that

·3· she was referring me to Dr. Chambers or Dr. Shae, who was

·4· a urogynecologist, as they were more specialized in that

·5· kind of surgery.

·6· · · · · · I think also part of reason that they didn't do

·7· it was because I had asked her if, like, having

·8· labiaplasty would help with the discomfort I was having.

·9· And she knew that that wasn't her specialty, I guess.

10· · · · · · HEARING OFFICER GHUSIN:· Thank you.

11· BY MS. MOONEYHAN:

12· · · ·Q.· ·Did you prepare for your appointment with

13· Dr. Chambers in any way?

14· · · ·A.· ·Yes, I did.· I'm a very thorough person.

15· · · · · · I researched -- I looked on his website.  I

16· researched.· I was also concerned I might have something

17· called a "rectocele," which I had researched online.

18· · · · · · I saw on Dr. Chambers' website that he does

19· vaginoplasty, perineoplasty, labiaplasty, all of which

20· would help with these issues I was concerned about.

21· · · · · · And I'm, like, a super-thorough person, and I

22· also tend to get very, very nervous at the doctor and

23· forget what I'm coming in for, so I took notes with,

24· like, my symptoms and any questions I had for the doctor

25· with me to the exam.
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·1· · · ·Q.· ·Thank you.· Do you recall if you were seen at

·2· your scheduled appointment time?

·3· · · ·A.· ·No.· I mean, you never really are.· When I got

·4· there, they said that Dr. Chambers was at the hospital

·5· delivering a baby.

·6· · · · · · My appointment was in the morning, sometime

·7· around 9:00, and he arrived sometime around 10:30ish.

·8· · · ·Q.· ·And after Dr. Chambers arrived, were you called

·9· back for your appointment?

10· · · ·A.· ·Yeah.· Well, I heard him come in the office.

11· There was only one other person in the office that worked

12· there, and he called me up to the desk, and she said,

13· "Even though you aren't the first scheduled patient,

14· Dr. Chambers wants to see you first."

15· · · · · · And I uncomfortable -- I felt bad because I

16· didn't want someone else to wait longer.

17· · · ·Q.· ·When you went back, did you have a conversation

18· with Dr. Chambers?

19· · · ·A.· ·Yes.· He -- I mean, I remember he was kind of

20· still trying to get sorted because he just arrived at the

21· office for the day, I'm assuming.

22· · · · · · And, you know, he had -- I don't know.· He was

23· wrestling around a little bit in the back, and I sat in

24· the exam room in the chair next to the counter and he sat

25· also in a chair next to the counter.· We had a
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·1· conversation regarding my symptoms and the reason I was

·2· there.

·3· · · ·Q.· ·You described your symptoms, do you remember

·4· approximately how long that conversation took?

·5· · · ·A.· ·This was two-and-a-half years ago, so, I think

·6· I probably was thorough, as I usually am, and

·7· Dr. Chambers was thorough, and it probably took 15, 20

·8· minutes.

·9· · · ·Q.· ·Okay.· After your initial conversation, did

10· Dr. Chambers perform a physical exam?

11· · · ·A.· ·After our initial -- you know, went over my

12· symptoms and the reason I was there, and then I said -- I

13· got to, like, my notes, the questions I had.· He said to

14· wait for me to ask questions until after the diagnosis

15· and treatment, like, what he thought I should have, and

16· then I would know which questions to ask from whatever he

17· told me.

18· · · · · · So, did I answer your question?

19· · · ·Q.· ·Yeah, you did.

20· · · · · · Did Dr. Chambers ask you to undress?

21· · · ·A.· ·He rolled over -- he had, like, a rolling stool

22· that he was sitting on, he went to pull out a paper gown,

23· and he said, "Because I'm a gynecologist, I always do a

24· breast exam."

25· · · · · · And I reminded him that just seen my regular
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·1· OB-GYN, so I didn't need a breast exam or anything.

·2· · · ·Q.· ·Okay.· Did he tell you keep anything nearby

·3· after you changed?

·4· · · ·A.· ·Yes.· He just told me to keep my phone nearby

·5· because he would use it to take photos.

·6· · · ·Q.· ·And what did you think about him asking you to

·7· keep your phone nearby?

·8· · · ·A.· ·I thought it was unusual.· I wasn't surprised

·9· about photos; I was surprised that he used my phone to

10· take photos.· I just thought it was unusual.

11· · · ·Q.· ·Okay.· But you did what he said, kept your

12· phone nearby?

13· · · ·A.· ·Yeah.

14· · · ·Q.· ·Okay.

15· · · ·A.· ·I mean, he was a doctor, and I didn't realize

16· at the time that it was -- I thought, I met the doctor,

17· I'm here for health care, and this is what he needs to do

18· to take care of my health, even though it's odd.

19· · · ·Q.· ·So, you changed into the paper gown and kept

20· your phone nearby, and then Dr. Chambers returned; is

21· that right?

22· · · ·A.· ·I went -- you know, sat on the examining table,

23· he came back in.· He said, "Is it okay if I leave the

24· door open?"

25· · · · · · I expressed some hesitation, and he said,
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·1· "Don't worry.· Nobody else is back here and the doors are

·2· locked."

·3· · · · · · So, I conceded to leave the door ajar.

·4· · · ·Q.· ·Was he accompanied by anybody?

·5· · · ·A.· ·No.

·6· · · ·Q.· ·Was anybody else in the room at any time during

·7· your exam?

·8· · · ·A.· ·No one else was in the room at any time, other

·9· than the office girl, the one and only employee that I

10· knew of that was there, at one point came to the room and

11· said that another patient has to leave in -- I don't know

12· if she said 30, 40 minutes, and is wondering if he'll be

13· done in time to see her.

14· · · · · · And Dr. Chambers acted irritated and said,

15· "Well, what is she here for?"

16· · · · · · And the office girl said, "An issue."

17· · · · · · And he said, "Tell her she'll be seen."

18· · · · · · And that's all.· That was the only time I saw

19· any other person in the exam room.

20· · · ·Q.· ·Did Dr. Chambers take your blood pressure?

21· · · ·A.· ·(Inaudible).

22· · · · · · THE REPORTER:· Was that a no?· Blood pressure

23· -- I'm sorry.

24· BY MS. MOONEYHAN:

25· · · ·Q.· ·Did he weigh you?
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·1· · · · · · HEARING OFFICER GHUSIN:· Hold on just one

·2· moment, please.

·3· · · · · · THE REPORTER:· Did Dr. Chambers take your blood

·4· pressure, what was the response?

·5· · · · · · THE WITNESS:· No, he did not take my blood

·6· pressure.

·7· · · · · · THE REPORTER:· Thank you.

·8· · · · · · THE WITNESS:· Or weigh me.· Or take any vitals.

·9· BY MS. MOONEYHAN:

10· · · ·Q.· ·So, how did the exam begin?

11· · · ·A.· ·He asked me to, you know, lay down.· He asked

12· me to -- he told me he was going to -- well, before, you

13· know, I was undressed, he told me the exam was -- during

14· the exam, he would assess for nerve damage because -- I

15· could have sustained nerve damage and that's what could

16· be causing the problem.

17· · · · · · When I was undressed, he asked me to lay down.

18· He told me that he was going to be feeling around for

19· nerve damage, trying to assess where the pain and

20· discomfort was coming from.· And he, you know, told me

21· to, like, put my feet together, spread my legs as far as

22· I can.

23· · · · · · And I gave him my phone to take photos, that he

24· said he would be taking photos.

25· · · ·Q.· ·Did you see Q-Tips or something similar to
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·1· Q-Tips on a tray nearby?

·2· · · ·A.· ·No, not that I remember.

·3· · · ·Q.· ·Did Dr. Chambers use a speculum at all?

·4· · · ·A.· ·No.

·5· · · ·Q.· ·Okay.· Do you recall whether -- so he said he

·6· was feeling around for the pain.· Do you remember if he

·7· did that first or took photos first?

·8· · · ·A.· ·I think he did feel around, you know, and asked

·9· me you know, if things were -- where the pain was.

10· · · · · · I couldn't say, I mean, it's been

11· two-and-a-half years, so I'm not going to say definitely

12· that happened first and then the photos, but that's the

13· best of my recollection.

14· · · ·Q.· ·So you do remember that he did --

15· · · ·A.· ·He did feel around --

16· · · ·Q.· ·-- palpate?

17· · · ·A.· ·-- a little bit with his fingers.

18· · · ·Q.· ·Okay.· And asked you if there was pain?

19· · · ·A.· ·Um-hum.

20· · · ·Q.· ·And then at some point -- and you're not sure

21· of the order, but he also took photos of your vaginal

22· rectal area with your phone?

23· · · ·A.· ·Yes.· He took photos just of my vulva from

24· different angles and took photos with fingers inserted.

25· · · ·Q.· ·When he was asking you about the pain -- did
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·1· you feel pain while he was palpating different parts of

·2· your vulva?

·3· · · ·A.· ·No.

·4· · · ·Q.· ·Did you feel any pressure or anything unusual

·5· during the exam?

·6· · · ·A.· ·When he began to do a vaginal exam, yes, I felt

·7· a lot of pressure, a lot of stretching.· I felt as though

·8· I was being stretched as far as I could be stretched and

·9· beyond.

10· · · · · · He was asking me if it was painful.· I said,

11· "It was uncomfortable."

12· · · · · · You know, I'm thinking nerve pain, it's going

13· to be like a zinger pain.· It was not a zinger pain; it

14· was pressure and stretching.

15· · · · · · Then at one point, I felt his knuckles inserted

16· into my vagina, and I told him, I said, "This is very

17· uncomfortable."· And then he pulled his hand out.

18· · · ·Q.· ·Did he touch anywhere besides your vulva and

19· vagina?

20· · · ·A.· ·He did a rectal exam where he put a finger into

21· my rectum and tried -- like, pushed the rectum through

22· the vagina and took a photograph of that.

23· · · · · · When he took that photograph, he asked me to

24· remove the soiled glove off of his hand so that he could

25· use the same hand to hold the phone to take a photograph,
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·1· which I did.

·2· · · ·Q.· ·Just to clarify, that was soiled from your exam

·3· to that point?

·4· · · ·A.· ·I don't know.· Whatever he had done up to that

·5· point.

·6· · · ·Q.· ·Okay.· Thank you.

·7· · · · · · After that rectal exam, was the physical

·8· examination over?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·Did Dr. Chambers leave you alone to dress?

11· · · ·A.· ·He asked me to show him the photos which he had

12· taken, and selected two of the photos and asked me to

13· text them to his phone.

14· · · ·Q.· ·And how did you feel when he asked you to text

15· him the two photos?

16· · · ·A.· ·I thought it was unusual.· I was not really

17· comfortable with it.

18· · · · · · But, again, I thought I was here for medical

19· care, and I believed that what he was doing was for my

20· medical care, so I did it.

21· · · ·Q.· ·Why -- if you can just explain, why were you

22· uncomfortable.· Were you concerned --

23· · · ·A.· ·I mean, I didn't know who would see the photos.

24· I mean, being on a phone, I didn't know if it was a

25· personal phone.· I didn't know who would see the photos.
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·1· If I was texting them, could they, like, be texted to

·2· somebody else.· I didn't feel like it was a very secure

·3· way to exchange, like, something really personal to me

·4· and humiliating.

·5· · · ·Q.· ·Did Dr. Chambers give any reassurances that the

·6· photos would be confidential?

·7· · · ·A.· ·I don't think I asked.

·8· · · ·Q.· ·So, did he give you a phone number to text them

·9· to?

10· · · ·A.· ·Yes.· He told me to be careful to put in the

11· number exactly because he had another patient who put in

12· number in wrong, and she got a text back saying, "What

13· bitch is sending my husband pictures," or something like

14· that.

15· · · ·Q.· ·Okay.· So you texted him the two photos to the

16· number he told you to.· Then did he leave you alone to

17· dress?

18· · · ·A.· ·Yes, I believe so.

19· · · ·Q.· ·And did he return to the room after you were

20· dressed?

21· · · ·A.· ·Yes.· And while he was gone, on I texted my

22· husband, I said, "This is weird.· The doctor took

23· pictures on my phone and asked me to text them to him."

24· · · · · · "Probably okay, but," you know, "you could ask

25· him if you're worried about it."
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·1· · · · · · I was too embarrassed to bring it up.

·2· · · · · · I still trusted that I was there for my medical

·3· care and getting medical care.

·4· · · ·Q.· ·When Dr. Chambers returned to the room, did he

·5· speak to you?

·6· · · ·A.· ·The first that thing happened when he came back

·7· to the room, I was just sitting back in the chair next to

·8· the counter, and he was standing in front of here

·9· (indicating), he said, "What happened during the exam is

10· called fisting, and that's where I try to insert my

11· entire first into your vagina.· I was only able to get it

12· this far."

13· · · · · · He showed me with his hand (indicating) how far

14· he got his fist in, and then he said -- he said, "A man's

15· penis is only this big."· And he showed me two fingers

16· about the size of two fingers.

17· · · · · · I took that to mean my vagina was too large for

18· a penis.

19· · · ·Q.· ·I'm sorry, Patient A, but for clarification,

20· when Dr. Chambers said that he was only able get his hand

21· this far, you touched your hand at -- approximately where

22· on his hand was he pointing to?· Did it include four

23· fingers?

24· · · ·A.· ·Above his knuckles and below his wrist.

25· · · ·Q.· ·Between his knuckles and his wrist?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·Then he immediately followed it with a comment

·3· about a man's penis being approximately two fingers wide?

·4· · · ·A.· ·Yes.

·5· · · ·Q.· ·What affect did that exchange have on you?

·6· · · ·A.· ·The affect was very profound, and, you know, I

·7· had never considered what had been told to me.· I was

·8· humiliated and embarrassed.

·9· · · · · · I didn't want my husband to know.· Like, I

10· just -- I didn't know what to tell my husband about what

11· had happened because I didn't want him to know about my

12· body, what was supposedly wrong with it.

13· · · · · · And, you know, it had a profound affect on my

14· confidence and my sexual confidence and . . .

15· · · ·Q.· ·Thank you.

16· · · · · · Have you ever heard the term "fisting" before

17· that?

18· · · ·A.· ·No.

19· · · ·Q.· ·Did Dr. Chambers use any other non-medical

20· terms during your meeting?

21· · · ·A.· ·I mean, he tends to speak in lay terms, and he

22· -- sorry.· Can you say it again?

23· · · ·Q.· ·Yes.

24· · · · · · I was curious if during your experience with

25· Dr. Chambers if he used any other non-medical, slang
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·1· terms similar to fisting or something else to describe --

·2· · · ·A.· ·Generally, yeah.· I just -- I remember him

·3· calling labia "lips."· He said that when he does

·4· labiaplasty, he "kisses the lips together."

·5· · · · · · And just used, like, I mean, he's just very

·6· unformal, used other -- I don't remember specifically.

·7· · · ·Q.· ·Do you remember if you had referred to labia as

·8· lips before that?

·9· · · ·A.· ·No.· I only use anatomical terms for

10· everything.

11· · · ·Q.· ·Okay.· Can you please turn to Exhibit 4?

12· · · ·A.· ·(Witness complied).

13· · · ·Q.· ·Can you confirm that those are the photos that

14· Dr. Chambers took of you on your cell phone?

15· · · ·A.· ·Yes.

16· · · ·Q.· ·Okay.· Would those -- what did Dr. Chambers

17· tell you to do with the ten photos that you did not text

18· him?

19· · · ·A.· ·He told he would need them -- you know, if we

20· did the surgery, he would need them later on, so keep

21· them in a secured folder in my phone.

22· · · · · · He also told me to make sure they're secure so

23· my husband wouldn't see them because if he did, they

24· would mess with his head.

25· · · ·Q.· ·How did you feel after the examination
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·1· physically?

·2· · · ·A.· ·I was in a lot of pain.· I had swelling.· I had

·3· what felt like my micro tears all around my vaginal

·4· opening.

·5· · · · · · I mean, I had some, like, hard lumps in my

·6· labia, and I remember my husband going to the store to

·7· get me Epsom salts so I can soak for the pain.· It was

·8· painful.

·9· · · ·Q.· ·Approximately how long did that pain last?

10· · · ·A.· ·Pain, you know, I mean, if you're saying pain,

11· swelling, discomfort, a couple of weeks, honestly.

12· · · · · · You know, by the time I -- I was worried about

13· the pain.· I was worried about if there was damage, so I

14· made an appointment with my OB-GYN, Dr. Lewis.· I think

15· called her, like, four days after, and she got me in six

16· days after the exam with Dr. Chambers.

17· · · · · · And I remember we took a trip for Thanksgiving

18· so that I could go see her.· At the time when I went in

19· to see her, I remember feeling better than I did at the

20· time I made the appointment.

21· · · ·Q.· ·Did you ever talk to Dr. Lewis about the

22· fisting comment?

23· · · ·A.· ·I was concerned that it wasn't a medical term.

24· I had never heard it before, so I was hoping she would

25· verify, yeah, that's a medical term.· This is a normal
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·1· thing.

·2· · · · · · She said, "No, I've never heard that term

·3· before."

·4· · · · · · And I also asked her -- Dr. Chambers was

·5· discussing surgery with me.· He had said during surgery,

·6· he doesn't do the surgery under a local -- or a general

·7· anesthetic, he does a local anesthetic.

·8· · · · · · And he said during the surgery, he would be

·9· stimulating my clitoris, and that he wanted me to not

10· hold back and it would okay if I come, and I was

11· concerned about that.

12· · · · · · I had asked Dr. Chambers about it, "Why would

13· you need to do that?· I don't understand why that's

14· necessary."

15· · · · · · He said, "It's to make sure that I'm not

16· cutting any of nerve fibers attached to the clitoris."

17· · · · · · And I had said, "But you already assured me

18· that there would be no clitoral sensation lost with the

19· surgery."

20· · · · · · He just brushed it off.· So I brought it up

21· with Dr. Lewis, and she said, "There was no reason to

22· ever do that during surgery."

23· · · ·Q.· ·What -- if you remember, what surgery did he

24· propose to perform on you?

25· · · ·A.· ·I mean, the perineoplasty, the vaginoplasty,
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·1· the rectocele, and also he believed that my vagina needed

·2· to be smaller.· And labiaplasty.

·3· · · ·Q.· ·When you -- just to confirm, when you first met

·4· with him, it was not for cosmetic reasons at all?

·5· · · ·A.· ·No.· I did ask about labiaplasty.· It was in

·6· relation to the discomfort and -- that I was

·7· experiencing.

·8· · · · · · I asked him if that would help.· He said, "It

·9· could."

10· · · · · · And asked him what were the chances of losing

11· any, like, feeling or sexual sensation, and I can't

12· remember for sure, I know it was a high incidence that

13· you -- I think said, like, 50/50 percent you could lose

14· feeling.

15· · · · · · And at that time, I was like, not doing

16· labiaplasty.· Not worth the risk.

17· · · ·Q.· ·Did he also propose to you doing surgery of

18· your clitoral hood?

19· · · ·A.· ·Honestly, I just remember him saying your

20· clitoris -- I didn't express any concern about my

21· clitoris.· Never had any concern about it.· I just

22· remember him showing me the picture and saying, "Women

23· would kill for a clitoris like yours."

24· · · · · · I do have, kind of like, my labia bent on one

25· side.· I think I remember him saying that he would excise
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·1· that so that it was, like, perfectly symmetrical.

·2· · · ·Q.· ·How did you feel after this encounter

·3· psychologically?

·4· · · ·A.· ·It was kind of an unfolding -- honestly, really

·5· embarrassing and humiliating.· I didn't want to tell my

·6· husband everything, what happened.

·7· · · · · · I didn't fully -- how did I feel after when?

·8· Like, right after?· The day after?

·9· · · ·Q.· ·How would you describe the affect?· You know,

10· you said it was unfolding, so a couple of months later,

11· how did you feel about what had happened that day?

12· · · ·A.· ·Well, it was -- I mean, I knew what had

13· happened was wrong.· I knew what had happened was sexual

14· assault.· I knew what had happened was not for my medical

15· care.

16· · · · · · I had profound affect.· I believed -- despite

17· all reason and despite everything in my real life, I

18· believed something was wrong with my vagina.· I believed

19· my body was disgusting.· I believed -- I remember feeling

20· for the longest time like I cannot exist in this body,

21· it's too disgusting.

22· · · · · · I suffer from post-traumatic stress disorder.

23· I mean, the effects have been profound.

24· · · · · · I have four little kids.· Living with anxiety,

25· just the post-traumatic stress, I mean, it didn't feel
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·1· good.

·2· · · ·Q.· ·Did you seek assistance from a mental health

·3· professional?

·4· · · ·A.· ·I did.· I had counseling through the Rape

·5· Crisis Center.

·6· · · ·Q.· ·You -- since this encounter in November of

·7· 2020, have you had any surgery to address your perennial

·8· pain?

·9· · · ·A.· ·No.

10· · · ·Q.· ·And is the delay in that care a result of this

11· encounter with Dr. Chambers?

12· · · ·A.· ·Absolutely.· I mean, I was ready to have it

13· repaired as soon as possible.· I was very anxious to have

14· it repaired.

15· · · · · · And, you know, afterwards, I thought I have to

16· get this surgery.· I have to -- need surgery to repair my

17· body so I can heal.· If I heal physically, I can heal

18· emotionally.

19· · · · · · But I haven't been able to go through with

20· surgery.· I did find a really good doctor at UCLA, and at

21· some point, I will have the surgery.

22· · · ·Q.· ·You never went back to Dr. Chambers after this

23· encounter in November of 2020?

24· · · ·A.· ·No.

25· · · ·Q.· ·Do you know Dr. Chambers ex-wife?
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·1· · · ·A.· ·No.

·2· · · ·Q.· ·Thank you very much, Patient A.· I have no

·3· further questions.

·4· · · · · · HEARING OFFICER GHUSIN:· All right.· Let's take

·5· a quick look at our time and what's next.

·6· · · · · · And that would be, Dr. Chambers, do you intend

·7· to cross-examine Patient A?

·8· · · · · · DR. CHAMBERS:· I do.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.· Not going to

10· hold you to -- how long do you think it would take?

11· Should we call it a day now, or are we good to go until

12· five o'clock?

13· · · · · · DR. CHAMBERS:· I would like to continue, if

14· that's possible.

15· · · · · · HEARING OFFICER GHUSIN:· Let me ask Patient A.

16· Are you willing to --

17· · · · · · THE WITNESS:· Yes.· Thank you.

18· · · · · · HEARING OFFICER GHUSIN:· You'd like to continue

19· today?

20· · · · · · THE WITNESS:· Yes.

21· · · · · · HEARING OFFICER GHUSIN:· It may spill over

22· until tomorrow anyway.· Do you understand that?

23· · · · · · MS. MOONEYHAN:· I --

24· · · · · · HEARING OFFICER GHUSIN:

25· Do you understand that?
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·1· · · · · · THE WITNESS:· Yes.· That's okay.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.

·3· · · · · · Everyone good?· We don't need another break.

·4· · · · · · MS. MOONEYHAN:· No, Your Honor.

·5· · · · · · HEARING OFFICER GHUSIN:· Okay.· I think we're

·6· good to go until 5:00.· Thank you, everyone.

·7· · · · · · Okay, Dr. Chambers.

·8· · · · · · DR. CHAMBERS:· Would you like to take a minute,

·9· Patient A?

10· · · · · · HEARING OFFICER GHUSIN:· Yes.

11· · · · · · THE WITNESS:· No.

12· · · · · · · · · · · CROSS-EXAMINATION

13· BY DR. CHAMBERS:

14· · · ·Q.· ·I'm going to start with something said.· You

15· did an interview with the Daily Beast --

16· · · · · · MS. MOONEYHAN:· Objection.· Relevance.

17· · · · · · DR. CHAMBERS:· It points to something she said

18· here that contradicted what said in the article.

19· · · · · · HEARING OFFICER GHUSIN:· Do you have that

20· interview?

21· · · · · · DR. CHAMBERS:· I have it on my phone.· I don't

22· have it printed with me.

23· · · · · · HEARING OFFICER GHUSIN:· Because that's

24· something you should probably offer that into evidence if

25· you intend to cross-examine her about it.
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·1· · · · · · DR. CHAMBERS:· Okay.· All right.· I'll try

·2· another way.

·3· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·4· BY DR. CHAMBERS:

·5· · · ·Q.· ·At any point after the examination, did you say

·6· to anyone, including the police, that you did not know

·7· what I inserted into your vagina?

·8· · · ·A.· ·Did I say that to anybody?

·9· · · ·Q.· ·Yes.· Or to the police?

10· · · ·A.· ·I -- I (inaudible) what I said to the police.

11· · · · · · THE REPORTER:

12· I can't hear her.

13· · · · · · HEARING OFFICER GHUSIN:· Patient A, I'm going

14· to ask you to speak up again.· The court reporter's

15· having a little bit of trouble.

16· · · · · · Thank you.

17· · · · · · THE WITNESS:· I'm just trying to remember what

18· I said to the police.

19· · · · · · MS. MOONEYHAN:· Your Honor, I have a

20· question -- I have an objection, really.

21· · · · · · I'm not sure that Patient A, on direct,

22· testified that she did know.· She said she felt

23· stretching, then what he told her.

24· · · · · · I don't think she ever said she knew what was

25· inserted into her.
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·1· · · · · · DR. CHAMBERS:· Your Honor, she said, "I felt

·2· his knuckles."

·3· · · · · · HEARING OFFICER GHUSIN:· Overrule it.

·4· · · · · · DR. CHAMBERS:· You're overruling the question

·5· or --

·6· · · · · · HEARING OFFICER GHUSIN:· Overrule the

·7· objection.

·8· · · · · · DR. CHAMBERS:· Thank you, Your Honor.

·9· · · · · · THE WITNESS:· I felt his knuckles during -- at

10· the time exactly during the exam, I couldn't imagine --

11· you know, during the exam, I couldn't imagine what he

12· could be -- I never -- had no concept that he would be

13· inserting his hand into my vagina.

14· · · · · · When he came and told me he had put his fist in

15· the vagina, that's exactly what it felt like.· I didn't

16· see it with my eyes.

17· BY DR. CHAMBERS:

18· · · ·Q.· ·Did you scream during the examination?

19· · · ·A.· ·No.

20· · · ·Q.· ·Did you see how I prepared my hands to examine

21· you?

22· · · ·A.· ·No.

23· · · ·Q.· ·Did you see how many gloves I put on to examine

24· you?

25· · · ·A.· ·No.
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·1· · · ·Q.· ·Did you see how many packets of lubrication I

·2· used to examine you?

·3· · · ·A.· ·No.

·4· · · · · · DR. CHAMBERS:· Your Honor, I'd like to

·5· introduce Exhibit A -- or 1, the packet of lubrication I

·6· used.

·7· · · · · · MS. MOONEYHAN:· Your Honor, exhibit -- what's

·8· emerged as Exhibit A is Dr. Chambers' CV, and there are

·9· exhibits behind that.· I believe he's trying to introduce

10· a packet of lubrication that is not the exact one that

11· you used that day.

12· · · · · · DR. CHAMBERS:· Well, it came from the same

13· packet I used.

14· · · · · · HEARING OFFICER GHUSIN:· Where are --

15· · · · · · DR. CHAMBERS:· And this is --

16· · · · · · HEARING OFFICER GHUSIN:· I'm sorry.· Where are

17· we as far as his exhibits?

18· · · · · · MS. MOONEYHAN:· He's trying to introduce it now

19· as an exhibit.· None admitted, but they have been labeled

20· --

21· · · · · · HEARING OFFICER GHUSIN:· Okay.

22· · · · · · MS. MOONEYHAN:· -- A through T.

23· · · · · · DR. CHAMBERS:· Your Honor, in preparing this

24· case, I realized that we're talking about fisting, and as

25· my witness tomorrow will testify, when you fist someone,
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·1· you need a ton of lubrications.

·2· · · · · · And the purpose of this introduction is to show

·3· the only packet of lubrication that I use on every single

·4· patient I examine, to show that there's no possible way

·5· to lubricate my entire fist --

·6· · · · · · MS. MOONEYHAN:· Your Honor, I would submit that

·7· Dr. Chambers is currently testifying.

·8· · · · · · HEARING OFFICER GHUSIN:· I agree.

·9· · · · · · Dr. Chambers, you can testify on your case in

10· chief about this.

11· · · · · · DR. CHAMBERS:· Okay.

12· · · · · · HEARING OFFICER GHUSIN:· You could ask her --

13· · · · · · MS. MOONEYHAN:· Your Honor, the witness has

14· answered the question that she did not see what

15· lubrication had been used.

16· · · · · · HEARING OFFICER GHUSIN:· Did she answer that

17· question, counsel?

18· · · · · · DR. CHAMBERS:· She did.· She did.

19· · · · · · HEARING OFFICER GHUSIN:· Okay.· Then let's move

20· on, Dr. Chambers.· You'll have an opportunity to discuss

21· that.

22· · · · · · DR. CHAMBERS:· Okay.· All right.

23· BY DR. CHAMBERS:

24· · · ·Q.· ·You said used the term "lips" instead of labia;

25· is that correct?

http://www.litigationservices.com


Page 129
·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·Are you aware that in multiple medical

·3· textbooks, journals, also seen in medical writings on the

·4· internet, labia minora is often referred to as the inner

·5· lips the labia majora --

·6· · · · · · MS. MOONEYHAN:· Your Honor, I'm going to

·7· object.· I would say that this question is argumentative,

·8· but if the witness has stated --

·9· · · · · · HEARING OFFICER GHUSIN:· Overrulled, counsel.

10· · · · · · Counsel, ask a simple question of the witness,

11· please.

12· · · · · · DR. CHAMBERS:· Okay.

13· BY DR. CHAMBERS:

14· · · ·Q.· ·Have you ever heard the term "inner labia

15· minora" referred to as inner lip?

16· · · ·A.· ·Probably.

17· · · ·Q.· ·You also --

18· · · · · · HEARING OFFICER GHUSIN:· And I'm sorry to

19· interrupt again, and I know this is difficult for Patient

20· A.

21· · · · · · I'm going to ask you to answer audibly so the

22· court reporter can pick it up.

23· · · · · · THE WITNESS:· I said probably.

24· · · · · · HEARING OFFICER GHUSIN:· Thank you very much.

25
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·1· BY DR. CHAMBERS:

·2· · · ·Q.· ·You also mentioned that I said "kissing the

·3· lips."· When I -- do you remember when I did or said when

·4· I mentioned the term "kissing the lips"?

·5· · · ·A.· ·You put the labia together so that you can

·6· excise or cut them to match.

·7· · · ·Q.· ·Okay.· Thank you.

·8· · · · · · You complained to the Medical Board and later

·9· repeated the same statement that I asked you about

10· intimate moments with your husband --

11· · · · · · MS. MOONEYHAN:· Objection.· Beyond the scope of

12· direct examination.

13· · · · · · HEARING OFFICER GHUSIN:· It is allowed in

14· administrative hearings under the relaxed rules of

15· evidence.

16· · · · · · But keep it simple, please, Dr. Chambers.· I'm

17· not going to allow you to go too far afield.· She's

18· absolutely right.· That was outside the scope of direct,

19· but we're not in a courtroom either.

20· · · · · · DR. CHAMBERS:· Okay.

21· BY DR. CHAMBERS:

22· · · ·Q.· ·You said you came to the office for pain in

23· your perineal.· But during the consultation, you handed

24· me -- Exhibit number 2, if you turn to that please.· You

25· see a 2 on the tab.
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·1· · · ·A.· ·(Witness complied).

·2· · · ·Q.· ·If you go to NSBME 0023, then 24.

·3· · · · · · HEARING OFFICER GHUSIN:· I'm sorry,

·4· Dr. Chambers.· Will you repeat that?· What?

·5· · · · · · DR. CHAMBERS:· Exhibit 2, pages NSBME 0024.

·6· · · · · · MS. MOONEYHAN:· That's in exhibit 3.

·7· · · · · · DR. CHAMBERS:· Exhibit 3.· Sorry.

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·Other than my writing your first initial, your

10· last name, my signature, the word "noted," as well as the

11· date, is everything else on that form what it was when

12· you gave it to me?

13· · · ·A.· ·I'm assuming so.· I didn't have time to read

14· the whole thing.

15· · · ·Q.· ·Is that your handwriting on both pages?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·Okay.· What is title of that document?

18· · · ·A.· ·"Vagina Repair Consultation."

19· · · ·Q.· ·Okay.· If you go down to where it says

20· "sentence" on page 23, can you read what it said, the

21· first thing that it says there, starting with pain?

22· · · ·A.· ·It says:

23· · · · · · · · "Pain and discomfort around the

24· · · · · · · · opening of my vagina for almost

25· · · · · · · · 12 years."
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·1· · · ·Q.· ·Okay.· And if you go down to the last

·2· subsection of that paragraph, where it starts with "sex

·3· can be," would you please read that for me?

·4· · · ·A.· ·It says:

·5· · · · · · · · "It can be painful if not

·6· · · · · · · · lubricated.· My husband has

·7· · · · · · · · learned some areas not to touch.

·8· · · · · · · · Lubricant is used to be an

·9· · · · · · · · occasional thing that we didn't

10· · · · · · · · use very often.· Now it's

11· · · · · · · · necessary."

12· · · ·Q.· ·Okay.· Keep going, please.

13· · · · · · MS. MOONEYHAN:· I'm just wondering what the

14· point of the --

15· · · · · · DR. CHAMBERS:· The point of this question is,

16· part of the complaint was that I discussed sexual matters

17· with her.

18· · · · · · THE WITNESS:· I never complained that you

19· discussed matters with me.

20· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on Patient

21· A, let us settle this.

22· · · · · · THE WITNESS:· In general.

23· · · · · · HEARING OFFICER GHUSIN:· Hold on.

24· · · · · · DR. CHAMBERS:· Am I not allowed to discuss her

25· complaint to the Board?
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·1· · · · · · HEARING OFFICER GHUSIN:· Yes, sir, you are.

·2· · · · · · DR. CHAMBERS:· Okay.· Thank you.

·3· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan, did you

·4· have a response?

·5· · · · · · MS. MOONEYHAN:· Yeah.· Your Honor, I would just

·6· like to point out that that was not a part of the

·7· complaint as filed by the Investigative Committee.

·8· · · · · · The Investigative Committee is focused on the

·9· taking of the photographs and the using of the term

10· "fisting."· It did not --

11· · · · · · HEARING OFFICER GHUSIN:· Correct.

12· · · · · · MS. MOONEYHAN:· -- (inaudible) any issues

13· related to discussing the patient's sex life, questions

14· that she had about her sex life.

15· · · · · · DR. CHAMBERS:· Was it not the basis for that

16· complaint?

17· · · · · · HEARING OFFICER GHUSIN:· Yeah, Ms. Mooneyhan,

18· is that correct?· Isn't that the basis for everything is

19· the examination and what she came to see him for?

20· · · · · · MS. MOONEYHAN:· Correct.

21· · · · · · And I believe the patient stated that the main

22· reason she was there was for pain.

23· · · · · · DR. CHAMBERS:· Yes.· She said she inquired

24· about cosmetic gynecologic procedures.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.· Again, I'm
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·1· going to allow this to go forward.

·2· · · · · · Let's keep it very simple, Dr. Chambers.

·3· · · · · · I believe he has the right to question on the

·4· basis of her coming to see him, and --

·5· · · · · · MS. MOONEYHAN:· Your Honor, just --

·6· · · · · · HEARING OFFICER GHUSIN:· -- the communication

·7· between them.

·8· · · · · · MS. MOONEYHAN:· Just -- Your Honor, just maybe

·9· to forestall any other further objections, maybe

10· Dr. Chambers can focus on asking non-compound questions,

11· one question at that time?

12· · · · · · HEARING OFFICER GHUSIN:· Okay.· And as I said,

13· let's keep it simple.

14· · · · · · And it is challenging, Dr. Chambers, I know, as

15· you're not represented by counsel, and this is not your

16· wheelhouse, but let's keep the questions simple.· Again,

17· I agree with Ms. Mooneyhan.· Okay?

18· · · · · · And although I have some latitude in an

19· administrative hearing regarding the admissibility of

20· evidence, anything that might actually help me or -- but

21· let's not go too afield, please.

22· · · · · · DR. CHAMBERS:· We'll do.

23· · · · · · HEARING OFFICER GHUSIN:· Thank you.

24· · · · · · DR. CHAMBERS:· I know what I'll do.· I'll have

25· her read the statements to herself, as to not create any
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·1· embarrassment.

·2· BY DR. CHAMBERS:

·3· · · ·Q.· ·Would you please read the following section

·4· that says "feels like" to yourself, please.

·5· · · ·A.· ·(Witness complied).

·6· · · ·Q.· ·Okay.· Continue on to page 24, the next

·7· sentence.

·8· · · ·A.· ·(Witness complied).

·9· · · ·Q.· ·And if you go down to four more dots where it

10· says "it takes more."

11· · · ·A.· ·Um-hum.

12· · · ·Q.· ·And if we go down to the questions about

13· surgery, if you go down six dots down where it says "how

14· will this change," and if you go to the second from

15· bottom of that section "I saw," and then "okay."

16· · · · · · When given those questions, which I addressed

17· individually with you, do you think it was fair that you

18· complained to the Board that I asked you about sexual

19· matters?

20· · · ·A.· ·I don't recall complaining that you asked about

21· sexual matters in general.· I've always been very open

22· about the fact that I came in with some questions about

23· sexual matters, and there may have been specific things

24· that I wasn't comfortable with, but, in general,

25· discussing sexual matters wasn't a problem for me.
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·1· · · · · · I had seen on your website that you are a

·2· certified sexual health doctor, and that's the reason

·3· that I even thought to discuss it with you.

·4· · · · · · And I was hoping to get help.· I was hoping

·5· that -- like, what I was hoping for was we could check my

·6· hormones, see if everything was good.· I mean, things had

·7· changed since my last childbirth, and that was what I

·8· came in -- those were the expectations I came in with.

·9· · · ·Q.· ·Okay.· Well, the public was made to believe

10· that I was making inappropriate inquiries, and so I

11· wanted to clear that, that I didn't just out of the blue

12· ask you about that.

13· · · · · · MS. MOONEYHAN:· Your Honor, does Dr. Chambers

14· have a question or is he testifying?

15· · · · · · DR. CHAMBERS:· I'm moving on to my question.

16· BY DR. CHAMBERS:

17· · · ·Q.· ·Did you expect me to address any sexual

18· dysfunctions you mentioned during the conclusion?

19· · · ·A.· ·I wouldn't call it "sexual dysfunction," but,

20· yes, I expected you to address questions that I had about

21· sexual function.

22· · · ·Q.· ·Okay.· Did you ask me about Dr. Red Alinsod

23· during the consultation?

24· · · ·A.· ·I -- I don't remember, honestly, but what I do

25· remember is that we didn't -- I didn't ask you any of my
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·1· questions until after the examination because I didn't

·2· want -- I didn't know if I had a rectocele, so I didn't

·3· even want to discuss surgery for a rectocele since I

·4· hadn't been diagnosed with it.

·5· · · ·Q.· ·Can you recall when you, as written here on

·6· page 24, when you asked me how many of these procedures

·7· I've done, if I have heard of Red Alisod's technique that

·8· you listed on that same page on the questions about

·9· surgery?

10· · · ·A.· ·I don't recall.· I may have.

11· · · ·Q.· ·Okay.

12· · · ·A.· ·I wrote I down here, so I probably did if I was

13· still concerned about it.

14· · · ·Q.· ·How did you learn of Dr. Alinsod?

15· · · ·A.· ·Just a Google search about vaginoplasty,

16· rectocele repair.

17· · · ·Q.· ·Did you visit his website?

18· · · ·A.· ·I'm assuming I did because I had a question

19· about what he called "the surgery."

20· · · ·Q.· ·Okay.· Do you recall looking at his photo

21· gallery of before and after photos?

22· · · ·A.· ·I don't know.

23· · · · · · DR. CHAMBERS:· Your Honor, is it appropriate

24· for me to introduce an exhibit that I'd like for her to

25· compare what's on Dr. Alinsod's website with the pictures
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·1· I took of her?

·2· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan?

·3· · · · · · MS. MOONEYHAN:· Well, Your Honor, my question

·4· is if it's appropriate for Patient A to testify on

·5· comparing photos of different vagina -- pictures of

·6· vaginal areas.

·7· · · · · · If Dr. Chambers wants to attempt to admit such

·8· evidence later for Your Honor to do, but I don't think

·9· Patient A has testified about the photos that were on her

10· phone.· That's what she had knowledge about, and I don't

11· think she should be asked to compare that to --

12· · · · · · HEARING OFFICER GHUSIN:· Let me ask you,

13· Dr. Chambers, I tend to agree with Ms. Mooneyhan.

14· · · · · · DR. CHAMBERS:· But I thought --

15· · · · · · HEARING OFFICER GHUSIN:· What is the purpose of

16· this?

17· · · · · · DR. CHAMBERS:· I'm not asking her to compare

18· vaginas.

19· · · · · · The purpose of the comparison is to show how

20· the doctor who taught cosmetic GYN surgeons how to size a

21· patient's vagina, how his website displays pictures of

22· him sizing patients vaginas using two, three, and four

23· fingers.

24· · · · · · It's not meant for her to critique the vagina,

25· how they look; it's about the measuring technique that he
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·1· tells us and teaches all of us to --

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let me jump in

·3· here, and, again, since you're not represented, we all

·4· have to be careful here.

·5· · · · · · But I will make a suggestion.· Perhaps, might

·6· it be more appropriate -- I could see where you're going

·7· with this and that it may be relevant, but this may not

·8· be the right list of questions about it.

·9· · · · · · Perhaps, if it's something you want to argue in

10· your case, you should talk to your expert about it.

11· · · · · · DR. CHAMBERS:· Okay.· That's fair.

12· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan, what do

13· you think?

14· · · · · · MS. MOONEYHAN:· That's it exactly it, Your

15· Honor.· I believe there may be other --

16· · · · · · HEARING OFFICER GHUSIN:· Yeah.

17· · · · · · MS. MOONEYHAN:· Dr. Chambers will have the

18· opportunity to put on his case in chief and/or there may

19· be other witnesses, even in the IC's case, that he can

20· discuss this with if his witness is not qualified to now

21· to measure --

22· · · · · · HEARING OFFICER GHUSIN:· I agree that.

23· · · · · · MS. MOONEYHAN:· -- the opening of a patient.

24· · · · · · DR. CHAMBERS:· Okay.· May I continue, Your

25· Honor?
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·1· · · · · · HEARING OFFICER GHUSIN:· Please.

·2· BY DR. CHAMBERS:

·3· · · ·Q.· ·Patient A, I point you to Exhibit 4, page 0030.

·4· · · ·A.· ·(Witness complied).

·5· · · ·Q.· ·Is it my fingers or fist that is in your vagina

·6· in that photograph?

·7· · · ·A.· ·Your fingers.

·8· · · ·Q.· ·If you look at my hand, can you say how far my

·9· fingers are inserted when you compare it to the gloves?

10· · · · · · MS. MOONEYHAN:· Your Honor, she already

11· answered this question.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.· And I'm sorry.

13· I actually didn't hear that answer.

14· · · · · · THE WITNESS:· His fingers.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

16· · · · · · DR. CHAMBERS:· Okay.· And I showed her my hand

17· to see if she was able to discern from that photograph

18· how far was my finger was inserted by looking at my hand

19· in the pictures to discern --

20· · · · · · HEARING OFFICER GHUSIN:· If you could ask a

21· question, Dr. Chambers, do you remember, don't testify,

22· please.

23· · · · · · DR. CHAMBERS:· Okay.

24· BY DR. CHAMBERS:

25· · · ·Q.· ·From the photograph, can you see whether or not
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·1· my entire fingers were inside your vagina or just

·2· partially inside the vagina?· Are you able to tell?

·3· · · ·A.· ·How much of your fingers are in my vagina?

·4· · · ·Q.· ·Yes.

·5· · · ·A.· ·Yesish.· I mean, you had a glove on.

·6· · · ·Q.· ·Okay.· Is it partial or the full length of my

·7· fingers?

·8· · · ·A.· ·It's partial.

·9· · · ·Q.· ·Thank you.

10· · · · · · After I have done the Q-Tip testing on the

11· outside of your vagina, I then proceed to insert two

12· fingers into your vagina.

13· · · · · · Do you recall what I asked you as I touched

14· each points inside the vagina?

15· · · · · · I first pushed up against your bladder, then I

16· pushed on each side wall, and then I pushed down on the

17· rectum.· Do you recall what I asked and what your

18· response was?

19· · · ·A.· ·I don't recall a Q-Tip being inserted.

20· · · ·Q.· ·Okay.· For the record --

21· · · ·A.· ·I recall you asking if there was pain.

22· · · ·Q.· ·Okay.· Thank you.

23· · · · · · For the record, the Q-Tip test, which is done

24· by some OB-GYNs, is part of the standard workup for pain.

25· · · · · · I then did a rectal vaginal exam in which I
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·1· inserted one finger into your vagina and one into your

·2· rectum; is that correct?

·3· · · · · · MS. MOONEYHAN:· Your Honor, I don't have an

·4· objection, but the patient has testified she couldn't see

·5· what was going on --

·6· · · · · · HEARING OFFICER GHUSIN:· Okay.

·7· · · · · · MS. MOONEYHAN:· -- things going on.· She saw

·8· photos, and she testified as to what she was told.

·9· · · · · · DR. CHAMBERS:· She could not feel my finger in

10· her anus?

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm going to

12· sustain the objection.

13· · · · · · And, Dr. Chambers, again, question, answer,

14· question, answer.

15· · · · · · DR. CHAMBERS:· Okay.

16· · · · · · HEARING OFFICER GHUSIN:· No testimony.

17· BY DR. CHAMBERS:

18· · · ·Q.· ·Were you able to discern whether or not I had

19· one finger in your vagina and one in your anus?

20· · · ·A.· ·I definitely discerned your finger in my anus.

21· · · ·Q.· ·Okay.· Thank you.

22· · · · · · For the record, a rectal vaginal exam --

23· · · · · · MS. MOONEYHAN:· Your Honor --

24· · · · · · DR. CHAMBERS:· Okay.· I get it.· It's not a

25· question.· I get it.
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·1· BY DR. CHAMBERS:

·2· · · ·Q.· ·Did I refer you to a urogynecologist?

·3· · · ·A.· ·Yes.· Dr. Wasserman.

·4· · · ·Q.· ·Did you go?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·A minute ago, you said you went to Dr. Lewis,

·7· but you've not gone to deal with these issues because of

·8· your alleged PTSD from my exam.

·9· · · · · · So you did go to Dr. Wasserman --

10· · · ·A.· ·I said --

11· · · ·Q.· ·Did he examine you?

12· · · ·A.· ·-- (inaudible) surgery because --

13· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm doing to

14· jump in here, folks.· I'm sorry.· Just to keep it clean,

15· and we're going to try not speak over each other as the

16· court reporter has difficulty getting it down.· Okay?

17· · · · · · Please, try to wait until someone finishes

18· before you start to answer.

19· · · · · · Thank you.

20· BY DR. CHAMBERS:

21· · · ·Q.· ·Did he examine you?

22· · · ·A.· ·Yes.

23· · · ·Q.· ·And what did he recommend?

24· · · ·A.· ·Same.· Surgery.· Only he doesn't do

25· labiaplasty, so he recommended the perineal repair and a
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·1· posterior repair -- I'm trying to remember.· I haven't

·2· thought about this in -- it was over two years ago.

·3· · · ·Q.· ·Do you remember why I recommend that you see

·4· Dr. Wasserman?

·5· · · ·A.· ·So that I could have insurance pay for the

·6· procedures.

·7· · · ·Q.· ·Okay.· And then the plan was that you would

·8· return to me for outer stuff; is that correct?

·9· · · ·A.· ·No.· Because I didn't want to have -- I didn't

10· want to have labiaplasty if I was going to lose

11· sensation.

12· · · ·Q.· ·Okay.· At the end of the consultation, after

13· you paid, did you leave right away?

14· · · ·A.· ·No.· I talked to the front-desk person.  I

15· believe her name was Casey.

16· · · ·Q.· ·How long were you there?

17· · · ·A.· ·I don't recall how long.· How long did I talk

18· to Casey?

19· · · ·Q.· ·Yes.

20· · · ·A.· ·I don't recall.· I remember asking her if

21· people were happy with the surgery, if she thought you

22· were a good surgeon.· I don't remember.

23· · · ·Q.· ·Was I standing there with the two of you during

24· this?

25· · · ·A.· ·When I was asking if you were a good surgeon?
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·1· · · ·Q.· ·Yes.

·2· · · ·A.· ·I don't think so.

·3· · · ·Q.· ·When we were standing at the back desk, did you

·4· see me standing next to you at the back desk, the patient

·5· desk, after the procedure?· After the procedure?

·6· · · ·A.· ·The after exam, yes, we were standing near the

·7· back desk.· Yes.

·8· · · ·Q.· ·Did you at any time say to me that you were in

·9· pain from the exam I just performed on you?

10· · · ·A.· ·Well, other than when I told it was very

11· uncomfortable, that's the only thing I ever said to you.

12· · · ·Q.· ·Was the conversation between the three of us

13· jovial?

14· · · ·A.· ·Probably.

15· · · ·Q.· ·Did you express your excitement to do the

16· procedure?

17· · · ·A.· ·I don't remember.

18· · · ·Q.· ·Okay.

19· · · · · · DR. CHAMBERS:· I have no further questions for

20· Patient A, Your Honor.

21· · · · · · Thank you very much.

22· · · · · · HEARING OFFICER GHUSIN:· Thank you,

23· Dr. Chambers.

24· · · · · · Ms. Mooneyhan, any redirect?

25· · · · · · MS. MOONEYHAN:· Yes.· Thank you.· I have a few
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·1· questions.

·2· · · · · · · · · · ·REDIRECT EXAMINATION

·3· BY MS. MOONEYHAN:

·4· · · ·Q.· ·Thank you, Patient A.

·5· · · · · · Just now, Dr. Chambers asked about a photograph

·6· with four fingers inserted.· Just to clarify, the photo

·7· -- when he took the photos of the exam, when he

·8· (inaudible).

·9· · · · · · THE REPORTER:· I didn't understand her.

10· · · · · · HEARING OFFICER GHUSIN:· I'm sorry,

11· Ms. Mooneyhan.· We're having some connectivity issues, so

12· we didn't hear the question and answer.· And we're

13· probably going to go -- I don't know if -- it looks like

14· we're going to wrap this up.· Let's do ten more minutes

15· anyway, and let's try it again.

16· · · · · · And I'm sorry if I have to interrupt again,

17· everybody.

18· · · · · · MS. MOONEYHAN:· Can you hear me now?

19· · · · · · HEARING OFFICER GHUSIN:· I can now.· If you

20· could ask that question again.· I didn't get it either.

21· · · · · · MS. MOONEYHAN:· Sure.

22· BY MS. MOONEYHAN:

23· · · ·Q.· ·Dr. Chambers asked you about the photo with his

24· four fingers inserted in your vagina, and just to

25· clarify, the series of photographs at the exam, you said
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·1· you were incredibly uncomfortable, were those the same

·2· event or were those separate --

·3· · · ·A.· ·It was two separate events.

·4· · · ·Q.· ·Those were two separate instances during that

·5· encounter?

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·You also stated that this -- the list, the

·8· two-page list that you had typed before you went in, you

·9· discussed all of those questions after your exam?

10· · · ·A.· ·Yeah.· We discussed the questions, which I felt

11· were still relevant, after the exam and after he had told

12· me his diagnosis and treatment recommendations.

13· · · ·Q.· ·So, some of these questions about, you know,

14· changes to your sex life and those questions he had you

15· read, you hadn't discussed those before he performed the

16· exam; is that correct?

17· · · ·A.· ·Which questions?· Like about my sex life?

18· · · ·Q.· ·Yeah.· Had you mentioned any questions about,

19· you know, lubrication, sex, that sort of thing, before

20· the exam?

21· · · ·A.· ·I don't remember, honestly.· I'm trying to

22· think.· If you give me a minute.

23· · · · · · MR. WHITE:· She said had or had not discussed

24· before the exam?· Was it clear for you?

25· · · · · · HEARING OFFICER GHUSIN:· I'm going to jump
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·1· quickly.· Did you say had or had not discussed before the

·2· exam, Ms. Mooneyhan?

·3· · · · · · MS. MOONEYHAN:· Well, that's -- I was asking if

·4· they had -- had discussed these questions before the

·5· exam.· If there had been any mention of these questions

·6· before the exam.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·8· · · · · · THE WITNESS:· I can't remember.· I can't say

·9· for sure yes or no.

10· · · · · · But I would expect, that, yes, if I had a

11· symptom or a concern, that would have been discussed

12· before the exam.

13· · · · · · HEARING OFFICER GHUSIN:· And you don't have to

14· speculate.· If you don't remember, it's okay.

15· · · · · · THE WITNESS:· I don't.

16· · · · · · HEARING OFFICER GHUSIN:· It's okay.· It's fine.

17· I think everyone's getting a little tired too.· If you

18· don't remember, it's okay.

19· · · · · · THE WITNESS:· Okay.

20· · · · · · MS. MOONEYHAN:· I have no further questions.

21· Thank you.

22· · · · · · HEARING OFFICER GHUSIN:· Any recross,

23· Dr. Chambers?

24· · · · · · DR. CHAMBERS:· Yes.· Please.· I just one

25· question.
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·1· · · · · · · · · · ·RECROSS-EXAMINATION

·2· BY DR. CHAMBERS:

·3· · · ·Q.· ·At what point during the encounter did you give

·4· me this form?

·5· · · ·A.· ·At the very beginning.

·6· · · · · · DR. CHAMBERS:· Thank you very much.

·7· · · · · · HEARING OFFICER GHUSIN:· One moment.

·8· · · · · · DR. CHAMBERS:· I'm finished, Your Honor.

·9· · · · · · HEARING OFFICER GHUSIN:· Thank you.

10· · · · · · Ms. Mooneyhan, any followup?

11· · · · · · MS. MOONEYHAN:· No, Your Honor.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.· Give me just a

13· moment.

14· · · · · · First, Patient A, I just want to thank you

15· for -- I know this is difficult, but I would like a

16· little clarification.

17· · · · · · · EXAMINATION BY THE HEARING OFFICER

18· HEARING OFFICER GHUSIN:

19· · · ·Q.· ·I'm a little fuzzy about when you went back to

20· your own GYN, Dr. Lewis, and you went to Dr. Wasserman,

21· in the scope of time, did you go to them for different

22· things?

23· · · · · · I know those are two questions.

24· · · ·A.· ·I went to Dr. Lewis because of the pain I was

25· experiencing from the exam with Dr. Chambers.
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·1· · · ·Q.· ·And that was soon after --

·2· · · ·A.· ·That was six days after the exam --

·3· · · ·Q.· ·Thank you.

·4· · · ·A.· ·-- with Dr. Chambers.

·5· · · · · · I don't recall the exact date of my visit to

·6· Dr. Wasserman, but that was just for -- not concerning

·7· the pain, it was concerning my initial gynecological

·8· issues.

·9· · · ·Q.· ·So you are still seeking some treatment for

10· original your concerns?

11· · · ·A.· ·Right.

12· · · ·Q.· ·Okay.· And you went to Dr. Wasserman on Dr.

13· Chambers' recommendation.· Did I get that right?

14· · · ·A.· ·Yes.

15· · · ·Q.· ·Okay.· And to make sure I understand, my notes

16· say because he recommended the same surgery, but he does

17· not perform that surgery.

18· · · · · · So, he recommended the same surgery that

19· Dr. Chambers recommended; is that right?

20· · · ·A.· ·Yes.· I said to Dr. Chambers, "Why won't my

21· insurance pay for this procedure?"

22· · · · · · And he said, "It's because I do it in my

23· office.· There's no way for me to bill insurance, but if

24· you go see Dr. Wasserman, he'll do the exact" --

25· · · · · · And I remember I said, "Is it the exact same

http://www.litigationservices.com


Page 151
·1· surgery?"

·2· · · · · · He said, "Yes, it's the exact same surgery,

·3· only he'll bill your insurance."

·4· · · · · · So, Dr. Wasserman is partnered -- I mean same

·5· practice as Dr. Shae, who was the other doctor Dr. Lewis

·6· had originally recommended that I go see.

·7· · · ·Q.· ·Okay.· So, Dr. Chambers said to go to Dr.

·8· Wasserman, he'll do the same surgery and insurance would

·9· cover it.

10· · · · · · But Dr. Wasserman said, "I don't do that

11· surgery"; is that right?

12· · · ·A.· ·No. Wasserman does do the surgery.

13· · · · · · HEARING OFFICER GHUSIN:· Oh, okay.· See my

14· notes are wrong then.

15· · · · · · MS. MOONEYHAN:· Your Honor --

16· · · · · · HEARING OFFICER GHUSIN:· Go ahead,

17· Ms. Mooneyhan.

18· · · · · · MS. MOONEYHAN:· Can I ask a follow-up?· I --

19· · · · · · HEARING OFFICER GHUSIN:· Please.

20· · · · · · · · · · FOLLOW-UP EXAMINATION

21· BY MS. MOONEYHAN:

22· · · ·Q.· ·Patient A, when you're talking about the

23· surgery that Dr. Chambers recommended and what

24· Dr. Wasserman was going to do, you said he did something

25· to other parts.· Were you talking about the rectocele
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·1· repair?

·2· · · ·A.· ·Right.· So, the only thing -- from what I

·3· remember, the only thing Dr. Wasserman didn't do would be

·4· a labiaplasty.

·5· · · · · · If I wanted to to have a labiaplasty, that

·6· would need to be Dr. Chambers.

·7· · · ·Q.· ·So Dr. Wasserman didn't do the cosmetic

·8· portions, but he would do the rectocele repair and the

·9· perineal repair?

10· · · ·A.· ·Correct.

11· · · · · · Which, just to clarify, I did actually discuss

12· also -- I did -- like the labiaplasty, I never went --

13· you say "cosmetic," my intention wasn't to have a

14· cosmetic fix to my labia; my intention was to deal

15· whatever was causing discomfort and pain.

16· · · · · · I had asked Dr. Chambers if a labiaplasty would

17· help with that.

18· · · · · · HEARING OFFICER GHUSIN:· Thank you for the

19· clarification.

20· · · · · · Any follow-up, Ms. Mooneyhan?· Any more?

21· · · · · · MS. MOONEYHAN:· No.· Thank you.

22· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, any

23· follow-up?

24· · · · · · DR. CHAMBERS:· Yes.

25
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·1· BY DR. CHAMBERS:

·2· · · ·Q.· ·We go back to --

·3· · · · · · HEARING OFFICER GHUSIN:· And I'm just going to

·4· forewarn you that we have to wrap this up in five minutes

·5· today.

·6· · · · · · DR. CHAMBERS:· Correct.· Correct.

·7· BY DR. CHAMBERS:

·8· · · ·Q.· ·If we go back to the documents that you gave me

·9· on page 23 and 24, section 3.

10· · · · · · HEARING OFFICER GHUSIN:· Which exhibit?

11· · · · · · DR. CHAMBERS:· Section 3, Exhibit 23 and 24.

12· So document entitled "Vagina Repair Consultation."

13· · · · · · I'll try not to say it out loud, Your Honor.

14· BY DR. CHAMBERS:

15· · · ·Q.· ·Go on to page 24, the top of the page where it

16· says "the inner," can you read that statement, the

17· three-line statement to yourself.

18· · · ·A.· ·Okay.

19· · · ·Q.· ·With specific attention to the word "often I

20· have," to the end of sentence, and then the next

21· sentence.

22· · · ·A.· ·(Witness complied).

23· · · ·Q.· ·Do you recall us discussing how labiaplasty

24· might prevent that problem?

25· · · ·A.· ·I don't recall a lot about that, but, yes, I'm
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·1· sure we discussed it.

·2· · · · · · And that's -- I just said that the concerns I

·3· had for my labia were for pain and discomfort.· That's

·4· what we addressed.· Yes.

·5· · · · · · DR. CHAMBERS:· Thank you.· No further

·6· questions.

·7· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·8· · · · · · Ms. Mooneyhan?

·9· · · · · · MS. MOONEYHAN:· No more questions, Your Honor.

10· · · · · · HEARING OFFICER GHUSIN:· Okay.· Are you going

11· to keep this witness on recall for tomorrow, or is she

12· excused?

13· · · · · · MS. MOONEYHAN:· She's excused.

14· · · · · · HEARING OFFICER GHUSIN:· Thank you, Patient A,

15· for being here today.· Okay?

16· · · · · · THE WITNESS:· Yes.

17· · · · · · HEARING OFFICER GHUSIN:· And good luck.

18· · · · · · All right.· So, looking ahead, I assume,

19· Ms. Mooneyhan, Patient B tomorrow morning?

20· · · · · · MS. MOONEYHAN:· Yes, Your Honor.· We intend to

21· call Patient B and Dr. Rafael tomorrow.

22· · · · · · HEARING OFFICER GHUSIN:· In that order?

23· · · · · · MS. MOONEYHAN:· Yes.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· At 9 o'clock?

25· · · · · · MS. MOONEYHAN:· Yes, ma'am.
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·1· · · · · · HEARING OFFICER GHUSIN:· Okay.· And Dr. Rafael

·2· is here?

·3· · · · · · MR. WHITE:· He's in Reno.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· He's going to

·5· be in Reno.· All right.

·6· · · · · · Any other matters?

·7· · · · · · DR. CHAMBERS:· Ms. Ghusin, I have a question.

·8· · · · · · HEARING OFFICER GHUSIN:· Yes.

·9· · · · · · DR. CHAMBERS:· I told my expert witness we

10· wouldn't need him until the afternoon.· Should I adjust

11· that time?

12· · · · · · HEARING OFFICER GHUSIN:· I think we're probably

13· going to stick to it.

14· · · · · · I guess if there's a chance that we're done

15· early and he's available, we could address it at that

16· time.· Right now, I don't know.

17· · · · · · DR. CHAMBERS:· Okay.

18· · · · · · HEARING OFFICER GHUSIN:· I mean, we have a

19· time, it's a certain time, we could stick with that time.

20· · · · · · But if we're done at, say, ten o'clock or 10:30

21· and he's available and we're willing to do that, we could

22· talk about it then.

23· · · · · · DR. CHAMBERS:· Okay.· Thank you very much.

24· · · · · · HEARING OFFICER GHUSIN:· Any objection to that,

25· Ms. Mooneyhan?
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·1· · · · · · MS. MOONEYHAN:· No, Your Honor.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· Otherwise we

·3· may have -- what? -- like a three-hour break in the

·4· middle, possibly.

·5· · · · · · So, let's just deal with it when comes up.

·6· Okay?· Perfect.· All right.

·7· · · · · · Thank you all.· See you in the morning.

·8· · · · · · (Proceedings ended at 4:55 P.M.)
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·6· State Board of Medical Examiners, 9600 Gateway Drive, Reno,

·7· Nevada, and took stenotype notes of the proceedings entitled

·8· herein, and thereafter transcribed the same into typewriting

·9· as herein appears.

10· · · · · · That the foregoing transcript is a full, true, and

11· correct transcription of my stenotype notes of said

12· proceedings consisting of 157 pages.

13· · · · · · DATED:· At Reno, Nevada, this 10th day of May,

14· 2023.
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·1· · · HEALTH INFORMATION PRIVACY & SECURITY: CAUTIONARY NOTICE

·2· Litigation Services is committed to compliance with applicable federal

·3· and state laws and regulations (“Privacy Laws”) governing the

·4· protection andsecurity of patient health information.Notice is

·5· herebygiven to all parties that transcripts of depositions and legal

·6· proceedings, and transcript exhibits, may contain patient health

·7· information that is protected from unauthorized access, use and

·8· disclosure by Privacy Laws. Litigation Services requires that access,

·9· maintenance, use, and disclosure (including but not limited to

10· electronic database maintenance and access, storage, distribution/

11· dissemination and communication) of transcripts/exhibits containing

12· patient information be performed in compliance with Privacy Laws.

13· No transcript or exhibit containing protected patient health

14· information may be further disclosed except as permitted by Privacy

15· Laws. Litigation Services expects that all parties, parties’

16· attorneys, and their HIPAA Business Associates and Subcontractors will

17· make every reasonable effort to protect and secure patient health

18· information, and to comply with applicable Privacy Law mandates,

19· including but not limited to restrictions on access, storage, use, and

20· disclosure (sharing) of transcripts and transcript exhibits, and

21· applying “minimum necessary” standards where appropriate. It is

22 recommended that your office review its policies regarding sharing of

23 transcripts and exhibits - including access, storage, use, and

24· disclosure - for compliance with Privacy Laws.

25· · · · © All Rights Reserved. Litigation Services (rev. 6/1/2019)
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·1· · · · · RENO, NEVADA -- MAY 3, 2023 -- 9:00 A.M.

·2· · · · · · · · · · · · · ·-o0o-

·3

·4· · · · · · HEARING OFFICER GHUSIN:· Back on the record in

·5· the matter of Dr. George Chambers.· This is day two of

·6· the administrative hearing.

·7· · · · · · We have a couple housekeeping matters that we'd

·8· like to put on the record.· Dr. Chambers had requested a

·9· sidebar discussion, and we discussed a couple of other

10· items also.

11· · · · · · Let me start with the first item regarding

12· public spectators and the entrances, and I'll ask

13· Ms. Mooneyhan to address that matter, please.

14· · · · · · MS. MOONEYHAN:· Thank you, Your Honor.

15· · · · · · Yes, as we discussed, there is the door that I

16· believe I just can see on the video behind me, that's the

17· primary entrance for the public.· In, also, the corner of

18· the room is a door that Medical Board personnel used to

19· access the back offices.

20· · · · · · I'm not sure you were aware that yesterday,

21· Patient A came through that door, and today Patient B

22· will come through that door, through that staff door.

23· · · · · · They're at a conference table in the back area

24· for their comfort.

25· · · · · · And Dr. Chambers expressed a concern that a
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·1· member of public had accessed to that door, and we were

·2· going to ensure today that the only persons going through

·3· that door are Board staff members or witnesses, IC

·4· witness.

·5· · · · · · And as an officer of the court, I make a

·6· representation that a member of public that did access

·7· that door had no affect on the prosecution of this matter

·8· or on the witness testimony.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.

10· · · · · · And, Dr. Chambers, as I had expressed, we

11· cannot even see that door from up here, so I was not even

12· aware of that.

13· · · · · · Are you satisfied with this a result, sir?

14· · · · · · DR. CHAMBERS:· I am.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you very

16· much for bringing it to our attention.

17· · · · · · The next item, again -- good morning, media,

18· and just a reminder again that that order is in affect.

19· And welcome, good morning, and just a reminder.

20· · · · · · And I also mentioned in your sidebar, and I'd

21· like to put it on the record, I am aware that there is

22· press on this matter, and there has been for sometime.  I

23· had divulged that I had not read anything, so what I know

24· is what I hear in the hearing.

25· · · · · · And if people around me have read anything, I
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·1· have asked them not to discuss what they read with me to

·2· protect the integrity of this hearing process and the

·3· rights of all those involved.· And I just wanted to put

·4· that on the record.

·5· · · · · · The third item is with respect to our court

·6· reporter up here.· She will interrupt if she needs to

·7· have something that we stated, that she doesn't catch

·8· something.

·9· · · · · · A few of us up here were exchanging glances if

10· we didn't get something.· She's just going to speak up

11· and interrupt today if she needs to get something so we

12· have a pristine record.

13· · · · · · And I think you just heard that too,

14· Dr. Chambers -- correct? -- and Ms. Mooneyhan.

15· · · · · · DR. CHAMBERS:· I did.

16· · · · · · MS. MOONEYHAN:· Yes.

17· · · · · · HEARING OFFICER GHUSIN:· All right.· We've

18· discussed it here, and she's just going do it on her own.

19· So she's not going to wait for me, I'm not going to look

20· at Mr. White, she's just going to speak up, and I will

21· too if I don't get something.· All right?

22· · · · · · Any other preliminary matters before we dive in

23· this morning?

24· · · · · · MS. MOONEYHAN:· I just wanted to confirm, Your

25· Honor, that any rebuttal witnesses will be testifying on
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·1· July 1st, the third day of the hearing.

·2· · · · · · HEARING OFFICER GHUSIN:· And we all agreed to

·3· that as well in our sidebar.· So, yeah, it's on the

·4· record, and we'll just how it comes out at the end of the

·5· day.

·6· · · · · · MS. MOONEYHAN:· Thank you.

·7· · · · · · HEARING OFFICER GHUSIN:· Anything else,

·8· Ms. Mooneyhan?

·9· · · · · · MS. MOONEYHAN:· Nothing from me.· Thank you.

10· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, anything

11· else?

12· · · · · · DR. CHAMBERS:· Nothing from me too.

13· · · · · · HEARING OFFICER GHUSIN:· Okay.· Perfect.· All

14· right.

15· · · · · · So, Ms. Mooneyhan, you're up.

16· · · · · · MS. MOONEYHAN:· Thank you.· I'd like to call

17· Patient B.

18· · · · · · HEARING OFFICER GHUSIN:· Thank you.

19· · · · · · MS. MOONEYHAN:· Your Honor, like yesterday,

20· before Patient B is sworn in, I would like to take a

21· moment just -- in order to protect her identity, I

22· represent that Patient B that's identified in the patient

23· designation filed on of September 1st, 2022, under seal,

24· so I'd ask that she be sworn in as Patient B, and then my

25· first few questions will address her establishing that
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·1· she is Patient B.

·2· · · · · · HEARING OFFICER GHUSIN:· Thank you,

·3· Ms. Mooneyhan.· That's what we'll do.· Go ahead.

·4· · · · · · (The oath was administered.)

·5· · · · · · THE WITNESS:· Yes.

·6· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·7· · · · · · · · · · ·DIRECT EXAMINATION

·8· BY MS. MOONEYHAN:

·9· · · ·Q.· ·Patient B, preliminarily, I just want to let

10· you know that they are having trouble a little bit with

11· hearing in the Reno office.

12· · · · · · So, when you -- it is going a little awkward, but

13· when I ask you a question, when you answer it, if you could

14· look at that camera on the wall, that seems to help them

15· hear a little bit better.· Because the court reporter is

16· reporting --

17· · · · · · HEARING OFFICER GHUSIN:· We'll will you know if

18· we can't hear.· If you need to adjust.

19· · · · · · THE WITNESS:· Okay.

20· · · · · · HEARING OFFICER GHUSIN:· Thank you.

21· BY MS. MOONEYHAN:

22· · · ·Q.· ·Thank you.· I'd like the record to reflect that

23· I've handed Patient B the patient designation with all

24· the patient names redacted, except for her name.

25· · · · · · I've also given Dr. Chambers a copy.
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·1· · · · · · Item two on that document, Patient B, it states

·2· Patient B, the name of Patient B.· Is that your name?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·Is that your date of birth?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·Thank you.

·7· · · · · · Do you know the respondent, Dr. Chambers?

·8· · · ·A.· ·Yes.· He was my doctor for over seven years.

·9· · · ·Q.· ·In that -- in those seven years, do you

10· remember approximately how many times you saw

11· Dr. Chambers?

12· · · ·A.· ·Not really.· I saw him for my yearly exams.  I

13· did see him a lot when I was pregnant with my son.· I saw

14· him a couple of times after I delivered my son.· That was

15· about it.

16· · · ·Q.· ·And what time span did your relationship with

17· Dr. Chambers cover?

18· · · ·A.· ·Over seven years.

19· · · ·Q.· ·Do you know the time span, like, when it began

20· and when it approximately ended?

21· · · ·A.· ·I think I began when -- I think he was born in

22· 2013, and I had seen him before I got pregnant.

23· · · ·Q.· ·And when was your last visit with him?

24· · · ·A.· ·October of 2018.

25· · · ·Q.· ·Were you aware that Dr. Chambers does cosmetic
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·1· gynecological surgery?

·2· · · ·A.· ·Yes, I was aware because there were posters in

·3· his office.

·4· · · ·Q.· ·Did you ever inquire about having cosmetic

·5· gynecological surgery?

·6· · · ·A.· ·Absolutely not.

·7· · · ·Q.· ·Did Dr. Chambers perform any other surgeries on

·8· you?

·9· · · ·A.· ·No.

10· · · ·Q.· ·Why did you stop seeing him?· Why was your last

11· visit in October of 2018?· Why did you discontinue using

12· him as your primary gynecologist?

13· · · ·A.· ·I discontinued using Dr. Chambers because I

14· believed that over the seven years that we had a

15· doctor-patient relationship, he had tried very hard to

16· earn my trust.· He had asked me a lot of questions about

17· my childhood, about my past experiences, about any sexual

18· abuse, rape, things like that.

19· · · · · · And because he was my doctor, and such an intimate

20· one, I did feel that it was important for me to answer those

21· questions, as uncomfortable as it was to answer them.

22· · · · · · And so -- but it was the last visit that I did see

23· him for a second opinion on a breast lump.· I needed some

24· scans ordered, and he was friendly as usual, he greeted me

25· when he first came in, he had a nurse with him, he had two
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·1· student doctors.

·2· · · · · · His introduction was him telling that I was his

·3· patient who was ganged raped.· I definitely did not feel

·4· okay about that because these were student doctors that I

·5· had never met and that was something that I had told him in

·6· confidence, and I told him about that in detail too.

·7· · · · · · It had been years ago, but it was something that I

·8· had trusted him thinking that it was important for him to

·9· know for my sexual health, but also because he asked.

10· · · · · · And then in the exam, I was asked to undress

11· completely, even though that I knew that I was only there

12· for a breast exam, I was told to undress from the waist down

13· as well.

14· · · · · · So I just assumed that maybe it was -- that maybe

15· I was due for my Pap smear.· I wasn't really sure, but this

16· was a doctor's office, and I tried to comply as much as I

17· always do when I see a doctor.

18· · · · · · So, I undressed, I had a paper gown over my waist,

19· my legs, and then I had another one of those

20· paper-gown-shirt things that went over my chest.

21· · · ·Q.· ·Let me stop you there just to clarify a few

22· things.· Who told you to get undressed?

23· · · ·A.· ·The nurse.· The nurse told me to undress.

24· · · ·Q.· ·And that visit in October of 2018, your primary

25· reason for visiting was because you had concerns about a
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·1· breast lump?

·2· · · ·A.· ·Yes.· And I needed a second opinion -- I needed

·3· scans to be ordered.

·4· · · ·Q.· ·And there were -- so you undressed, you put on

·5· paper gowns, you were alone when you undressed and put on

·6· the paper gowns; is that correct?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·And then Dr. Chambers entered the room with --

·9· being accompanied by three other people?

10· · · ·A.· ·A nurse and two student doctors, all female.

11· · · ·Q.· ·Okay.· And then how did the exam proceed?· Did

12· you explain to him why you were there?

13· · · ·A.· ·Yes.· And so he did a breast exam.· He did a

14· breast exam, and he was just his, you know, usual

15· friendly, chatty self.· I don't remember exactly what he

16· was talking about during the exam.

17· · · · · · When he was giving me the exam, he had asked

18· about -- I had had implants since the last I saw him, so he

19· was asking me who was my doctor, how do I like them, and I

20· told him some of concerns that I had about them.

21· · · · · · He said, "Sit up so I can see them."

22· · · · · · And the two student doctors were definitely in the

23· room.· At this point, I don't remember if the nurse had

24· already left, but the two student doctors were still there.

25· · · · · · And he sat on the chair.· He had me sit up.· I was
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·1· naked under the paper gown, and he was giving me his opinion

·2· on my breasts, what he thought about them.

·3· · · · · · And after that, he asked -- so by this time, there

·4· were only the two student doctors remaining, and he

·5· specifically said, "Could you leave so I could speak with

·6· Angela privately."

·7· · · · · · So they left.· And I didn't object in that moment

·8· because, you know, this was my doctor.· I truly did trust

·9· him, and I thought that he always had my best interest in

10· mind.

11· · · · · · They left and I thought just maybe he wanted to

12· talk to me about something that was more private, maybe

13· something that did have to do with my past.· Unlike how he,

14· you know, immediately told them that I was raped, I thought

15· that maybe this time he wanted to, you know, keep my

16· confidence and talk to me in private.

17· · · · · · So, it was awkward being naked, but I just went

18· with it.· It was -- it's a very awkward situation to be in.

19· · · ·Q.· ·Patient B, let me interrupt.· So the gown had

20· not been pulled back down at this point when he asked the

21· student doctors to leave the room; is that correct?

22· · · ·A.· ·The waist, yeah, the gown that was over my

23· waist.· I was exposed from the waist up, but the waist --

24· I still had the paper gown from my waist covering the

25· lower part of my body.
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·1· · · ·Q.· ·Okay.· Thank you.

·2· · · ·A.· ·And after the student doctors left, he asked me

·3· if I had ever posed nude before.· I told him that I

·4· hadn't and was wondering why he would ask such a question

·5· like that.

·6· · · · · · And then he told me about his patients, him asking

·7· some of his patients to be models for him, and that this was

·8· for his ads.· He said that I wouldn't need to show my face,

·9· that was up to me.

10· · · · · · And I knew right off the bat that it was

11· incredibly inappropriate.· It was crossing so many ethical

12· boundaries.

13· · · · · · But, you know, when you're in that situation, it's

14· very -- it's very difficult to find the right words.· And

15· also, I was naked.· It's a very uncomfortable situation to

16· be in.

17· · · · · · And he told me that he could pay $25 per stock

18· photo.· You could do that for his ads.· But why wouldn't you

19· do that because he wants a real woman.· He wanted women who

20· had been through so much, just like I had been.

21· · · · · · He knew that I had some childhood trauma, he knew

22· that I had been raped as a teenager, he knew that I had

23· struggled sexually in my own intimate life because of the

24· rape, because of the trauma, because of the PTSD.

25· · · · · · He knew all of that, and he proceeded to tell
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·1· me -- to actually go on and on how, because of my past, this

·2· would be very empowering for me.· This would be the thing

·3· that could heal me because so many men have treated me a

·4· certain way growing up, and then, of course, the rape.

·5· · · · · · So this, with him, would be empowering for me to

·6· do.

·7· · · · · · I tried to steer the conversation away.· I don't

·8· remember everything I said, but I just remember how

·9· uncomfortable I felt.

10· · · · · · He pulled out his phone, he showed me a picture of

11· a model that he claims was one of his patients.· It was

12· filtered, the image that he showed me, much like the ones

13· that he has on his Instagram, and --

14· · · ·Q.· ·Patient B, what was -- do you remember what the

15· picture was of?· Was it --

16· · · ·A.· ·It was a woman who was naked, she was in a

17· squatting position, and kind of looking back like that

18· (indicating), but she was naked and she was squatting

19· and, you know, that's the best way I can describe it.

20· · · ·Q.· ·Okay.· Thank you.

21· · · ·A.· ·And he told me that if I do this project, that

22· I could not tell my husband.· He said I -- he would give

23· me copies of photos, because he said, "What woman

24· wouldn't want to have professional nude photos to give to

25· their husband.· But you cannot tell your husband who was
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·1· the photographer.· You cannot tell him where it was

·2· taken," and reminded me of that quite a few times.

·3· · · · · · And, you know, again, it was just a very -- you

·4· know, I knew since I had seen him last -- I mean, here he

·5· was saying he wanted real woman, and I knew that since I had

·6· seen him last, he did not know that I had laser hair

·7· removal, and somehow that just popped in my head as to kind

·8· of, you know, I had laser hair removal down there anyway.

·9· · · · · · And he said, "Stand up.· Let me see."

10· · · · · · So, I stood up and the gown that was covering my

11· waist dropped, and I just stood there like this

12· (indicating).· And he sat right there in the chair

13· (indicating), his little black chair, and he looked my body

14· up and down.· He looked right there at my vagina, but from

15· that view, and he said, "Perfect.· Even more perfect."

16· · · · · · And the conversation went on, it went on about the

17· empowerment, and again about how I couldn't tell my husband.

18· And, you know, I never repeated everything he was saying.

19· · · · · · And then he told me that his other patients really

20· enjoy it, and they get very seductive when he tells them to

21· fuck the camera.

22· · · · · · I remember at this point, he was not sitting.  I

23· was sitting on the bed, he was standing right here

24· (indicating), and I remember him doing the motions of fuck

25· the camera.· You know, I really felt that his point was, you

http://www.litigationservices.com


Page 18
·1· know, other women have done this, and this has been

·2· empowering for them, therefore, it should be empowering for

·3· you because you have been through so much.

·4· · · ·Q.· ·Patient B, you said that part of -- he told you

·5· that you can't tell your husband who the photographer is.

·6· And I believe you may have answered this question, but

·7· did he tell you who the photographer would be?

·8· · · ·A.· ·He told me that he was the photographer.· He

·9· told me that he took the pictures of patients.· He told

10· me he tells them to fuck the camera, and he said they get

11· really into it, which is fine, if other patients want to

12· do it, but not for me.

13· · · ·Q.· ·Did he offer you anything in exchange for

14· participating in this project?

15· · · ·A.· ·Yes.· He did say, "The gig pays $1,000."

16· · · ·Q.· ·What did you tell him about -- how did you

17· respond to this offer?

18· · · ·A.· ·I just remember responding in the way that I

19· respond when I'm nervous and uncomfortable, just kind of

20· trying to -- I didn't know what to do.· I was naked.  I

21· certainly didn't say yes.· I just kept saying ha, ha, ha,

22· you know.

23· · · · · · I just wanted it to be over, and the only way the

24· conversation finally ended -- and I would say this was a

25· fairly long conversation.· The way it ended was he told me
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·1· to text him with my answer, but he made it very clear, he

·2· said, "Do not text me with any details.· Just say, yes, I'm

·3· interested in doing the project, or, no, I am not interested

·4· in doing the project."· And again made it very clear, do not

·5· put any details in the text.

·6· · · ·Q.· ·So when the conversation was through, did

·7· Dr. Chambers leave the room?

·8· · · ·A.· ·The conversation was through after we agreed

·9· that I would text him my answer.· He left the room.

10· · · ·Q.· ·And did -- so what happened then?· Did you

11· dress?

12· · · ·A.· ·Then I got dressed, and I remember leaving --

13· walking out of the room.· I saw Chambers on my right,

14· standing at the counter in the back of the medical

15· office.· He was -- I would assume he was making notes in

16· my chart.· And it was a very friendly goodbye.· I left.

17· · · · · · And going down the elevator and out to my car, I

18· knew exactly what happened.· I knew what happened while the

19· conversation was going on.· And there's so many things I

20· wish I would have done or said instead.

21· · · · · · But it's a situation that's very hard to deal

22· with, even for myself, as a 35-year-old woman at that time,

23· knowing that it was inappropriate.

24· · · · · · This was my doctor that I trusted.· I mean, I

25· shared some of the most intimate details with him.· I talked
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·1· to him about my sex life -- I answered questions about my

·2· sex life, more like, but, you know, and just talking to him

·3· about things that I've gone through as a child.· I did.  I

·4· trusted him with a lot.

·5· · · ·Q.· ·Did you subsequently text him your decision?

·6· · · ·A.· ·Yes.· I was so disturbed that, not only did I

·7· call my sisters and a couple good friends right after it

·8· happened, I was in shock, I couldn't -- and it was

·9· disappointing to me too because I felt incredibly

10· betrayed and violated, and I did feel that, you know,

11· this was my doctor of seven years.

12· · · · · · Now not only did I have to find another doctor, I

13· -- who can I trust, there were a lot of feelings going

14· through my head.

15· · · · · · So, I saw my therapist, I and discussed it with

16· her.· And, of course, we discussed, and she agreed, that it

17· was incredibly inappropriate.· It was violating.· It was --

18· and I while I was in the therapist's office, I sent him the

19· text that I sent him, while I was in her office.

20· · · · · · And as I was leaving and going back out to my car

21· is when I received his response.

22· · · ·Q.· ·And what did your text to him say, if you can

23· remember or paraphrase?

24· · · ·A.· ·Something about how doing -- I feel that doing

25· this project would be highly unethical and that I'm not
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·1· interested and that I would be seeing another

·2· gynecologist.

·3· · · ·Q.· ·And do you remember -- can you summarize his

·4· response?

·5· · · ·A.· ·He said something along the lines that he

·6· didn't feel that it crossed patient boundaries, and that

·7· this is his only way that recruit models for his ads.

·8· Something along the lines of that.· And then he wished

·9· for continued good health and best wishes.

10· · · · · · He said that he was worried that he would lose

11· some patients over this.

12· · · ·Q.· ·Have you had other text discussions with

13· Dr. Chambers since then or prior?

14· · · ·A.· ·Yeah.· Prior, yes.

15· · · · · · The reason I got that number from him was because

16· there was an appointment -- I don't remember if it was for

17· birth control or my yearly Pap exam.· I don't remember, but

18· it wasn't a sexual consultation.

19· · · · · · But in that appointment, in response to questions

20· that he had asked, I was honest about having low libido, and

21· he prescribed some medicine for me.

22· · · · · · And he did message me -- or I don't remember if it

23· was that day or the next day, but just -- it only had to do

24· with the medication.· There was nothing inappropriate.

25· · · · · · And then he messaged me on another occasion before
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·1· this last experience with him asking me to vote for him for

·2· the top doctor awards, which I did, and this was before all

·3· of that happened.

·4· · · · · · And then after -- after his last message to me

·5· where he said that he didn't think it was violating the

·6· professional boundaries, I did receive a message shortly

·7· after that when my scans came back, and he told me that he

·8· received my scans and he told me the results of them and

·9· asked me what I wanted him to do with them.

10· · · · · · And I responded, basically, just saying something

11· along the lines of, I picked up my scans, and I'm seeing a

12· different gynecologist.

13· · · ·Q.· ·Thank you.· Are you -- do you -- have you ever

14· met Dr. Chambers's ex-wife?

15· · · ·A.· ·I've never met Dr. Chamber's ex-wife.

16· · · ·Q.· ·Thank you.

17· · · · · · MS. MOONEYHAN:· I have no further questions.

18· · · · · · HEARING OFFICER GHUSIN:· Thank you.

19· · · · · · Dr. Chambers?

20· · · · · · · · · · ·CROSS-EXAMINATION

21· BY DR. CHAMBERS:

22· · · ·Q.· ·Good morning.· You said I asked you to take

23· pictures for my ad.· Did I ask you or did you ask me

24· about the ad yourself?

25· · · ·A.· ·Oh, you asked me, and you know that.· If there
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·1· ever was such an ad.

·2· · · ·Q.· ·You said I repeatedly asked you about sexual

·3· issues, your childhood, and rape.· Was there a basis for

·4· that?

·5· · · ·A.· ·You didn't ask it -- in that particular exam,

·6· you were asking me about my orgasms, how strong they

·7· were, favorite sex positions, were my orgasms clitoral,

·8· were they vaginal, but --

·9· · · ·Q.· ·Why would I --

10· · · ·A.· ·-- prior to that, years back, yes, you did ask

11· me about my past, and I answered thinking that maybe this

12· was important for you to know because you were taking

13· care of such an intimate, you know, part of me, I guess.

14· · · ·Q.· ·Why would I, just out of blue, ask you that?

15· Did you see me or --

16· · · · · · MS. MOONEYHAN:· Objection, Your Honor.· Calls

17· for speculation.

18· · · · · · HEARING OFFICER GHUSIN:· Let him finish asking

19· the question.

20· BY DR. CHAMBERS:

21· · · ·Q.· ·Was there a reason why I asked that question?

22· · · ·A.· ·Which question?

23· · · ·Q.· ·About you orgasms and --

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Chambers,

25· I'm going to sustain the objection.· It does call for
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·1· speculation.

·2· · · · · · Unless Patient B knows the answer to that, it's

·3· not speculation.

·4· · · · · · DR. CHAMBERS:· Okay.· I'll try it another way.

·5· BY DR. CHAMBERS:

·6· · · ·Q.· ·Did you ever see me for a sexual health

·7· consultation?

·8· · · ·A.· ·Never.

·9· · · ·Q.· ·Never?

10· · · ·A.· ·No.· Was it brought up in exams?· Yes.· You

11· would bring it up.

12· · · · · · And when you would ask me, how about this, how

13· about that, I would respond honestly because I trusted you

14· and would tell you.· I would give you answers to it.

15· · · · · · And that's -- there was a cream that was

16· prescribed to me, for my sex life.

17· · · ·Q.· ·Would you please turn to section 7.

18· · · · · · MS. MOONEYHAN:· Patient B, there's the binder.

19· BY DR. CHAMBERS:

20· · · ·Q.· ·There's a binder, section 7, NSBME 0105.

21· Section 7, page number 0105.

22· · · ·A.· ·(Witness complied).

23· · · ·Q.· ·Can you read the date on that page?

24· · · ·A.· ·April (inaudible), 2015.

25· · · ·Q.· ·And what does the chief complaint say?
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·1· · · · · · THE REPORTER:· I'm sorry, Ms. Witness.  I

·2· didn't catch your answer.

·3· · · · · · THE WITNESS:· April 27th, 2015.

·4· · · · · · THE REPORTER:· Thank you.

·5· BY DR. CHAMBERS:

·6· · · ·Q.· ·And what does the chief complaint say?

·7· · · ·A.· ·Well, you wrote "sexual health," but I'm not

·8· saying that wasn't discussed, but I never made an

·9· appointment just for sexual health.

10· · · · · · That doesn't mean that I -- that you hadn't run

11· some blood work or things like that.

12· · · · · · Why would I make an appointment for sexual health?

13· · · ·Q.· ·All right.

14· · · · · · DR. CHAMBERS:· Ms. Ghusin, is it okay if I read

15· the history of present illness from this visit?

16· · · · · · MS. MOONEYHAN:· Your Honor, I just question the

17· relevance.

18· · · · · · DR. CHAMBERS:· The relevance is she has accused

19· me of some salacious things.· She's denied seeing me for

20· sexual health consultation, and there's a note here that

21· clearly shows that.

22· · · · · · HEARING OFFICER GHUSIN:· I'm going to allow it.

23· · · · · · DR. CHAMBERS:· Thank you.· Okay.

24· · · · · · MS. MOONEYHAN:· So just to clarify, he's going

25· to read this into the record?· Is that --
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·1· · · · · · HEARING OFFICER GHUSIN:· Okay.· In fact,

·2· Dr. Chambers, why don't you have Patient B read to

·3· herself, and then you could question her about that.

·4· BY DR. CHAMBERS:

·5· · · ·Q.· ·You able to read it?· My writing?

·6· · · ·A.· ·Your handwriting is atrocious.· No.

·7· · · ·Q.· ·Okay.

·8· · · · · · DR. CHAMBERS:· Do you have a copy of motion

·9· where I objected to their identities being kept

10· confidential?

11· · · · · · MS. MOONEYHAN:· I do not.

12· · · · · · DR. CHAMBERS:· Because that was submitted in

13· that motion, this entire paragraph.· It was typed, and

14· she would be able to read it more clearly.

15· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan --

16· · · · · · THE WITNESS:· I don't mind --

17· · · · · · HEARING OFFICER GHUSIN:· -- do you see a way

18· around this?

19· · · · · · MS. MOONEYHAN:· I can get a copy of the motion.

20· · · · · · HEARING OFFICER GHUSIN:· Let me see if I have

21· it here.

22· · · · · · MS. FUENTES:· It should be in the pleadings

23· binder.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.

25· · · · · · THE WITNESS:· Whatever this is, I'm not denying
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·1· this.· You would always talk to me about my sexual

·2· health.· You would talk to me about all those things.

·3· And in response, I was honest with you.

·4· BY DR. CHAMBERS:

·5· · · ·Q.· ·Well, don't deny it.· I want you to read it and

·6· fully understand it to show the --

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on,

·8· everyone.

·9· · · · · · Okay, Patient B, you don't have to read it out

10· loud.· Let's see if we could get this to work.· Did you

11· already read the whole thing out loud, Patient B?

12· · · · · · THE WITNESS:· Did I read what he wrote?

13· · · · · · HEARING OFFICER GHUSIN:· Yeah.· Because we're

14· trying to keep it confidential.

15· · · · · · DR. CHAMBERS:· She read what she could

16· identify, but didn't read everything.

17· · · · · · THE WITNESS:· Um --

18· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on.

19· · · · · · MR. WHITE:· She's trying to refresh her

20· recollection; right?

21· · · · · · HEARING OFFICER GHUSIN:· Okay.· And he's not

22· familiar, of course, with the rules of evidence.

23· · · · · · MR. WHITE:· Yeah.

24· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, we're

25· having a little discussion about the purpose of your
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·1· questioning, and are you just trying to refresh her

·2· recollection?

·3· · · · · · DR. CHAMBERS:· Correct.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's see if we

·5· could find it just so she can take a quick look at it,

·6· and you can ask questions about it.· Okay?

·7· · · · · · DR. CHAMBERS:· Thank you.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.· One moment.

·9· · · · · · Dr. Chambers, do you specifically remember

10· where we may find it?

11· · · · · · DR. CHAMBERS:· I'm actually looking right now.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.

13· · · · · · DR. CHAMBERS:· It was in the motion to -- the

14· motion that I wrote to suppress maintaining their

15· confidentiality, as they were giving media interviews,

16· one of them, with their real first name and last initial.

17· · · · · · HEARING OFFICER GHUSIN:· Okay.

18· · · · · · MS. MOONEYHAN:· Will you state the date that

19· that was filed?

20· · · · · · DR. CHAMBERS:· It was the last one before

21· Ms. Ghusin rendered her decision.

22· · · · · · HEARING OFFICER GHUSIN:· It's right here.· It's

23· 27, page 3 of the case file pleadings.· Tab 27, page 3.

24· · · · · · If we could put that in front of Patient B.

25· · · · · · MS. MOONEYHAN:· We don't a copy of all the
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·1· pleadings, but I believe Dr. Chambers has a copy.

·2· · · · · · DR. CHAMBERS:· I can't find it.

·3· · · · · · MS. MOONEYHAN:· Can we take a five-minute

·4· break, and I can access the document?

·5· · · · · · HEARING OFFICER GHUSIN:· Sound good.· Thank

·6· you.

·7· · · · · · (Recess from 10:17 A.M. to 10:26 A.M.)

·8· · · · · · HEARING OFFICER GHUSIN:· Back on the record in

·9· the matter of Dr. George Chambers.· We took a brief

10· break.

11· · · · · · Ms. Mooneyhan?

12· · · · · · MS. MOONEYHAN:· Thank you, Your Honor.

13· · · · · · I believe that Dr. Chambers was referring to a

14· document that was filed in this matter on April 17th,

15· 2023, that was titled "Reply to the IC's Opposition to

16· Respondent's Motion" --

17· · · · · · HEARING OFFICER GHUSIN:· Agree.

18· · · · · · MS. MOONEYHAN:· -- and the Investigative

19· Committee's Motion to Protect Patient Likenesses.

20· · · · · · I printed a copy, and Dr. Chambers did look at

21· it.· It does appear to be the document that he was

22· talking about.

23· · · · · · I'm going to hand it to Patient B, but I would

24· ask -- I would just like to make it clear for the record

25· that Patient B -- I believe she can read this to herself
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·1· and --

·2· · · · · · HEARING OFFICER GHUSIN:· Yes.

·3· · · · · · MS. MOONEYHAN:· -- not loud, and we -- he can

·4· ask her if it refreshes her recollection.

·5· · · · · · HEARING OFFICER GHUSIN:· I totally agree.

·6· That's why -- the whole purpose of this exercise.

·7· BY DR. CHAMBERS:

·8· · · ·Q.· ·Please look at page 3, line number 9, and read

·9· that paragraph, please, to yourself.

10· · · ·A.· ·Page 3, number 9?

11· · · ·Q.· ·Yes.· Line 9.

12· · · ·A.· ·I can read it.

13· · · ·Q.· ·Okay.· Is that what we discussed?

14· · · ·A.· ·You know, it was a long time ago, but I can't

15· say there's not truth to this.

16· · · · · · We would discuss a lot of things about my sexual

17· health, and I would answer honestly.

18· · · ·Q.· ·Okay.

19· · · ·A.· ·And I don't think there's anything wrong with

20· that.· I was your patient.

21· · · ·Q.· ·Okay.· Your memory is very good a minute ago,

22· but you're telling me you don't remember making these

23· statements?

24· · · ·A.· ·I'm not --

25· · · · · · MS. MOONEYHAN:· Your Honor --
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·1· · · · · · THE WITNESS:· -- I just said --

·2· · · · · · HEARING OFFICER GHUSIN:· One at a time please.

·3· · · · · · THE WITNESS:· -- there isn't any untruth to

·4· this.

·5· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on,

·6· please.

·7· · · · · · Ms. Mooneyhan, did you say something?

·8· · · · · · MS. MOONEYHAN:· Yes.· I believe that misstates

·9· the patient's testimony.

10· · · · · · DR. CHAMBERS:· Okay.

11· BY DR. CHAMBERS:

12· · · ·Q.· ·You had a vivid memory about ten minutes ago,

13· but you're saying you cannot look at this statement and

14· say that we had this discussion?

15· · · · · · MS. MOONEYHAN:· Same objection, Your Honor.

16· She answer the question to the extent --

17· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm going to

18· sustain it.

19· · · · · · I'm going to allow a little latitude.· Patient

20· B seems willing to have this discussion.· It's up to

21· Patient B.

22· · · · · · Ms. Mooneyhan, I know you've tried to run

23· interference little bit.

24· · · · · · Patient B, if you could just answer the

25· question.· I know it sounds like you have things to say.
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·1· That's your personal choice.· Okay?

·2· · · · · · Dr. Chambers, I know you're not an attorney, do

·3· the best you can with phrasing the question.

·4· · · · · · DR. CHAMBERS:· Okay.

·5· · · · · · HEARING OFFICER GHUSIN:· And we'll try to get

·6· through this, Ms. Mooneyhan.· Okay?

·7· BY DR. CHAMBERS:

·8· · · ·Q.· ·Does that look like an accurate assessment of

·9· what we had talked about?

10· · · ·A.· ·It looks like something that I would have said,

11· because when I read it, it's the truth.

12· · · ·Q.· ·Okay.

13· · · ·A.· ·I know that this is how I feel.· This is how I

14· feel about my sexual struggles.

15· · · ·Q.· ·Okay.

16· · · ·A.· ·This is not -- there's -- I would have not not

17· said any of this, just like I'm saying this now.· So,

18· this is the truth I trusted you with.

19· · · ·Q.· ·So, you said you didn't have a sexual health

20· consult, yet on that date, I reported an entire paragraph

21· full of those statements.

22· · · · · · You were diagnosed.· I prescribed medications,

23· which you subsequently took.

24· · · · · · You talk about the concept of mindfulness,

25· self-esteem, and acknowledgement of your strong sense of
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·1· sexuality.

·2· · · · · · Do you disagree with that?

·3· · · ·A.· ·I agree that a woman should have a strong sense

·4· of her sexuality and high self-esteem, and you made it

·5· all worse.

·6· · · ·Q.· ·Okay.· You did a -- you did a video interview

·7· for a media outlet, which I ran across on TikTok, and you

·8· said something to the effect that other doctors would ask

·9· about your libido, but that was not good enough for

10· Dr. Chambers.· What do you mean by that?

11· · · · · · MS. MOONEYHAN:· Objection, Your Honor.· This is

12· beyond the scope of what we're talking about in this

13· proceeding.

14· · · · · · We are were talking about the treatment this

15· patient received from Dr. Chambers, not her alleged

16· participation in any media.

17· · · · · · DR. CHAMBERS:· Well, it goes to ability and

18· what we are discussing.· She stated that other doctors

19· would not go into what was discussed or wouldn't ask more

20· details.

21· · · · · · She saw me for a sexual health consultation --

22· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm going to

23· sustain the objection.· I will allow you to ask limited

24· question/answer without in-depth discussion about this.

25· Okay?
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·1· · · · · · DR. CHAMBERS:· Can I rephrase the question?

·2· · · · · · HEARING OFFICER GHUSIN:· Yes.

·3· BY DR. CHAMBERS:

·4· · · ·Q.· ·Have you discussed with anyone my questioning

·5· about your libido in a detailed fashion?

·6· · · ·A.· ·What do you mean have I discussed it with

·7· anyone?

·8· · · ·Q.· ·Have you had a discussion with anybody about me

·9· asking about you about your libido?

10· · · ·A.· ·About how you would ask what my favorite

11· position was?

12· · · ·Q.· ·Correct.

13· · · ·A.· ·About you would ask if I preferred clitoral or

14· vaginal orgasms?

15· · · ·Q.· ·Correct.

16· · · ·A.· ·All of that?

17· · · ·Q.· ·Correct.

18· · · ·A.· ·Have I discussed that with anyone else?

19· Absolutely.· It's the truth.

20· · · ·Q.· ·Okay.· So when you -- did you make any attempts

21· to say that I questioned you about your sexuality without

22· basis?

23· · · ·A.· ·You would not wait until I asked a question.

24· You were just firing these questions -- I remember how

25· awkward I felt sitting there, feeling like I had to
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·1· answer these questions.

·2· · · · · · They were not just simple questions, such as how's

·3· your sex life?· How's your libido?· They were very, very

·4· detailed questions.

·5· · · · · · And, again, that -- at the end of the day, isn't

·6· that why you wanted me to pose nude for you to empower me?

·7· · · ·Q.· ·You're making assertions and you're making

·8· speculations.

·9· · · · · · On April 27th, 2015, when we talked about your

10· sexual health, what was the reason for me to go into your

11· sex life in details the way I did?

12· · · · · · MS. MOONEYHAN:· Objection, Your Honor.  I

13· believe the patient as already answered this question,

14· repeatedly.

15· · · · · · DR. CHAMBERS:· Your Honor, she's --

16· · · · · · HEARING OFFICER GHUSIN:· Let's ask a yes or no

17· question and move on.

18· · · · · · DR. CHAMBERS:· Okay.

19· · · · · · HEARING OFFICER GHUSIN:· So I'm going to

20· overrule it.

21· · · · · · And Patient B, go ahead and just answer yes or

22· no, and we can get on to the next question.

23· BY DR. CHAMBERS:

24· · · ·Q.· ·Did I have a reason to ask you those detailed

25· questions?
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·1· · · ·A.· ·In that --

·2· · · ·Q.· ·In reference to why you saw me?· Yes or no.

·3· · · ·A.· ·I believe that you asked me those questions

·4· because --

·5· · · · · · DR. CHAMBERS:· Your Honor, wound you please

·6· advise her to answer yes or no --

·7· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan --

·8· · · · · · DR. CHAMBERS:· -- instead of speculating.

·9· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan, do you

10· have anything to add?

11· · · · · · MS. MOONEYHAN:· Well, Your Honor, she's trying

12· to answer his question, and --

13· · · · · · HEARING OFFICER GHUSIN:· I know.· She is

14· expounding on it, and it is a tenuious situation because

15· Patient B has more to offer.

16· · · · · · MS. MOONEYHAN:· And it wasn't a yes or no

17· question; he's asking her to speculate on his reason for

18· why he did something.

19· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, go ahead

20· and ask your question again, please.

21· BY DR. CHAMBERS:

22· · · ·Q.· ·Did I have a reason to ask you more about your

23· sexual preferences and your sex life and your libido on

24· April 27, 2015?

25· · · ·A.· ·Did you?· What was the reason?
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·1· · · · · · DR. CHAMBERS:· Your Honor --

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· Patient B, that

·3· is a yes or no question.

·4· · · · · · THE WITNESS:· I mean, I don't know what his

·5· reason would have been.

·6· · · · · · HEARING OFFICER GHUSIN:· Okay.· Okay.

·7· · · · · · DR. CHAMBERS:· Okay.

·8· · · · · · THE WITNESS:· I mean, I could tell you what I

·9· think his reason was.

10· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on.· So

11· we're at a disadvantage since he's not represented.

12· · · · · · Ms. Mooneyhan, your witness wants to volunteer

13· more; correct?

14· · · · · · MS. MOONEYHAN:· Well, --

15· · · · · · DR. CHAMBERS:· Well, the problem here is she

16· cannot publicly read that paragraph, and I am trying my

17· best to respect her privacy and pose a question, but

18· instead of answering, she's grandstanding and --

19· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's not

20· characterize, Dr. Chambers.· Okay?

21· · · · · · DR. CHAMBERS:· Yeah, but it seems like that is

22· what she's doing, to me.

23· · · · · · And I understand I'm walking a very fine line.

24· She's woman.· I'm man.· I cannot appear aggressive.· I'm

25· walking a very tight rope here.
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·1· · · · · · HEARING OFFICER GHUSIN:· Let's just move ahead,

·2· Dr. Chambers.

·3· · · · · · Ms. Mooneyhan, let's see what we can do moving

·4· forward.· And if Patient B, she seems uncomfortable in

·5· answering a question, you make an objection.

·6· · · · · · Let's keep it within the scope of this hearing,

·7· not what's out there, beyond the scope of this hearing.

·8· Okay?

·9· · · · · · DR. CHAMBERS:· Okay.

10· · · · · · HEARING OFFICER GHUSIN:· I think we're starting

11· to slob through right now.

12· · · · · · So, Dr. Chambers, you need to be able to put

13· your case on, and I want you to do that.· Go ahead and

14· ask your question, and let's try to get through this.

15· · · · · · DR. CHAMBERS:· Tell you what.· This is going to

16· be an adversarial witness, and I don't want to argue with

17· her.· It's going to become a he said/she said situation.

18· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, you

19· could make your argument later about this.· This let's go

20· ahead and question Patient B.

21· · · · · · DR. CHAMBERS:· Okay.· So with that said, I have

22· no further questions for this witness.

23· · · · · · HEARING OFFICER GHUSIN:· At this point?

24· · · · · · DR. CHAMBERS:· At this point.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.· Are you --
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·1· · · · · · DR. CHAMBERS:· But I would like her back on

·2· June 1st, if necessary.· If that's okay with,

·3· Ms. Mooneyhan.

·4· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, I'm

·5· going to ask you if you're sure.· You don't have any more

·6· questions?

·7· · · · · · DR. CHAMBERS:· I'm going to rest the questions

·8· of her at this point, because it's becoming argumentative

·9· and, again, it's going into a he said/she said, and given

10· the tight rope I have to walk, I don't want to walk that

11· rope today.

12· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan?

13· · · · · · MS. MOONEYHAN:· May I ask questions on

14· redirect, Your Honor?

15· · · · · · HEARING OFFICER GHUSIN:· Of course.

16· · · · · · · · · · REDIRECT EXAMINATION

17· BY MS. MOONEYHAN:

18· · · ·Q.· ·Patient B, with respect to the record that the

19· respondent asked you to look at of a visit on April 27th,

20· 2015, have you ever seen that record before today?

21· · · ·A.· ·No.

22· · · ·Q.· ·Did Dr. Chambers ask you to read it and verify

23· at that time?

24· · · ·A.· ·At the time of my appointment, no.

25· · · ·Q.· ·Did you have any control about how he
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·1· characterized your visit?

·2· · · ·A.· ·No control.

·3· · · · · · MS. MOONEYHAN:· No further questions, Your

·4· Honor.

·5· · · · · · DR. CHAMBERS:· I'd like to redirect.

·6· · · · · · HEARING OFFICER GHUSIN:· You may.

·7· · · · · · · · · · RECROSS-EXAMINATION

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·Have you been to any physician's office where

10· they let your read the notes at the end of the visit?

11· · · ·A.· ·A couple.· A couple notes, but I'm not sure if

12· those notes are their personal notes or -- do you mean

13· with the diagnosis and --

14· · · ·Q.· ·Yes.

15· · · ·A.· ·Yes.

16· · · ·Q.· ·I have never seen that.

17· · · ·A.· ·I could list --

18· · · ·Q.· ·Number two, of all the visits that you had with

19· me, have you ever looked at any of the documents I've

20· made about you at the end?

21· · · ·A.· ·No.

22· · · · · · DR. CHAMBERS:· Thank you very much.

23· · · · · · HEARING OFFICER GHUSIN:· Just one moment.

24· · · · · · For clarification, Ms. Mooneyhan, as far as the

25· complaint goes with respect to Patient B.· It seems very
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·1· limited.

·2· · · · · · NRS 630.301, sub 7, engaging in conduct that

·3· violates the trust of a patient -- and correct me if I'm

·4· wrong -- it's limited to the alleged solicitation of

·5· photographs for money?

·6· · · · · · MS. MOONEYHAN:· That's correct, Your Honor.

·7· · · · · · HEARING OFFICER GHUSIN:· And that's it for

·8· Patient B?

·9· · · · · · MS. MOONEYHAN:· Correct.

10· · · · · · Your Honor, I would point out that there's also

11· a charge -- Count VII also regards a continual failure to

12· practice medicine properly, and Count VIII is regarding

13· engaging in disreputable conduct, and those do

14· encompass --

15· · · · · · HEARING OFFICER GHUSIN:· A, B, and C.

16· · · · · · MS. MOONEYHAN:· -- the counts alleged with all

17· three patients.· So --

18· · · · · · HEARING OFFICER GHUSIN:· Right.

19· · · · · · MS. MOONEYHAN:· -- Patient B is encompassed in

20· that.

21· · · · · · HEARING OFFICER GHUSIN:· Thank you.

22· · · · · · In considering the scope of the question.· Just

23· hang in there.· I may ask a couple of questions.

24· · · · · · I'm good.

25· · · · · · Thank you very much for your time, Patient B.
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·1· · · · · · THE WITNESS:· Thank you.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· And,

·3· Ms. Mooneyhan, you heard Dr. Chambers's request that she

·4· be available for recall on June 1st; correct?

·5· · · · · · MS. MOONEYHAN:· I did hear that, and I would

·6· just like to -- if you would, you know, if we could make

·7· it clear to Dr. Chambers that any rebuttal evidence needs

·8· to rebut evidence that was presented today.· No new

·9· matters may be explored on June 1st with this patient.

10· · · · · · DR. CHAMBERS:· That's correct.

11· · · · · · HEARING OFFICER GHUSIN:· Perfect.· Thank you

12· all.

13· · · · · · You're excused and have a good rest of your

14· day, Patient B.

15· · · · · · THE WITNESS:· Thank you.· Is it okay if I just

16· add something?

17· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan and

18· Dr. Chambers --

19· · · · · · Hold on a second.

20· · · · · · -- you may need a sidebar.

21· · · · · · In the context of what?· You have more to say?

22· · · · · · THE WITNESS:· Because --

23· · · · · · MS. MOONEYHAN:· If you have any clarification

24· of the areas that we've explored today, what area do you

25· look explore?
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·1· · · · · · THE WITNESS:· Well, it's because Dr. Chambers,

·2· I know wants me to read this out loud, and what this is

·3· discussing is that -- is my issues with having sex.

·4· · · · · · HEARING OFFICER GHUSIN:· Patient B, I'm going

·5· to cut you off here, because if there are any other

·6· questions and answers, that would be acceptable.

·7· · · · · · But just to have Patient B discuss the

·8· situation or testify without any questions is not

·9· appropriate.

10· · · · · · MS. MOONEYHAN:· Understood.· Thank you.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.

12· · · · · · Thank you, Patient B.

13· · · · · · All right.· I know we just took a break.· It's

14· a quarter to eleven, are we good to move forward with the

15· next witness or would you like a break at this time?

16· · · · · · MS. MOONEYHAN:· I'm okay to continue.· I defer

17· to Mr. White, who will be questioning our next witness.

18· · · · · · MR. WHITE:· I'm ready to go.

19· · · · · · (Sotto voce discussion between Hearing

20· · · · · · Officer Ghusin and Dr. Rafael.)

21· · · · · · HEARING OFFICER GHUSIN:· As discussed before,

22· Dr. Rafael indicated that he may know me, and I indicated

23· that I recognized his name, as I think expressed earlier

24· in this case, possibly because we live in Reno, possibly

25· because of mutual friends, and possibly because of my
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·1· family.

·2· · · · · · And it is because of that.· It was many years

·3· ago.

·4· · · · · · And, Dr. Chambers, you had indicated that you

·5· are fine with that and that is divulged?

·6· · · · · · DR. CHAMBERS:· I am.

·7· · · · · · HEARING OFFICER GHUSIN:· Do you waive -- I

·8· don't believe there is any conflict, but do you waive any

·9· potential conflict?

10· · · · · · DR. CHAMBERS:· I do.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you very

12· much.

13· · · · · · MR. WHITE:· Thank you.

14· · · · · · (The oath was administered.)

15· · · · · · THE WITNESS:· I do.

16· · · · · · · · · · ·DIRECT EXAMINATION

17· BY MR. WHITE:

18· · · ·Q.· ·Please state your first and last name and

19· spell --

20· · · ·A.· ·Richard Rafael, R-A-F-A-E-L.

21· · · ·Q.· ·Okay.· I'm just going to ask you to let me

22· finish my question, and then you can answer.· The court

23· reporter can only --

24· · · ·A.· ·Yes, sir.

25· · · ·Q.· ·-- take down one of us at time.· Or take down
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·1· one of our voices.· Make sense?

·2· · · ·A.· ·Absolutely.

·3· · · ·Q.· ·Thanks.· Are you currently employed?

·4· · · ·A.· ·I am currently employed, yes.

·5· · · ·Q.· ·Okay.· What do you do?

·6· · · ·A.· ·I am a -- I review charts for peer review for

·7· the Nevada State Board of Medical Examiners.· I also

·8· volunteer, for which I'm not paid, at the Student

·9· Outreach Clinic at UNR, so I teach medical students.

10· · · ·Q.· ·I'm going to stop you there.· What do you teach

11· them?

12· · · ·A.· ·I am a clinical professor of obstetrics and

13· gynecological.· We see patients in clinical studies, so I

14· review their cases with them, review the write-ups.

15· · · ·Q.· ·Are you retired now also?

16· · · ·A.· ·Yes, I am retired from 32 years of practice of

17· an OB-GYN.

18· · · ·Q.· ·Okay.· When did you retire?

19· · · ·A.· ·I retired in December 31st, 2018.

20· · · ·Q.· ·Is that when you started working for UNR

21· Medical?

22· · · ·A.· ·It was approximately six months later, I

23· believe, I started working for them.

24· · · ·Q.· ·And what was your profession when you had your

25· practice?
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·1· · · ·A.· ·I am a board-certified

·2· obstetrician-gynecologist.· I'm a member of ACOG,

·3· American College of Obstetricians and Gynecologists.  I

·4· had my own private solo practice for the 32 years.

·5· Previous to that, I did my residency in New England, at

·6· Mount Sinai Hospital in Hartford, Connecticut.

·7· · · ·Q.· ·Are you licensed in Nevada?

·8· · · ·A.· ·Yes, sir.

·9· · · ·Q.· ·How long have been licensed in Nevada?

10· · · ·A.· ·I was licensed from 1986 until 2018, which I

11· believe is 32 years.

12· · · ·Q.· ·Are you still currently licensed?

13· · · ·A.· ·Yes, sir.

14· · · ·Q.· ·Okay.· So you didn't let your license go in

15· 2018?

16· · · ·A.· ·No, sir.

17· · · ·Q.· ·Okay.· You just mentioned that you're certified

18· also by the American Board of -- and that's the American

19· Board of Obstetrics and Gynecological?

20· · · ·A.· ·Yes, sir.

21· · · ·Q.· ·Okay.· Is that what we also refer to as ABOG?

22· · · ·A.· ·Correct.

23· · · ·Q.· ·What is the difference between ABOG and ACOG,

24· which is the American College?

25· · · ·A.· ·Correct.· They changed their name.· But the
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·1· American College is the probably premiere congress of

·2· obstetricians and gynecologists and principally used for

·3· teaching and up-to-date information.

·4· · · ·Q.· ·Okay.· Is it fair to say that is the

·5· prestigious professional association?

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·And it contains members?

·8· · · ·A.· ·Yes, sir.

·9· · · ·Q.· ·So ACOG -- are you a member of ACOG?

10· · · ·A.· ·Yes, sir.

11· · · ·Q.· ·Okay.· Now, do you have other important

12· certifications or qualifications related to practice of

13· gynecological?

14· · · ·A.· ·Well, you if you review my CV, you'll see that

15· I have approximately 190 various courses that I've taken.

16· · · ·Q.· ·We will get to that.· Are you a fellow?

17· · · ·A.· ·Yes, I'm a fellow in the American Congress of

18· Obstetricians and Gynecologists.

19· · · ·Q.· ·Prior to your retirement, describe your

20· practice.

21· · · ·A.· ·I initiated my practice in 1986.· I did

22· obstetrics and gynecological.· I was part of the

23· community here in Reno.

24· · · · · · I delivered babies both at St. Mary's and at

25· Washoe, and did major and minor surgeries at both St. Mary's
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·1· and Washoe, which became Renown.

·2· · · · · · During that time, I was the president of Washoe

·3· County Medical Society, and served in a number of aspects

·4· with the Washoe County Medical Society.

·5· · · · · · I also sat on the board of HAWC, which became the

·6· Community Health Alliance, in various committees on HAWC.

·7· · · ·Q.· ·Just for clarification, HAWC is H-A-W-C?

·8· · · ·A.· ·Yes.· Correct.

·9· · · ·Q.· ·Okay.

10· · · ·A.· ·Health Access Washoe County, federally funded

11· and, it's mission is to serve underserved patients in the

12· area.

13· · · ·Q.· ·How long did you work with HAWC?

14· · · ·A.· ·Good question.· I'd have to check that, but I'm

15· sure it was for a number of years.· I started their main

16· charity and that continues throughout today.

17· · · ·Q.· ·Did you work with other OB-GYNs, and in what

18· aspect?

19· · · ·A.· ·Well, I would say the obstetrics and

20· gynecological community, it's a very collegial community.

21· · · · · · So, during those 32 years, you have call groups,

22· some were large, some were small, some would change.· So we

23· would see each other at meetings, college meetings.· We

24· would review charts.· I had good, collegial acquaintances.

25· I valued my fellow OB-GYNs.· We helped each other.
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·1· · · · · · When I started, if someone came in labor and

·2· delivery, each one of us was on call every night, we would

·3· do deliveries without pay.· That was part of our community

·4· duty.

·5· · · · · · So all in all, I valued my relationship with my

·6· fellow OB-GYNs.· We had a good maternal fetal medicine

·7· specialists.· We had wonderful, fantastic GYN oncologists.

·8· We had terrific reproductive endocrinologists, so we all

·9· work closely together, help each other out.· If you're

10· walking down the halls in labor and delivery, you would do

11· that for free, which would be not charged, we were there to

12· take care of patients to the best of our abilities.

13· · · ·Q.· ·Did you have -- you were in a group -- or you

14· said a "call group," let me specify.

15· · · · · · Were you part of a group or did you have a solo

16· practice?

17· · · ·A.· ·I had a solo practice.· I started my practice

18· solo, and I ended my practice solo.

19· · · ·Q.· ·And how did you become -- describe to us what a

20· call group is and how did you become a part of it?

21· · · ·A.· ·Well, for example, the first call you might

22· have with two other OB-GYNs, and we had similar

23· practices, we would deliver approximately 15 to 20

24· patients.

25· · · · · · Obviously, you need some time off or you need to
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·1· go out of town to a meeting, so we would share weekend

·2· calls.· I would be on one weekend; the other two would be on

·3· other weekends.· We would call each other for C-sections or

·4· GYN assistance.

·5· · · ·Q.· ·How did you become a member of the call group?

·6· · · ·A.· ·I think it's just you are obviously attracted

·7· to other people that have similar practices, and over

·8· time, some people would retire, so you would pick up new

·9· individuals.· Or someone would retire from obstetrics,

10· so, you know, generally people you enjoyed working with

11· and had similar philosophies.

12· · · ·Q.· ·Was there some trust involved too?

13· · · ·A.· ·Absolutely.

14· · · ·Q.· ·Can you briefly describe what a typical work

15· week might look like when you were practicing?

16· · · ·A.· ·Okay.· I would probably be up at six o'clock,

17· you know, and at seven o'clock, do rounds.

18· · · · · · Often Mondays and Tuesdays are general surgery, so

19· you would book surgery, say, at 7:30.

20· · · · · · Prior to that, you would do a thorough history and

21· physical, that would be dictated to the hospital.

22· · · · · · You would meet your patient in preop, go over any

23· questions they had, confirmed informed consent, identify the

24· surgery, see if there there's anything that has changed

25· since the time you had seen them last.
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·1· · · · · · You take the patient into surgery, perform the

·2· surgery, take the chart, dictate the chart, check with them

·3· in post-op care.

·4· · · · · · Then if you had a second surgery or third surgery,

·5· that would generally follow.· If not, you would be over at

·6· the office seeing scheduled patients.· And those patients

·7· could be obstetrics.

·8· · · · · · On a real busy day, you might see 30 obstetrics

·9· patients.· That's a big day -- was a big day for me.· You

10· would see cases for GYN, gynecology surgery, some annuals.

11· · · · · · And my practice, it included adolescence, ladies

12· in their midlife, pre-menopausal, post-menopausal, and

13· elderly patients.

14· · · · · · I accepted TRICARE, I accepted all government

15· insurances, I accepted Medicaid, as well as private

16· insurances.

17· · · ·Q.· ·Thank you.· Do you keep up to date with all the

18· materials out there regarding obstetrics and gynecology?

19· · · ·A.· ·Yes, I do.· I find retirement pretty boring.

20· My usual day is to get up at 6:30 or 7:00, have

21· breakfast, and this has afforded me a great time to read.

22· · · · · · So, when you're practicing all the time, it's

23· difficult to keep up with literature.· So I enjoy reading.

24· · · · · · When you're doing a peer review, you're also

25· learning in --

http://www.litigationservices.com


Page 52
·1· · · ·Q.· ·Where do you get your information from?· Is it

·2· ACOG mainly?

·3· · · ·A.· ·Mostly it's ACOG.

·4· · · ·Q.· ·Online?

·5· · · ·A.· ·Online.· Yeah.· Plus they have the Green

·6· Journal.· So, ACOG clinical prologue, I do the prologue,

·7· which is a book, maybe, 180 questions.· They have

·8· clinical questions, and it covers obstetrics, gynecology,

·9· endocrinology.· I've done all the prologues for them.

10· I'm doing one in obstetrics in order to teach students at

11· UNR Medical School.

12· · · · · · I have to keep up with family practice issues, and

13· an obstetrician gynecologist is a family practitioner, in a

14· sense, for women, so we're reading about thyroid disease,

15· hypertension, diabetes.

16· · · ·Q.· ·Okay.· Prologue, I'm not familiar with that.

17· Do you read about something and then take an exam that

18· tests you on clinical issues?

19· · · ·A.· ·Correct.· You do, and it's generally worth

20· about 25 CMEs.

21· · · · · · So, they'll have a scenario, a clinical scenario,

22· you know, hormonal replacement therapy, you will read the

23· case history, then will have five choices, you make the

24· choice.

25· · · · · · And it can be an open book test or closed book,
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·1· whatever you prefer, and then that is sent in for CME

·2· credit.

·3· · · ·Q.· ·And you said about 25?

·4· · · ·A.· ·Twenty-five, yeah.· About 180 questions.

·5· · · ·Q.· ·I'd like you to take a look at what's been

·6· marked as Exhibit 16, please.

·7· · · ·A.· ·(Witness complied).

·8· · · ·Q.· ·Are you familiar with what Exhibit 16

·9· represents?

10· · · ·A.· ·Yes.· This is my CV.

11· · · ·Q.· ·You've seen it?

12· · · ·A.· ·Yes, sir.

13· · · ·Q.· ·And are you the one who sent us this?

14· · · ·A.· ·Yes, I did.

15· · · ·Q.· ·To the IC?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·Okay.· Now, you had -- is this a true and

18· correct copy of your CV that you provided to the Board?

19· · · ·A.· ·Let me take a look.

20· · · · · · HEARING OFFICER GHUSIN:· Counsel, I might be in

21· the wrong place.· Exhibit 16?

22· · · · · · MR. WHITE:· Oh, unfortunately, we don't have

23· letters for Dr. Chambers' part of the binder.· So it's

24· the first number 16 that we have.

25· · · · · · MS. FUENTES:· Yeah.· Where the blue slip is,
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·1· that goes into the respondent's.· Unfortunately, I didn't

·2· have exhibits tabs that were A, B, and C.

·3· · · · · · HEARING OFFICER GHUSIN:· That's okay.· Thank

·4· you.

·5· · · · · · THE WITNESS:· This is not complete, and I did

·6· update this with a number of more CMEs, which I did send.

·7· BY MR. WHITE:

·8· · · ·Q.· ·Okay.· I'm going to I show you what you've sent

·9· in.

10· · · ·A.· ·Correct.· So there is -- in addition -- this

11· stops at 185, and there's an addition of 186 through 192,

12· if I may --

13· · · ·Q.· ·And the other stuff hasn't changed as far as

14· awards?

15· · · ·A.· ·I'm sorry, sir?

16· · · ·Q.· ·The awards has not changed -- right? -- those

17· are the same.

18· · · ·A.· ·Well, there's one more addition to that.

19· · · ·Q.· ·Okay.

20· · · ·A.· ·And I don't think it's in there.· Do you want

21· me to tell you about it?

22· · · ·Q.· ·Sure.· What is your extra award that you

23· received?

24· · · ·A.· ·So, in three days, I'm going to be honored as

25· outstanding clinical community physician for the
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·1· University of Nevada, Reno.

·2· · · ·Q.· ·Congratulations.

·3· · · ·A.· ·And if I can say two things about this?

·4· · · ·Q.· ·What I've handed you?

·5· · · ·A.· ·Yes, sir.

·6· · · ·Q.· ·Let me ask a question first.· So, you said it

·7· extends from 185?

·8· · · ·A.· ·Correct.

·9· · · ·Q.· ·Which was where it ended before.· And now we

10· have -- it goes up to 192; is that correct?

11· · · ·A.· ·Yes, sir.

12· · · ·Q.· ·Okay.· What else changed, possibly, that you

13· may able to help us with?

14· · · ·A.· ·Well, I think it's interesting to note that I

15· recently have taken medical ethics for physicians,

16· updated that, sexual assault through Med CE, sexual

17· harassment prevention, California law.

18· · · ·Q.· ·This is the last page I handed you?

19· · · ·A.· ·It's actually -- this page?· Yes.· Yes.· That's

20· a confirmation that those were taken.

21· · · ·Q.· ·Okay.

22· · · · · · MS. MOONEYHAN:· I hate to interrupt, Your

23· Honor, but I wanted to note for the record, I want it to

24· reflect that I handed Dr. Chambers those additional

25· pages.
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·1· · · · · · HEARING OFFICER GHUSIN:· Thank you,

·2· Ms. Mooneyhan.

·3· · · · · · DR. CHAMBERS:· Thank you.

·4· · · · · · MR. WHITE:· Thank you, Ms. Mooneyhan.

·5· · · · · · Dr. Chambers, have you had a moment to review

·6· those?

·7· · · · · · DR. CHAMBERS:· I have.

·8· · · · · · MR. WHITE:· Thank you.

·9· · · · · · I'm going to move to admit Exhibit 16,

10· including the addendum that we just received a few days

11· ago.

12· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, any

13· objection?

14· · · · · · DR. CHAMBERS:· I have none.

15· · · · · · MR. WHITE:· Thank you.

16· · · · · · HEARING OFFICER GHUSIN:· Exhibit -- IC's

17· Exhibit 16, with the additional three pages -- three

18· pages addendum will be admitted into evidence.

19· · · · · · (IC's Exhibit 16 was admitted.)

20· BY MR. WHITE:

21· · · ·Q.· ·Dr. Rafael, I think you already kind of went

22· over your education, and underneath the heading "Summary

23· of Experience," also I'd like to highlight -- did you

24· say -- did you mention you were chief resident in

25· residency?
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·1· · · ·A.· ·I don't believe we have gone over my education.

·2· · · ·Q.· ·Okay.· Let's do that a little bit.

·3· · · · · · Why don't you explain to us about -- where did you

·4· go to medical school?

·5· · · ·A.· ·I went to St. George's University School of

·6· Medicine.

·7· · · ·Q.· ·And then where did you do your residency?

·8· · · ·A.· ·I did my residency at the Mount Sinai Hospital

·9· in Hartford, Connecticut.

10· · · ·Q.· ·And for that entire time, you weren't chief

11· resident, but you did become chief resident at one point,

12· did you?

13· · · ·A.· ·That last six months I did.· Yep, it would have

14· been the last six months from June to December of -- I

15· can't remember what year -- '86, I think it is.

16· · · ·Q.· ·Yes.

17· · · · · · HEARING OFFICER GHUSIN:· Let me just interject

18· as far as what year.· A quick correction here.· Your

19· eduction here, 1892 to 1986?

20· · · · · · THE WITNESS:· Typo.· 1982.· I think I corrected

21· that and sent another copy, so I think you've got the old

22· copy.

23· BY MR. WHITE:

24· · · ·Q.· ·So do I.

25· · · · · · When you became chief resident, did you take that
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·1· as a pretty high honor and take it seriously?

·2· · · ·A.· ·Absolutely.

·3· · · ·Q.· ·Now, you also have listed here that you're a

·4· member of ProAssurance Indemnity Co. claims underwriting

·5· committee.· Describe a little bit what that entails.

·6· · · ·A.· ·Just as a little background, in Nevada, we were

·7· undergoing a medical malpractice crisis, and at that

·8· time, I was working with the Washoe County Medical

·9· Society, I believe in 2000, 2001.

10· · · · · · And everyone was leaving the state.· All medical

11· malpractice companies were leaving the state.· And I recall

12· we had a meeting with Saint Paul's and they promised, we

13· will never leave you, and two months later, they were gone.

14· · · · · · So the medical state insurance came to Mr. Bob

15· Berg, who had a medical malpractice company, Nevada Medical

16· Liability, and they asked him if he could create a Nevada

17· liability company, which was called MLN.· So, I became -- he

18· asked me to join the board.

19· · · · · · And subsequently, that company grew -- I was not

20· reimbursed for this, it was purely voluntary.

21· · · ·Q.· ·Let me stop up you for a second.· What did you

22· do there?

23· · · ·A.· ·I was on the board and just offered opinions as

24· far as need.· I wasn't particularly involved in any

25· marketing.· But they would ask, what do physicians in
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·1· Nevada need in order to stay in Nevada?

·2· · · · · · So, the idea was to keep physicians in Nevada, not

·3· leave because of lack of medical malpractice, starting,

·4· actually, in Las Vegas when the trauma surgeons refused to

·5· see patients that were in motor vehicle accidents because

·6· the cost of medical malpractice was so high.

·7· · · · · · So the company grew and kind of became the main

·8· medical malpractice for the State of Nevada.· And we were at

·9· a certain point where we either had to be sold or we needed

10· to grow.

11· · · · · · So we were approached by Mr. Berg from

12· ProAssurance, and ProAssurance bought the company.

13· · · · · · They then asked me to stay on a committee, which

14· met quarterly in Las Vegas, still the underwriting

15· committee, and we reviewed malpractice cases.

16· · · · · · It was a fabulous committee.· Fabulous doctors

17· from Las Vegas.· Topnotch doctors from the north.

18· · · · · · We would fly out on a quarterly basis, day in day

19· out.· In other words, flew in and out that night.

20· · · · · · We would review six to eight malpractice cases.

21· Initially, it started from looking at Nevada cases, but it

22· grew to reviewing malpractice cases from the West Coast and

23· the western states.

24· · · · · · Then in June of 2020, that indemnity claims

25· understood writing committee was disbanded.
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·1· · · · · · So I had been with them for seven years, and

·2· probably reviewed, conservatively, 165 to 200 cases.

·3· · · ·Q.· ·Thank you.· You have a list here of continuing

·4· medical education, CMEs, it looks like they go back to

·5· 1984.

·6· · · · · · Is this a fair and accurate depiction of what

·7· you've done for CMEs over the year?

·8· · · ·A.· ·Yes, it's a fairly thorough CME.

·9· · · · · · As you can see, I took courses at Boston

10· University, Johns Hopkins, Chicago, Mayo, University of

11· California, which is a common thing for obstetricians and

12· gynecologists.

13· · · ·Q.· ·Are there any that stand out to you that you

14· want to talk about?

15· · · ·A.· ·I recall that a conference at the University of

16· Chicago with reconstructive gynecological pelvic surgery.

17· Also top names, Brewbaker, Delancey; Dr Chambers would be

18· aware of all these people.

19· · · · · · And there's a fabulous course every year in Las

20· Vegas called PAGS, pelvic gynecological anatomy -- pelvic

21· and gynecological, and that was started by my chief, a

22· gentleman by the name of Mickey Baggish, who subsequently

23· went to SUNY Upstate, and he may actually had been the chief

24· at SUNY Upstate when Dr. Chambers was up there.

25· · · · · · DR. CHAMBERS:· He had left when I arrived.
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·1· · · · · · THE WITNESS:· Fabulous man.

·2· · · · · · DR. CHAMBERS:· Yes, he was.

·3· BY MR. WHITE:

·4· · · ·Q.· ·So in medical school, as you're going through

·5· and you've decided your specialty was going to be OB-GYN,

·6· do you learn certain surgeries there that you must keep

·7· up with in CMEs?

·8· · · ·A.· ·Well, when you're going -- the first two years

·9· of medical school is general theoretical.· The third and

10· fourth years of medical school is more clinical.

11· · · · · · So, during the third and fourth year, you really

12· get an idea, are you a medical personality or surgical

13· personality?

14· · · · · · I was attracted to obstetrics and gynecology

15· because I enjoyed family practice, and you are a family

16· practitioner for ladies, but I also enjoyed doing surgery,

17· so there's limited surgery in a sense.

18· · · · · · So it was really the combination of those two

19· things that appealed to me, plus endocrinology, infertility,

20· and, you know, what's better than delivering a healthy baby?

21· That gets me charged.

22· · · ·Q.· ·In your practice -- I'm going to kind of move

23· away from your CV now.

24· · · · · · In your practice, did patients ever ask you

25· questions related to their sexual health?
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·1· · · ·A.· ·Yes, sir.

·2· · · ·Q.· ·Okay.· What would you typically do if a patient

·3· complained about, say, decreased libido?

·4· · · ·A.· ·Well, I would take a thorough history and

·5· physical.· I would ask her what medications she was

·6· taking because medications will affect the libido.  I

·7· would ask her about her relationship with her husband,

·8· because decreased libido is a very complex situation.

·9· · · · · · Human sexuality was promoted -- I think the first

10· researchers were Masters and Johnson into human sexuality in

11· the 1960s.· So they talked about a continuum at that time,

12· but subsequently, it's become even more complex.

13· · · · · · So, things that affect human sexuality, certainly

14· your relationship with your spouse, physiologically,

15· infectious problems, and neurological problems, psychiatric

16· problems, in an elderly lady, hormonal replacement therapy.

17· · · · · · So, it's a very complex, interrelated situation.

18· · · ·Q.· ·So, very much on a case-by-case basis, is that

19· fair to say?

20· · · ·A.· ·Yes, I would say that's a true statement.

21· · · ·Q.· ·So if I were to ask you what would be a proper

22· treatment, in your opinion, for decreased libido, that

23· could be anything based on the patient?

24· · · ·A.· ·Well, once again, I would do a thorough history

25· and physical.
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·1· · · · · · So, if this lady was elderly, she may be

·2· post-menopausal.· We would have a discussion of hormonal

·3· replacement therapy, whether or not she had her uterus or no

·4· uterus.

·5· · · · · · If one has a uterus and you wanted to place her on

·6· hormonal replacement therapy, you could do it orally,

·7· transdermally by available hormones, rings, patches.· If one

·8· has a uterus, you must -- you should use both estrogen and

·9· progesterone.

10· · · · · · The Women's Health Initiative, which I believe was

11· in 2001, was a study that came out.· In those days,

12· principally Premarin, which was an equine estrogen, was

13· used.

14· · · · · · Subsequently, we've learned that Estradiol is

15· probably a better estrogen to use.· Micronized progesterone

16· is probably better to use than hydroxyprogesterone.

17· · · · · · So a with woman with a uterus, you would use

18· estrogen and progesterone, and a woman without a uterus, you

19· would use estrogen alone, and again, I can tell you various

20· forms.

21· · · · · · With the Women's Health Initiative, originally and

22· previous to that, we thought that it was -- hormones were

23· beneficial in a cardiac situation.

24· · · · · · And subsequent to that study, it was suggested no.

25· There have been changes as those studies have been looked
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·1· at.· Some people would consider a short dose of testosterone

·2· for libido.

·3· · · · · · Again, it's age related.· Usually if you initiate

·4· hormonal replacement therapy at age 50 -- I feel very

·5· comfortable treating from 50 to 55 -- you discuss the risk

·6· benefits of hormone replacement.· It would increase risk

·7· which include potential increase in breast cancer, potential

·8· deepening thrombosis, and that depends on what type of

·9· hormone you're doing and how you're giving it also.

10· · · · · · We would talk about her relationship with her

11· partner.· If she's on any particular medications that would

12· be deleterious to the libido, we would try to get her off

13· those medications.

14· · · · · · If she had lichen sclerosus et atrophicus or a

15· vaginal infection, we would treat the vaginal infection and

16· appropriately treat whatever secondary medical problems,

17· neurological problems, refer her for psychology or

18· psychiatry, and talk about things, such as her sexual

19· desire, her fantasies, her -- if those have changed, and

20· there's a chart that you check off those various things.· If

21· she has any body dysmorphic problems.

22· · · · · · So it's a very complex evaluation.

23· · · ·Q.· ·Is it fair to say that sexual health, as it's

24· been somewhat defined, is not a new field?

25· · · ·A.· ·No.· It goes back 2,000 years.
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·1· · · ·Q.· ·You had mentioned partner's spouses.· If a

·2· patient came in and started asking questions or telling

·3· you about decreased libido or other sexual health issues,

·4· would you ask them if they wanted to have their partner

·5· at the appointment?

·6· · · ·A.· ·Partners are always welcome at an appointment.

·7· · · ·Q.· ·Always welcome?

·8· · · ·A.· ·Always welcome.

·9· · · ·Q.· ·Do you feel that having a specialty of some

10· sort in sexual health, if it can be defined that way,

11· does that require any kind of certification?

12· · · ·A.· ·Well, it's interesting because the American

13· College of Obstetrics and Gynecology does not have a

14· specialty in sexual health.

15· · · ·Q.· ·Okay.· Do you feel it be sufficient to attend

16· some two-day courses to get some CMEs and now you're

17· certified in that?

18· · · ·A.· ·The American Board of Specialties Societies

19· also has no special specialized certification.

20· · · · · · So, I think if you do this surgery, yes, it's

21· important to attend courses, conferences in order to

22· increase your skill with that -- those particular surgeries.

23· · · ·Q.· ·Which particular surgeries are you referring

24· to?

25· · · ·A.· ·Well, I think we went through this case, it
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·1· would be labiaplasty, clitoral reduction, clitoral hood

·2· reduction, vaginoplasty.

·3· · · · · · DR. CHAMBERS:· Ms. Ghusin?

·4· · · · · · HEARING OFFICER GHUSIN:· Yes, Dr. Chambers.

·5· · · · · · DR. CHAMBERS:· I don't really want to offer an

·6· objection, but he's not answering the question that was

·7· asked.

·8· · · · · · He's -- the question was about sexual health.

·9· He's answering cosmetic gynecologic surgery questions.

10· · · · · · HEARING OFFICER GHUSIN:· Mr. White?

11· · · · · · MR. WHITE:· Okay.· I'll rephrase.

12· · · · · · HEARING OFFICER GHUSIN:· Thank you.

13· BY MR. WHITE:

14· · · ·Q.· ·Is there a -- I think your answered that, but

15· let's just clarify it for the record, is there a specific

16· specialty recognized by the American Board of Medical

17· Specialties called sexual health?

18· · · ·A.· ·The only -- no.

19· · · ·Q.· ·Okay.

20· · · ·A.· ·No.· Can I say something?· If you're going to

21· be a sexual therapist, it's usually a two-years master's

22· degree at various universities.

23· · · ·Q.· ·Would you -- in your practice, did you ever

24· refer someone to a sexual therapist because you felt it

25· was outside your scope?
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·I'm going to ask you a question about female

·3· genital plastic surgery, labiaplasty, vaginoplasty.· Is

·4· that something that can be done by a gynecologist, or

·5· would it be something that would be more suited to

·6· someone's who's got -- their specialty is plastic

·7· surgery?

·8· · · ·A.· ·Well, I think, certainly, a gynecologist or

·9· OB-GYN or reconstructive surgeon or a urogynecologist can

10· absolutely do these things if they're appropriately

11· trained.

12· · · ·Q.· ·Let's talk a little bit about how you marketed

13· your practice.· How did you do that?

14· · · ·A.· ·Well, I didn't -- my practice was marketed,

15· principally, by word of mouth.

16· · · · · · My philosophy was the needs of a patient come

17· first.· If I take good care of the patient, one patient will

18· talk to eight other patients, and that would promote my

19· practice.

20· · · · · · I did have a website after a number years.· Mostly

21· that website stated my philosophy, my training, and what

22· services I offered.

23· · · ·Q.· ·Did you ever have any models in there?

24· · · ·A.· ·No, sir.

25· · · ·Q.· ·Did you ever put ads on bathroom doors?
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·1· · · ·A.· ·No, sir.

·2· · · ·Q.· ·I do want to talk about chaperons for a moment.

·3· Did you have chaperons?

·4· · · ·A.· ·Yes.

·5· · · ·Q.· ·How many did you have?

·6· · · ·A.· ·I would have one chaperone in the room.· When I

·7· began my practice, the American College had kind of an

·8· opt-in, opt-out situation.· In other words, they

·9· recommended that a chaperone be present.

10· · · · · · As time went on, they then said, we think you --

11· we believe you should have a chaperon in the room at all

12· times when you're doing a physical exam.· Not necessarily

13· during the history.· You're taking part -- you took their

14· history in the room.· But their recommendation was to have a

15· chaperon all the time in the room at the bedside.

16· · · ·Q.· ·Let me stop you for one moment.· I might have

17· missed it.· You said "they recommended," who was that?

18· · · ·A.· ·That would be the American College of

19· Obstetrics and Gynecology.

20· · · ·Q.· ·ACOG.· And you just mentioned you had a

21· chaperon?

22· · · ·A.· ·Yes, sir.

23· · · ·Q.· ·Were there any times when you did not have a

24· chaperon?

25· · · ·A.· ·Well, I had three people in my office: front
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·1· desk, medical assistant, and an insurance person.

·2· · · · · · There are times where, say, someone was sick or

·3· became ill and went out, so if that situation occurred, I

·4· would ask a patient -- and I would pick my patients.· If

·5· it's a young patient, if it's somebody in their 80s, I might

·6· not have a chaperon in the room.· But only after I said,

·7· "I'm sorry, but my assistant has gone home ill, it is

·8· acceptable to you not to have someone?· And we can also

·9· always rescheduled this visit if you feel uncomfortable in

10· any way."

11· · · ·Q.· ·If they were okay with no chaperon present, was

12· it documented?

13· · · ·A.· ·Yes.· And some people -- I recall a lady who

14· was a lesbian, and she did not wish a female in the room.

15· So I would have her sign an informed declination that she

16· did not wish to have a chaperone in the room.

17· · · ·Q.· ·I want you to take a look at what's, just at

18· this point, been marked as Exhibit 11.

19· · · ·A.· ·(Witness complied).

20· · · ·Q.· ·Are you -- what is that we're looking at?

21· · · ·A.· ·This is an ACOG Committee Opinion, Number 373,

22· August 2007, Committee on Ethics and Sexual Misconduct.

23· · · ·Q.· ·Actually, does it replace something that was

24· done in August of 2007?

25· · · ·A.· ·Oh, excuse me.· You're correct.· It does say
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·1· "replaces the Committee Opinion of 2007."· This is

·2· January of 2020.

·3· · · ·Q.· ·Okay.· I see at the bottom left-hand side of

·4· page 3.· Okay.· Have you seen this before?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·Is this something -- this opinion, did you rely

·7· on this when you were reviewing this matter?

·8· · · ·A.· ·Yes.· This was part of my bibliography in my

·9· peer review.

10· · · ·Q.· ·And is this a fair and accurate depiction of

11· what you sent to the Board?

12· · · ·A.· ·Yes.

13· · · ·Q.· ·Or what you used to review the case?

14· · · ·A.· ·Yes.

15· · · · · · MR. WHITE:· I'd move to admit Exhibit 11.

16· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

17· · · · · · DR. CHAMBERS:· I have no problems.

18· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 11 is

19· admitted into evidence.

20· · · · · · (IC's Exhibit 11 was admitted.)

21· BY MR. WHITE:

22· · · ·Q.· ·I'd like you to take a look at page 160.

23· · · ·A.· ·Um-hum.

24· · · ·Q.· ·If you look at the top-right paragraph.· I do

25· want you to start where it says "exceptions being made,"
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·1· and just read that to yourself.· I'll ask you questions

·2· when you're done.

·3· · · ·A.· ·(Witness reviewing document).

·4· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, you have

·5· this exhibit in front of you?

·6· · · · · · DR. CHAMBERS:· I do.· I have my own copy of it

·7· and the one in the book, yes.

·8· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·9· · · · · · THE WITNESS:· Yes.

10· BY MR. WHITE:

11· · · ·Q.· ·Thank you.

12· · · · · · Does that kind of sum up what we talked about?· If

13· somebody doesn't want a chaperon, somebody needs to document

14· it, and they need to sign something?

15· · · ·A.· ·Correct.· I believe that's an accurate

16· accounting.

17· · · ·Q.· ·Okay.· Thank you.

18· · · · · · I also want you to take a look at the box on page

19· 158?

20· · · ·A.· ·There are two boxes there.

21· · · ·Q.· ·Yeah.· The one on the top left.

22· · · ·A.· ·Um-hum.

23· · · ·Q.· ·Would you read "sexual impropriety" to

24· yourself.

25· · · ·A.· ·Yes.
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·1· · · ·Q.· ·Now, you have reviewed all three matters, all

·2· three cases for Patients A, B, and C?

·3· · · ·A.· ·Correct, I did.

·4· · · ·Q.· ·I'm going to ask you again later, but as you

·5· sit here now with what you remember, do you feel -- it is

·6· your opinion from what you saw -- we're going to go

·7· through taking the pictures, we're going to go through

·8· Patient A's, their treatment during the visit.

·9· · · · · · Do you feel, in your opinion, that there was

10· sexuality impropriety in all three matters?

11· · · ·A.· ·In my professional opinion to reasonable degree

12· of medical certainty, I do feel that there was

13· impropriety --

14· · · ·Q.· ·And we'll go through it all.· I just wanted to

15· get that --

16· · · ·A.· ·-- in those three cases.

17· · · ·Q.· ·Is this -- again, this comes from ACOG, so is

18· this something that just about every OB-GYN in the United

19· States is going to adhere to?

20· · · ·A.· ·I don't understand your question.

21· · · ·Q.· ·Is this -- does this opinion -- along with the

22· other opinions that we're going to get to, does this

23· opinion from ACOG, does this set the rules that you

24· should abide by as an OB-GYN?

25· · · ·A.· ·I would say this would be accepted and is
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·1· standard of care regarding this subject.

·2· · · ·Q.· ·I'd like you to turn to Exhibit 12.

·3· · · ·A.· ·(Witness complied).

·4· · · ·Q.· ·What is that?

·5· · · ·A.· ·This is an ACOG Practice Bulletin regarding

·6· pelvic organ prolapse, put out by the American College of

·7· Obstetrics and Gynecologists, dated November of 2019.

·8· · · ·Q.· ·Same question as before, is this something you

·9· relied on when doing your review of this case?

10· · · ·A.· ·Yes, it was.

11· · · ·Q.· ·And does it appear to be a fair and accurate

12· representation of what you looked at when you were

13· reviewing this case?

14· · · ·A.· ·Yes, it is.

15· · · · · · MR. WHITE:· I'd move to admit Exhibit 12.

16· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

17· · · · · · DR. CHAMBERS:· I have no objections.

18· · · · · · THE HEARING OFFICER:· IC's exhibit 12 is

19· admitted into evidence.

20· · · · · · (IC's Exhibit 12 was admitted.)

21· BY MR. WHITE:

22· · · ·Q.· ·Okay.· I'm going to ask you to take a look at

23· what's marked and admitted as Exhibit 3.

24· · · ·A.· ·Exhibit 3?

25· · · ·Q.· ·Three.
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·1· · · ·A.· ·Yes, sir.

·2· · · ·Q.· ·Okay.· Have you seen these records before?

·3· · · ·A.· ·Yes, I have.

·4· · · ·Q.· ·Without saying the patient's name, do you

·5· remember what patient this is for?

·6· · · ·A.· ·This is Patient A.

·7· · · ·Q.· ·Did you review these records as part of your

·8· review of this matter?

·9· · · ·A.· ·Yes, I did.

10· · · ·Q.· ·Do you recall what your review of those record

11· showed regarding Patient A's interaction with

12· Dr. Chambers?

13· · · ·A.· ·Well, first I'd like to state that this is a

14· thorough history and physical performed by Dr. Chambers.

15· · · · · · Do you wish me to summarize this?· Is that your

16· question.

17· · · ·Q.· ·I'll stop you and ask you questions, but if you

18· could just answer that one.

19· · · ·A.· ·Okay.· Well, fundamentally, Patient A is a

20· 36-year-old, married, white female whose last menstrual

21· period was two weeks prior to seeing Dr. Chambers.

22· · · · · · Her chief complaint was pain, dyspareunia, and she

23· noted that 12 years prior to seeing Dr. Chambers, she had a

24· third-degree perineal laceration during the delivery of her

25· first baby, which it stated was eight pounds, and another
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·1· was seven pounds, eight ounces, but, certainly, eight pounds

·2· is a large infant.

·3· · · · · · She came in with a two-page questionnaire, she

·4· gave it to Dr. Chambers.· She had noted she had seen three

·5· previous physicians, I think, Dr. Parker, Dr. Wilson, and

·6· Dr. Michelle Lewis.

·7· · · · · · Dr. Lewis was her OB-GYN, and she referred Patient

·8· A to Dr. Chambers because he was more specialized in this

·9· particular surgery than Dr. Lewis was.

10· · · ·Q.· ·Let me stop you.· Some of the things she

11· complained about were discomfort wearing tight clothes?

12· · · ·A.· ·Correct.

13· · · ·Q.· ·Perineal pain?

14· · · ·A.· ·Correct.

15· · · ·Q.· ·Okay.· What do some of -- in looking at those

16· records, what does those indicate to you?

17· · · ·A.· ·Perineal pain is most likely secondary to her

18· traumatic delivery.· So she probably has some scar

19· tissue, which also makes sexual intercourse painful.

20· · · · · · What was the first part of your question?

21· · · ·Q.· ·What does -- also discomfort from wearing tight

22· clothes?

23· · · ·A.· ·Yes.· That would speak to the labial situation.

24· In other words, with extended labia -- or enlarged,

25· Dr. Chambers, I believe, noted hypertrophy vulva, and I
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·1· what he's suggesting is that the labia are a little bit

·2· enlarged, and therefore one of his recommendations was to

·3· do a labiaplasty.

·4· · · · · · She said that she was uncomfortable and didn't

·5· wear pants, didn't wear a thong, she had to buy underwear

·6· that was two sizes too big, and she also had -- she was

·7· uncomfortable in a bathing suit, so she would buy a bathing

·8· suit that was two sizes to large.

·9· · · ·Q.· ·Now, have you done labiaplasty in your career?

10· · · ·A.· ·Yes, I have.

11· · · ·Q.· ·How many, do you think?

12· · · ·A.· ·Very few, actually, I did no labiaplasties in

13· my residency.· I had two cases with people who wanted it.

14· · · · · · The first case, I referred to my one of my

15· colleagues, who was a big fan of Red Alisod, she had taken

16· many of his courses.· We did that together.

17· · · · · · The second one, she assisted.· We did a

18· labiaplasty in which the patient was satisfied.

19· · · · · · But I did not have labiaplasty -- not too many

20· people thought -- came to me for that who wished that.

21· · · ·Q.· ·When you did the few you did, did you do them

22· for cosmetic purposes or for other reasons?

23· · · ·A.· ·No.· They were because patients had abnormal

24· symptoms.· So, it wasn't for cosmesis; it was for

25· functional reason.
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·1· · · ·Q.· ·Did you ever do a labiaplasty for, say, an

·2· athlete or somebody like that who needed it?

·3· · · ·A.· ·No.· There were a few that I thought that could

·4· benefit from it, but they weren't interested.

·5· · · ·Q.· ·Would a -- would a labiaplasty that is --

·6· providing it is giving a patient discomfort, if you do a

·7· labiaplasty, can you ease some of that discomfort?

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·If pain is involved in a -- if pain is their

10· reason to do a labiaplasty surgery, if you know the

11· answer to this question, would that more than likely be

12· covered by insurance?

13· · · ·A.· ·Yes, it would.

14· · · ·Q.· ·Okay.· What about cosmetic labiaplasty?

15· · · ·A.· ·I don't think I'm qualified to answer that.  I

16· don't know.

17· · · ·Q.· ·Are there any other things from reading this,

18· Patient A's records, that you would have done for her

19· other than labiaplasty possibly?

20· · · ·A.· ·Well, I think I would have talked to her about

21· spironolactone, in that I'm not sure why she was taking

22· the diphenhydramine or hyaluronic acid, magnesium,

23· minoxidil, and spironolactone.

24· · · · · · Spironolactone is a potassium-sparing diuretic.

25· It has feminizing results, it decreases testosterone, so
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·1· possibly some of her complaints were associated with that.

·2· · · · · · So that's something I would have talked to her

·3· about.

·4· · · · · · I don't know how expansive you wish me to be on

·5· this.

·6· · · ·Q.· ·Well, would you have done any other surgeries,

·7· possibly, or suggested them?

·8· · · ·A.· ·Well, as I take a look at this case, let's look

·9· on the -- take a look at "Impression."

10· · · ·Q.· ·Yeah.· Would it be helpful if you turn to page

11· 19, or is it impression that you want?

12· · · ·A.· ·I would start with page 18.

13· · · ·Q.· ·Impression, okay.

14· · · ·A.· ·Hypertrophy of the vulva, rectocele, stretching

15· or incontinence, dyspareunia, female orgasm dysfunction,

16· and pelvic and perineal pain.

17· · · · · · So, if we -- and his recommendations for

18· hypertrophy of the vulva, he discussed various ways to do

19· the labiaplasty.· He felt she would benefit most from a

20· sculpted linear resection of labia minora.· He recommends a

21· clitoral hood reduction, which would be done at the same

22· time.

23· · · · · · In terms of the rectocele and cystocele, he

24· referred to Dr. Richard Wasserman, who is a urogynecologist

25· at the Women's Cancer Center.
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·1· · · · · · In terms of the dyspareunia and pelvic pain, he

·2· correctly said no one can guarantee hundred-percent pain

·3· relief because the pain is multi-factorial.· I concur with

·4· that.

·5· · · · · · He states that may be significantly reduced after

·6· the posterior colporrhaphy, and he would also include a

·7· perineorrhaphy.· I would concur with that because I think

·8· most of her pain is from scar tissue, as described in the

·9· six o'clock position.· Dr. Wasserman says from five to six

10· o'clock not on the posterior vagina.

11· · · · · · So, if pain persists postop, there might be a

12· hormonal component to the pain, and he would recommend

13· compounded and combined topical estrogen and testosterone

14· cream.· Gabapentin can also be used for pain or vaginal

15· Valium suppository.· I am personally not familiar with

16· vaginal Valium suppository.· Psychology counseling might

17· also help, given the long history of pain and physical

18· response when she is touched or penetrated vaginally.

19· · · ·Q.· ·Okay.· Do any of these things involve surgery?

20· · · ·A.· ·Yes.

21· · · ·Q.· ·Okay.

22· · · ·A.· ·Yes.· The hypertrophy of the vulva, which would

23· be a labioplasty surgery, repair of the rectocele, a

24· surgery, repair of stress urinary incontinence, a surgery

25· and/or something like a transvaginal tape.· The posterior
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·1· colporrhaphy would address the rectocele.

·2· · · · · · One of the things that I probably would have done

·3· is a vaginal pro ultrasound to see if there was any rectal

·4· sphincter tear, and to confirm or deny that, because your

·5· approach to surgery maybe a little bit different.

·6· · · · · · It's interesting because various physicians who

·7· have seen Patient A will state that this is type two

·8· cystocele.· If you take a look at in the pelvic prolapse, it

·9· appears to be -- excuse me-- not a type two, but a stage

10· two.· It could well be a stage one, according to

11· Dr. Wasserman's description.

12· · · · · · It is interesting that Dr. Wasserman, when he's

13· discussing his vaginal exam or history or physical, he

14· states that he believes that the cosmesis is normal.· In

15· other words, his statement suggests that, perhaps, this lady

16· does not need labiaplasty.

17· · · · · · As far as incontinence, generally, a stretch

18· urinary incontinence evaluation is with a urologist is

19· done if you have a stage two cystocele.· In my opinion,

20· this is a stage one.

21· · · · · · You can do some conservative things at your

22· examination.· So, Q-Tip test, put in the urethra about

23· that far (indicating), have her bear down, once she's in

24· the dorsal position, if the Q-Tip goes up greater than 20

25· degrees, that could suggest that she has genuine stress
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·1· urinary incontinence.

·2· · · · · · Most of what she's speaking about is not urgent

·3· incontinence.· It appears to be stress incontinence,

·4· possibly from her obstetrical delivery or her tissue.

·5· · · · · · So I don't think a hundred percent you have to

·6· do a full urodynamic workup.· You can fill her bladder

·7· with 500 ccs of saline and have her cough and then have

·8· her pee and then you would catheterize the bladder and

·9· see how much residual there is.· Usually the cutoff is

10· 200 ccs of residual urine.· And that's suggestive of the

11· problem.

12· · · · · · He's got -- Dr. Chambers did a very thorough

13· evaluation.

14· · · · · · So to answer your question, what would I have

15· done?· I would have discussed with her whether or not she

16· was interested in a transvaginal tape surgery.· And the

17· risk and the benefits to that, if you did a cystocele

18· alone, the statistics are that 68.5 percent of repair of

19· cystoceles will take care of the problem at this, what I

20· would call it, stage one.

21· · · · · · Now you can add to that polypropylene mesh or

22· porcine mesh.· Most studies suggest that the porcine mesh

23· does not increase your benefit.· In other words, if

24· you're unsuccessful, you might have to go back for

25· another attempt.
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·1· · · · · · But there is some data that suggests that

·2· polypropylene mesh can -- it has better outcomes, but you

·3· have to discuss with the patient the risk, and there is

·4· an increased risk of morbidity when you put polypropylene

·5· mesh in there, to include erosion of pain and potential

·6· infection.

·7· · · · · · So, if I was operating, I would probably would

·8· suggest just a cystocele repair, which is the anterior

·9· space, a posterior colporrhaphy and perineorrhaphy.

10· · · · · · Now, no one has suggested that her cervix comes

11· down or her uterus comes down.· Everyone's saying, in

12· examination of this lady, she has a seven centimeter

13· sized uterus, so she doesn't have that uterus come down,

14· and there is no suggestion that she has any index or

15· masses or variances.

16· · · · · · One surgeon suggested a sacrospinous suspension

17· using the da Vinci.· I don't think that that is a

18· worthwhile recommendation.

19· · · ·Q.· ·Thank you.

20· · · · · · HEARING OFFICER GHUSIN:· Counsel, it is noon.

21· Do you want to --

22· · · · · · MR. WHITE:· Do you want to take a break?

23· · · · · · THE WITNESS:· Can I add one bit to that.

24· · · · · · HEARING OFFICER GHUSIN:· Oh, let's get to a

25· stopping point.· I want to check with them down south.
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·1· · · · · · THE WITNESS:· Just one sentence, in fairness.

·2· If the patient did want a labiaplasty, certainly that

·3· could be done too.

·4· · · · · · HEARING OFFICER GHUSIN:· Need a break in the

·5· south?· Yes.· It's been awhile.· Let's do a five- to

·6· ten-minute break.

·7· · · · · · Ms. Mooneyhan, are you good?

·8· · · · · · MS. MOONEYHAN:· Yes.· Thank you.

·9· · · · · · HEARING OFFICER GHUSIN:· Thank you.

10· · · · · · (Recess from 12:03 P.M. to 12:22 P.M.)

11· · · · · · HEARING OFFICER GHUSIN:· Back on the record in

12· the matter of Dr. George Chambers.· Can you hear me down

13· there?

14· · · · · · MS. MOONEYHAN:· Yes, Your Honor.· Can you hear

15· us?

16· · · · · · HEARING OFFICER GHUSIN:· Yes.· Thank you.

17· · · · · · Dr. Chambers?

18· · · · · · DR. CHAMBERS:· Yes, I can.

19· · · · · · HEARING OFFICER GHUSIN:· Perfect.· All right.

20· · · · · · Mr. White?

21· · · · · · MR. WHITE:· Thank you.

22· BY MR. WHITE:

23· · · ·Q.· ·Dr. Rafael, I'd like to refer you to page 18 of

24· Exhibit 3.· IC's Exhibit 3, page 18.· I want you to read

25· to yourself where it says "Data."
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·1· · · ·A.· ·Yes.

·2· · · ·Q.· ·What does that refer to?

·3· · · ·A.· ·Dr. Chambers had asked Patient A if he can --

·4· he took photographs of her vulva with Patient A's

·5· personal mobile telephone.

·6· · · ·Q.· ·Okay.· Would you do that or is that something

·7· that ACOG would recommend?

·8· · · ·A.· ·Well, to answer you first question, personally,

·9· no, I would never do that.

10· · · ·Q.· ·Okay.· Would ACOG recommend doing it that way?

11· · · ·A.· ·ACOG has rules.· There are two rules, and I

12· believe these are also HIPAA rules.· I'm not an authority

13· on it, though.

14· · · · · · Two the rules are, number one, you de-identified

15· the patient, and, number two, that the phone is encrypted.

16· · · · · · So I don't think -- you know, I'm not a tech

17· genius, but I'm not sure that the patient's phone was

18· encrypted nor when she sends that telephone message to

19· Dr. Chambers, I would assume that her name would be on

20· there, and therefore deem her identified.

21· · · ·Q.· ·And de-identified could mean many things;

22· right?· You can't see their face, but it also could mean

23· not identify to a phone number; is that correct?

24· · · ·A.· ·To a phone number as well as a name.

25· · · ·Q.· ·Did he have her -- from what you read there,
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·1· and it's his records, did he have her text the pictures

·2· to him?

·3· · · ·A.· ·"I asked her to text the photographs to me on

·4· my work mobile phone, should she decide to have me

·5· perform the recommended surgery."· And, indeed, she did

·6· text two photos to him of a -- I believe, twelve photos

·7· taken.

·8· · · ·Q.· ·If -- and that's correct.· If you were about to

·9· do surgery on a patient during -- when you practiced,

10· would you take digital photos?· How did you do that?

11· · · ·A.· ·No.· I took no photos.· I didn't want photos

12· ever to be misconstrued.· Also you need to get rid of

13· photos if photos are taken for teaching purposes, you'd

14· take them for clinical purposes, or you write a paper.

15· · · · · · But, no, I would not take photos of patients.

16· · · ·Q.· ·What did you use?

17· · · ·A.· ·I would use my notes and my recollection.· But

18· you know, generally, just from my notes, I know what

19· surgery I need to do.

20· · · ·Q.· ·Did you have pictures at your office?

21· · · ·A.· ·No.· Oh, do you mean --

22· · · ·Q.· ·I'm sorry.· Illustrations to show patients?

23· · · ·A.· ·Yes.· Yes.· We had illustrations, and I had

24· illustrations on my desk, pamphlets you could go through

25· with illustrations.· So that is helpful.
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·1· · · ·Q.· ·Is that how you went about describing to the

·2· patient what the surgery might be?

·3· · · ·A.· ·I would describe the surgery, I would use

·4· illustrations to help them with the anatomy.

·5· · · · · · You know, you want your patient to be informed,

·6· and I think that's part of the informing side of the

·7· process.

·8· · · ·Q.· ·And I think missed it.· Did you ever take

·9· photos of a patient?

10· · · ·A.· ·No.· Let me take that back.

11· · · · · · In my day, I don't know if they do it now, we

12· would have photos of babies, and those photos would be on

13· the wall.· That, now, is a HIPAA violation.

14· · · · · · So all those photos of babies on the wall are

15· considered non, de-identified patients.

16· · · ·Q.· ·On what wall?· Renown or Sr. Mary's?

17· · · ·A.· ·Well, again, when I was practicing, it was a

18· very common, joyful event.· You may have two or three or

19· a hundred fifty babies, and moms would come in, here's my

20· child, and it was just a joyful thing.

21· · · ·Q.· ·I'm going to ask you to turn to page 26 of the

22· same exhibit, please.

23· · · ·A.· ·(Witness complied).

24· · · ·Q.· ·Would you read "general examination."· Well,

25· actually, first of all, what does this say at the top?
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·1· And please don't say that patient's name.

·2· · · ·A.· ·Yes.· I won't.· Consultation notes, PCP George

·3· Chambers, dated 11/30/2020.· And I believe this is

·4· Dr. Wasserman's consultation, who is a urogynecologist.

·5· · · ·Q.· ·And so if you look, like, almost right in the

·6· middle of page, it says "general examination."

·7· · · ·A.· ·General appearance?

·8· · · ·Q.· ·And then general appearance, yep.

·9· · · · · · What does it say about -- how does it rate, I

10· guess, for lack of a better term, the pelvic exam right in

11· the middle there?

12· · · ·A.· ·Okay.· Pelvic, normal; external genitalia,

13· non-tender, no masses; small midline uterus and cervix,

14· seven centimeters, and it's referring to the uterus;

15· inside hymen -- oh, and cervix seven centimeters inside

16· hymen, so that means that this lady does not have uterine

17· prolapse; rectocele, two centimeters inside hymen, so, if

18· this is the hymen, he's saying that were two centimeters

19· above the hymen.

20· · · ·Q.· ·Okay.· Let me stop you for a second.

21· · · ·A.· ·Cystocele.

22· · · ·Q.· ·You've talk about that before, possible

23· cystocele, rectocele; right?

24· · · ·A.· ·Correct.

25· · · ·Q.· ·And then jumping down just a little bit it says
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·1· "I spoke to patient," and then if you skip down to the

·2· paragraph that says "her external vaginal," what does

·3· that say?

·4· · · ·A.· ·It says, "Her external vaginal has normal

·5· cosmetics at this time."

·6· · · ·Q.· ·Okay.· Thank you.· I'm going to ask you to --

·7· so, what does that say?· According to Dr. Wasserman,

·8· her -- everything looked normal from the outside?

·9· · · ·A.· ·Well, I think what he's saying, normal

10· cosmetics, he is not terribly impressed with -- that he

11· thinks the cosmesis of her clitoral hood and labia majora

12· and minora appear to him to be within normal range.

13· · · ·Q.· ·Would that also suggest that Dr. Wasserman

14· doesn't agree that she needs any kind of cosmetic

15· surgery?

16· · · ·A.· ·I think what it suggests is that he doesn't

17· believe she needs labiaplasty or a clitoral hood

18· reduction, that that is, in his opinion, normal.

19· · · ·Q.· ·Now I'd like you to take a look at what's been

20· marked and admitted as Exhibit 4, and specifically page

21· 33?

22· · · ·A.· ·Yes.

23· · · ·Q.· ·Have you seen these photos?

24· · · ·A.· ·Yes, I have.

25· · · ·Q.· ·Okay.· I'd ask you to, in your opinion, tell us
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·1· what see on the lower left of the picture there?

·2· · · ·A.· ·On the patient's right-hand side?

·3· · · ·Q.· ·Okay.· Yes.

·4· · · ·A.· ·Okay.· Well, obviously this is --

·5· · · ·Q.· ·Well, what are we seeing right here, first of

·6· all?

·7· · · ·A.· ·Well, you're seeing a photography of the vulva

·8· with the clitoris and clitoral hood framing on the

·9· urethra, the vagina, and her labia, on the right-hand

10· side, there's a small hematoma, it looks like it's about

11· two centimeters, that bluish area.

12· · · ·Q.· ·What could cause that?· Let me ask I this way:

13· Can that happen during an examination?

14· · · · · · DR. CHAMBERS:· Objection.· Leading the witness.

15· · · · · · HEARING OFFICER GHUSIN:· I'm sorry.· I didn't

16· catch that.

17· · · · · · DR. CHAMBERS:· Objection.· He's leading the

18· witness.

19· · · · · · MR. WHITE:· It's a yes or no question.

20· · · · · · HEARING OFFICER GHUSIN:· Overrulled.

21· BY MR. WHITE:

22· · · ·Q.· ·Can that happen during an examination?

23· · · ·A.· ·Yes.

24· · · ·Q.· ·Would it be an examination that is rougher than

25· normal or rougher than it should be?
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·1· · · ·A.· ·Well, potentially.· If you look -- you go to

·2· page 0038.

·3· · · ·Q.· ·Which one?· 38?

·4· · · ·A.· ·Yes.· Okay.· November 17th, 2020, 11:17 A.M.,

·5· I do not see a hematoma on that.· Or on page 37, I see no

·6· hematoma.· Page 36, no hematoma.· Page 35, no hematoma.

·7· 34, no hematoma.· 33, November 17th, 2020, 11:21, four

·8· minutes later, hematoma.

·9· · · ·Q.· ·Thank you.

10· · · · · · So how many photos do we see here -- and as you

11· reviewed it before, how many photos do we see here in

12· Exhibit 4?

13· · · ·A.· ·Twelve.

14· · · ·Q.· ·And how many are included in her records on

15· pages 20 and 21 of Exhibit 3?

16· · · ·A.· ·Two.

17· · · ·Q.· ·So, in your opinion, would the taking of ten

18· photographs that weren't used to illustrate the procedure

19· that may be done indicate that they were not for purposes

20· of medical examination for treatment?

21· · · ·A.· ·No.· So just a correction, a total of fourteen.

22· · · ·Q.· ·Fourteen photos?

23· · · ·A.· ·Yeah.· One, two, and twelve on the other page.

24· I don't know if two of them are the same.

25· · · ·Q.· ·I think two of them are the same.

http://www.litigationservices.com


Page 91
·1· · · · · · Okay.· In other words, were those other ten photos

·2· used for medical purposes?

·3· · · ·A.· ·I wish to be fair.· Dr. Chambers has taken a

·4· course from Dr. Red Alinsod, who's a renowned -- I don't

·5· know if he's a urogynecologist, but he's held in esteem

·6· within the cosmetic surgery community.

·7· · · · · · And Dr. Alinsod teaches medical photography, and

·8· Dr. Chambers has taken courses to improve his surgical

·9· technique and surgery in this sexual gynecological female

10· genital cosmesis.

11· · · · · · And in that course, Dr. Alinsod has papers and

12· recommendations to take photos.

13· · · ·Q.· ·He doesn't recommend that they take photos with

14· the patient's cell phone, does he?

15· · · ·A.· ·I do not know.· I would be speculating if I

16· said anything other.

17· · · ·Q.· ·I'm going to ask your opinion on something:· Is

18· it suitable -- it is acceptable to use four fingers in a

19· pelvic exam?

20· · · ·A.· ·Yes.

21· · · ·Q.· ·I'd like you to turn to page 18 of Exhibit 3,

22· about two-thirds of the way down the page, there's a

23· heading "vagina."· Read that first sentence to yourself.

24· · · ·A.· ·Um-hum.

25· · · ·Q.· ·Okay.· Thank you.
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·1· · · · · · Did he say four fingers or two fingers in his

·2· medical records there?

·3· · · ·A.· ·He states:

·4· · · · · · · · "On sizing the introital opening with my

·5· · · · · · · · two fingers, the vagina opened to a width

·6· · · · · · · · of seven centimeters horizontal and

·7· · · · · · · · vertically."

·8· · · ·Q.· ·And then if we turn the Exhibit 4, page 30 --

·9· · · ·A.· ·Number 4, page 30?

10· · · ·Q.· ·Yes.

11· · · ·A.· ·Um-hum.

12· · · ·Q.· ·How many fingers is he using there?

13· · · ·A.· ·There are four fingers in the vagina.

14· · · ·Q.· ·Would you have documented that you used four

15· fingers?

16· · · ·A.· ·No, I would not have.

17· · · ·Q.· ·You would not have?

18· · · ·A.· ·I would not have.

19· · · ·Q.· ·You would have documented you only used two?

20· · · ·A.· ·I wouldn't document how many fingers.

21· · · · · · Certain things are done on an everyday basis as a

22· gynecologist.· He's checking her pelvic floor, seeing if

23· there's -- sometimes we use the words "gaping vagina."

24· · · · · · He knows how far that is.· Somewhere I recall

25· using size 8 gloves, so he knows that that's four
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·1· centimeters, and this is actually abnormal.

·2· · · · · · So, this exam, in my opinion, is a perfectly

·3· normal exam.· You put four fingers into the posterior floor

·4· and push down because he's trying to evaluate the size of

·5· the introitus.· And a lot of her complaints are in this

·6· area.

·7· · · ·Q.· ·So, in your opinion, was it sort of -- was it

·8· sort of abnormal to put in here that there were -- that

·9· he used two fingers to specify that?

10· · · ·A.· ·Well, I think he dictates a little bit

11· differently.

12· · · · · · A normal exam is done with two fingers in the

13· vagina, and if you're sizing the uterus, your left hand is

14· on the top of the uterus, and you're touching with your

15· right hand, the cervix, and you're examining the sides, if

16· there's any tenderness on the uterus.

17· · · · · · But, generally, we don't -- you know, perhaps,

18· some people use one finger.· So, l don't see anything

19· abnormal with his exam.

20· · · ·Q.· ·Okay.· And I'm not saying there's anything

21· abnormal with the exam, I'm saying why would somebody

22· specify that they used two fingers when they used four,

23· at least in one picture.

24· · · ·A.· ·I would just say that that's what he typically

25· does.· And, you know, I when I do a Pap smear, I use a
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·1· speculum, but I don't say -- well, sometimes I say I

·2· placed the speculum, but I don't always dictate that I

·3· use a speculum.

·4· · · · · · Some these things are so common.· For us to think,

·5· well, I have to document how many fingers I used in the

·6· vagina, that's the way I do an exam.

·7· · · ·Q.· ·In general terms, do patients ever use

·8· non-medical terms when speaking?

·9· · · ·A.· ·Non-medical terms, yes.

10· · · ·Q.· ·And how would you approach that when they do

11· that?

12· · · ·A.· ·Well, if they use -- you know, one of the

13· things we're taught is that not to use big words that are

14· going to be confusing to the patient.· So, I have no

15· problem if they use non-medical terms.

16· · · ·Q.· ·Would you or had you ever -- have you ever used

17· the term "fisting"?

18· · · ·A.· ·No, sir.

19· · · ·Q.· ·Would you discuss your own sex life with them?

20· · · ·A.· ·Never.

21· · · ·Q.· ·Would you show other patients pictures or

22· videos, even though you never took them?

23· · · ·A.· ·No.

24· · · · · · MR. WHITE:· Just a moment.

25
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·1· BY MR. WHITE:

·2· · · ·Q.· ·Nowhere in ACOG or anywhere else is using four

·3· fingers for examination is referred to as fisting, is it?

·4· · · ·A.· ·No.

·5· · · ·Q.· ·Let me ask, in your opinion, would that be

·6· demeaning to a patient?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·Ask your opinion of -- what is your -- briefly,

·9· what is your opinion of labiaplasty for cosmetic

10· purposes?

11· · · ·A.· ·To to reduce pain.· To reduce discomfort.

12· To -- often young female athletes will have difficulties,

13· if they're runners.· Patients could have a tear during

14· their delivery.

15· · · ·Q.· ·But how effective is it just to change the look

16· of the labia for cosmetic purposes?

17· · · ·A.· ·Talking about cosmesis?

18· · · ·Q.· ·Yes.

19· · · ·A.· ·Well, I would say since the 1990s and since

20· direct marketing, there's been a dramatic increase in

21· interest and demand.

22· · · · · · You know, there are a lot of normals, and just

23· because one side is a little bit larger, doesn't mean that

24· is abnormal.

25· · · · · · But within that advertising, I think there's a
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·1· push towards a vagina that looks younger or idealized.

·2· · · · · · So, it's purely, I suppose, a patient's choice if

·3· she wishes to have that.

·4· · · ·Q.· ·Are you familiar with what's called the

·5· "O-Shot," Exhibit 3, page 18?

·6· · · ·A.· ·O-Shot, yeah.

·7· · · ·Q.· ·Is that PRP also?

·8· · · ·A.· ·It's an injection of plasma-rich protein into

·9· the G spot.· And some people think that tissue is similar

10· to kind of a spongy tissue that males have.

11· · · · · · So you take the patient's blood, you spin it down

12· within the office, and I don't know what OSHA rules are

13· regarding this plasma, you take the supernatant of the

14· plasma and you inject approximately three centimeters in the

15· interior of the vulva.

16· · · · · · And, theoretically, it is used to increase

17· angiogenesis, which means increased blood supply.· And I

18· would say critical to orgasm is blood supply.

19· · · · · · So, as patients age, they may have less intense

20· orgasms.

21· · · ·Q.· ·Have you ever done one?

22· · · ·A.· ·No, sir.

23· · · ·Q.· ·What is your opinion of the effectiveness?

24· · · ·A.· ·Well, I don't believe there's a great deal of

25· solid evidence that it increases satisfaction, or I just
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·1· don't think there's much solid science behind it.

·2· · · ·Q.· ·So you take into account, Patient A took -- was

·3· asked to provide her cell phone for twelve pictures, and

·4· then was asked something along the lines of what fisting

·5· is during this visit.· Would you agree, in your opinion,

·6· that this was --

·7· · · · · · DR. CHAMBERS:· Objection.· Objection,

·8· Ms. Ghusin.

·9· · · · · · HEARING OFFICER GHUSIN:· Yes?

10· · · · · · DR. CHAMBERS:· There's nothing in the record

11· that stated that the patient was asked what fisting is.

12· · · · · · HEARING OFFICER GHUSIN:· Mr. White?

13· · · · · · MR. WHITE:· It's -- she's already --

14· · · · · · DR. CHAMBERS:· Your question was worded as

15· such.

16· · · · · · HEARING OFFICER GHUSIN:· Would you like to

17· rephrase it?

18· · · · · · MR. WHITE:· Yeah.

19· · · · · · HEARING OFFICER GHUSIN:· Okay.

20· BY MR. WHITE:

21· · · ·Q.· ·The pictures -- being asked while you were in a

22· paper gown to provide your cell phone to take pictures,

23· would that be considered -- would you consider that a

24· visit that you would or the ACOG recommends?

25· · · ·A.· ·Well, again I have a problem with the
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·1· identification encryption of using the patient's phone.

·2· I think, in a sense, that's putting the patient at risk.

·3· · · · · · Patient A describes a situation that says -- or

·4· alleges that Dr. Chambers stated to her that one of his

·5· patients was trying to send the picture to him, got a digit

·6· wrong, and ended up getting a reply from an irate woman that

·7· said, "What bitch is sending me these photos to my husband?"

·8· · · · · · I thought, suppose Patient A misplaces a digit and

·9· sent it to an adolescent, is Patient A going to be in

10· trouble?· I think so.

11· · · ·Q.· ·Are you aware if Patient A was ever asked about

12· fisting?

13· · · ·A.· ·In her --

14· · · ·Q.· ·In your review of this case?

15· · · ·A.· ·Yes.· Yes, she was.

16· · · · · · Excuse me.· Can I restate that, please?· I'm aware

17· of the fact that in her allegation that he states that

18· Dr. Chambers talks about fisting or -- it's not clear

19· whether -- exactly what he said.

20· · · · · · But she does mention the word "fisting," and the

21· way I read it was that, perhaps, somehow he said, well, this

22· isn't fisting, because she was in pain during the time of

23· exam.

24· · · ·Q.· ·Would using a non-medical term -- we talked

25· about it before, would you use the term "fisting"?
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·1· · · ·A.· ·Well, I think it's inappropriate to use the

·2· term "fisting."

·3· · · ·Q.· ·Would you agree that that could lead to

·4· disruptive behavior by the doctor or a disruptive exam?

·5· · · ·A.· ·My concept of disruptive behavior is whether it

·6· interferes with the patient-physician relationship, and

·7· whether or not the patient believes in the physician's

·8· integrity.

·9· · · ·Q.· ·Let's go back to page 158, which I believe is

10· Exhibit 11.

11· · · ·A.· ·I have 156.

12· · · ·Q.· ·I want you to look at box on 158, left box.

13· · · ·A.· ·Okay.

14· · · ·Q.· ·And specifically sexual impropriety.

15· · · ·A.· ·Do you want me to read that to myself?

16· · · ·Q.· ·I do.

17· · · ·A.· ·Yes.

18· · · ·Q.· ·Okay.· Again, I want to state that this is an

19· ACOG Committee Opinion from January 2020.

20· · · · · · Would using the term "fisting" be inappropriate

21· comments?

22· · · ·A.· ·Yes.

23· · · ·Q.· ·Could it be construed as sexual comments?

24· · · ·A.· ·Yes.

25· · · ·Q.· ·Are you making -- could it be construed as
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·1· making sexualized or sexually demeaning comments to a

·2· patient?

·3· · · ·A.· ·Yes.

·4· · · ·Q.· ·Would -- possibly -- would the -- is there a

·5· possibly of taking photos on her own cell phone and

·6· texting them to him be disrespectful of patient privacy?

·7· · · ·A.· ·Yes.

·8· · · ·Q.· ·Okay.· So, would you agree that this -- some of

·9· the terms here that define sexual impropriety by ACOG

10· that they happened during this visit?

11· · · ·A.· ·I believe all of them suggest sexual

12· impropriety, and I believe that is true of each one of

13· those.

14· · · ·Q.· ·I'd ask you to go to Exhibit 13, please.

15· · · ·A.· ·(Witness complied).

16· · · ·Q.· ·Have you seen this exhibit before?

17· · · ·A.· ·Yes.

18· · · ·Q.· ·And what is it?

19· · · ·A.· ·This is produced by the Federation of State

20· Medical Boards, entitled "Physician Sexual Misconduct,

21· Report and Recommendations of the FSMB Workgroup on

22· Physician Sexual Misconduct, Adopted as policy by the

23· Federation of State Medical Boards, May 2020."

24· · · ·Q.· ·Is this one of the reports that you relied upon

25· in drawing your opinion in this matter?
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·1· · · ·A.· ·Yes, it is.

·2· · · · · · MR. WHITE:· I'd move to have 13 -- NSBME

·3· Exhibit 13 admitted, please.

·4· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·5· · · · · · Dr. Chambers, any objection?

·6· · · · · · DR. CHAMBERS:· None.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· IC's Exhibit

·8· 13's admitted into evidence.

·9· · · · · · (IC's Exhibit 13 was admitted.)

10· BY MR. WHITE:

11· · · ·Q.· ·Please turn to Exhibit 14.

12· · · ·A.· ·(Witness complied).

13· · · ·Q.· ·Have you seen this exhibit?

14· · · ·A.· ·Yes, I have.

15· · · ·Q.· ·What is it?

16· · · ·A.· ·It's an article, "Part 1 - Special from

17· Missouri Physicians Health Program, Sexual Misconduct by

18· Professionals:· A New Paradigm of Understanding."

19· · · ·Q.· ·And I'll ask the same question:· Did you rely

20· upon this in drawing your opinion in this matter?

21· · · ·A.· ·Yes, I did, sir.

22· · · · · · MR. WHITE:· I have move to admit Exhibit 14.

23· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

24· · · · · · DR. CHAMBERS:· I have no objection.

25· · · · · · HEARING OFFICER GHUSIN:· Thank you.· IC's
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·1· Exhibit 14 is admitted into evidence.

·2· · · · · · (IC's Exhibit 14 was admitted.)

·3· BY MR. WHITE:

·4· · · ·Q.· ·And then please turn to Exhibit 15.

·5· · · ·A.· ·(Witness complied).

·6· · · ·Q.· ·Have you seen this exhibit?

·7· · · ·A.· ·Yes, I have.

·8· · · ·Q.· ·And what is it?

·9· · · ·A.· ·Code of Professional Ethics of the American

10· College of Obstetricians and Gynecologists.

11· · · ·Q.· ·And did you rely upon this to draw your opinion

12· in this matter?

13· · · ·A.· ·Yes, I did.

14· · · · · · MR. WHITE:· I would move to admit Exhibit 15,

15· please.

16· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?

17· · · · · · DR. CHAMBERS:· I have objections.

18· · · · · · HEARING OFFICER GHUSIN:· IC's Exhibit 15 is

19· admitted into evidence.

20· · · · · · (IC's Exhibit 15 was admitted.)

21· BY MR. WHITE:

22· · · ·Q.· ·I'd like you to turn to Exhibit 10, please.

23· · · ·A.· ·(Witness complied).

24· · · ·Q.· ·Have you seen this exhibit before?

25· · · ·A.· ·Yes.
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·1· · · ·Q.· ·Okay.· Without saying the name of patient, do

·2· you know what patient this is?

·3· · · ·A.· ·I do not know which patient this is.

·4· · · ·Q.· ·Okay.

·5· · · · · · MR. WHITE:· I represent that this has already

·6· been admitted.· It is for Patient B.

·7· · · · · · DR. CHAMBERS:· Objection, Your Honor.

·8· · · · · · MS. MOONEYHAN:· That's incorrect.· That's

·9· actually Patient C.

10· · · · · · MR. WHITE:· I'm sorry.· Did I say -- okay.

11· · · · · · DR. CHAMBERS:· Objection, Your Honor.· That is

12· neither Patient B or C.

13· · · · · · MR. WHITE:· I'm sorry.

14· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's clarify.

15· Are we talking about Exhibit 10?

16· · · · · · MR. WHITE:· Yeah.· I think I had the wrong --

17· · · · · · DR. CHAMBERS:· Ten.

18· · · · · · MR. WHITE:· Let's go to Exhibit 7, please.

19· · · · · · HEARING OFFICER GHUSIN:· Are we skipping over

20· Exhibit 10 now?

21· · · · · · MR. WHITE:· Yes.

22· · · · · · HEARING OFFICER GHUSIN:· Okay.· Okay.

23· · · · · · Dr. Chambers, objection withdrawn then?

24· · · · · · We're skipping over to Exhibit 10?

25· · · · · · MR. WHITE:· Yes.· For now.
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·1· · · · · · DR. CHAMBERS:· That's fine, Your Honor.

·2· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·3· · · · · · THE WITNESS:· I'm sorry.· What exhibit?

·4· BY MR. WHITE:

·5· · · ·Q.· ·Seven.· Please turn to page 0107.

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·From this, can you determine what the reason

·8· for the visit is?

·9· · · ·A.· ·Bloody nipple discharge.

10· · · ·Q.· ·Okay.· Is there any indication that he

11· discussed surgery from this?· If you can read it.

12· · · ·A.· ·I'm looking at assessment, plan, it says:

13· nipple discharge.

14· · · · · · I'm having difficulty reading the second line.  I

15· think, is it something -- has nipple.· Something about

16· libido.· Return in two weeks.

17· · · · · · So, I am having some difficulty reading all this.

18· · · ·Q.· ·Okay.

19· · · ·A.· ·But I don't see anything about surgery.

20· · · ·Q.· ·Okay.· Are you aware of the patient's assertion

21· regarding photographs or a photograph?

22· · · ·A.· ·This is Patient B?

23· · · ·Q.· ·Yes.

24· · · ·A.· ·No, I'm not aware of any photograph.

25· · · ·Q.· ·Have you ever used models?

http://www.litigationservices.com


Page 105
·1· · · ·A.· ·No, sir.

·2· · · ·Q.· ·When I mean "models," I mean human models,

·3· female models?

·4· · · ·A.· ·No.

·5· · · ·Q.· ·Okay.· Have you ever paid somebody for that?

·6· · · ·A.· ·No.

·7· · · ·Q.· ·Have you ever offered to pay somebody to model

·8· for you?

·9· · · ·A.· ·I would never do that.

10· · · ·Q.· ·Would you do that at your practice?

11· · · ·A.· ·No.

12· · · ·Q.· ·I asked this before:· Would you ever put an

13· advertisement on, say, a wall or a bathroom door,

14· soliciting models for your practice for advertising?

15· · · ·A.· ·No.

16· · · ·Q.· ·Why not?

17· · · ·A.· ·I'm sorry, why not?

18· · · ·Q.· ·Why not?

19· · · ·A.· ·I think it would be disrespectful, certainly,

20· to any patient I had.· I think it would be inappropriate.

21· I think it would bring disrepute to medicine.· I think

22· that it would be slap in the face of any patient if I

23· offered to do that.· I think it would be demeaning.

24· · · · · · And I think it would violate the trust that she

25· had in me as an ethical physician.
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·1· · · ·Q.· ·I'd like you to turn to Exhibit 5, please.

·2· · · ·A.· ·(Witness complied).

·3· · · ·Q.· ·Have you seen that before?

·4· · · ·A.· ·Yes.

·5· · · ·Q.· ·Okay.· Do you know what patient this -- which

·6· patient this represents?

·7· · · ·A.· ·I'm not sure whether this is B or C.

·8· · · ·Q.· ·Okay.· We haven't gotten to C yet.

·9· · · · · · HEARING OFFICER GHUSIN:· Counsel, may I

10· interrupt for moment --

11· · · · · · MR. WHITE:· Yeah.

12· · · · · · HEARING OFFICER GHUSIN:· -- just to see where

13· we are in the scheme of things, seeing -- it looks like

14· we're probably going to go -- we need more than another

15· 15 minutes; right?

16· · · · · · MR. WHITE:· Yeah.

17· · · · · · HEARING OFFICER GHUSIN:· Dr. Goodman's coming

18· in at 1:30?

19· · · · · · MR. WHITE:· Yeah.

20· · · · · · HEARING OFFICER GHUSIN:· Why don't we let

21· Dr. Rafael take a break, and get a little energy.

22· · · · · · I don't know what the schedule -- she's not

23· going to make it down until 1:30; right?

24· · · · · · MR. WHITE:· Yeah.

25· · · · · · MS. MOONEYHAN:· Your Honor?
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·1· · · · · · HEARING OFFICER GHUSIN:· Yes.

·2· · · · · · MS. MOONEYHAN:· Your Honor, I believe we agreed

·3· that Dr. Goodman would be on standby --

·4· · · · · · DR. CHAMBERS:· Correct.

·5· · · · · · MR. WHITE:· -- for Dr. Chambers.· Requesting --

·6· · · · · · HEARING OFFICER GHUSIN:· So, 1:30's not --

·7· · · · · · MS. MOONEYHAN:· He didn't want to break up his

·8· testimony, so he's going to be on call this afternoon,

·9· when Dr. Rafael's finished.

10· · · · · · MR. WHITE:· I can probably wrap up in the next

11· 15 to 20 minutes.

12· · · · · · THE WITNESS:· I'm ready to go.

13· · · · · · HEARING OFFICER GHUSIN:· Are you good?

14· · · · · · THE WITNESS:· Yeah.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

16· BY MR. WHITE:

17· · · ·Q.· ·Have you -- did you review those allegations as

18· part of your review of this matter.

19· · · ·A.· ·Yes, I did.

20· · · ·Q.· ·Okay.· And you can see where he offered --

21· Dr. Chambers's offered to pay Patient B $1,000 for

22· photos?

23· · · ·A.· ·Yes.

24· · · ·Q.· ·Does your opinion still stand that this would

25· be unprofessional?
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·1· · · ·A.· ·Unprofessional, unethical, against the Code of

·2· Conduct, against society's rules, in my opinion.

·3· · · ·Q.· ·Okay.· You also think it would violate the

·4· trust of a patient?

·5· · · ·A.· ·Absolutely.

·6· · · ·Q.· ·I'd ask you to look at Exhibit 6.

·7· · · ·A.· ·(Witness complied).

·8· · · ·Q.· ·I just want you to read, to yourself, the

·9· second paragraph, about half way through, it starts "in

10· fall of 2018."

11· · · ·A.· ·Yeah.

12· · · ·Q.· ·Is there any doubt that he offered to pay her

13· $1,000 for an advertisement?

14· · · ·A.· ·No, it's clear.

15· · · ·Q.· ·And this is -- have you seen this -- let me

16· back up the little bit -- have you seen this response

17· from Dr. Chambers before?

18· · · ·A.· ·Yes, I have.

19· · · ·Q.· ·Okay.· I'd ask you to turn to Exhibit 8.

20· · · ·A.· ·Um-hum.

21· · · ·Q.· ·Have you seen Exhibit 8 before?

22· · · ·A.· ·Yes, I have.

23· · · ·Q.· ·Okay.

24· · · · · · MR. WHITE:· I'll represent, this has already

25· been marked and admitted as the allegation letter for
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·1· Patient C.

·2· · · · · · HEARING OFFICER GHUSIN:· Thank you.

·3· BY MR. WHITE:

·4· · · ·Q.· ·And you've reviewed these allegations before?

·5· · · ·A.· ·Yes.

·6· · · ·Q.· ·Did you review these in drawing your opinion in

·7· this matter?

·8· · · ·A.· ·Yes.

·9· · · ·Q.· ·Turn to Exhibit 9, please.

10· · · · · · MR. WHITE:· It's already been marked and

11· admitted, and it is Dr. Chambers's response.

12· BY MR. WHITE:

13· · · ·Q.· ·And third paragraph down on page 141, "I

14· offered."· It's near the bottom of that paragraph.

15· · · ·A.· ·Yes.

16· · · ·Q.· ·Any doubt that he offered Patient C $1,000 to

17· model for an ad?

18· · · ·A.· ·Correct.

19· · · ·Q.· ·Also I'd ask you to take a look at page 142,

20· second paragraph.· If you read that to yourself and look

21· up when you're finished.

22· · · ·A.· ·Yes.

23· · · ·Q.· ·Thank you.

24· · · · · · Is there any doubt that boyfriends and husbands

25· were prohibited from being at that photo shoot?
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·1· · · ·A.· ·There's no doubt.

·2· · · ·Q.· ·I want you to turn to Exhibit 1, please.

·3· · · ·A.· ·Exhibit 1?

·4· · · ·Q.· ·Yes.

·5· · · ·A.· ·(Witness complied).

·6· · · ·Q.· ·Have you seen Exhibit 1 before?

·7· · · ·A.· ·Yes, I have.

·8· · · ·Q.· ·Did you review these allegations and rely on

·9· them to draw your opinion in this matter?

10· · · ·A.· ·I'm a little bit confused because I would

11· receive from the Board certain questions, and I would

12· answer from each one of those questions.

13· · · ·Q.· ·Did you see this before?

14· · · ·A.· ·I have reviewed this, yes.

15· · · ·Q.· ·Okay.· So, on page 2 of this exhibit --

16· · · ·A.· ·Um-hum.

17· · · ·Q.· ·-- can you see where it says -- I'd like,

18· actually, just read 13 and 14 on page 2 to yourself.

19· · · ·A.· ·Okay.

20· · · ·Q.· ·Thirteen refers to the word "fisting"; correct?

21· · · ·A.· ·Correct.

22· · · ·Q.· ·And does 14 address fingers being compared to

23· the size of a man's penis?

24· · · ·A.· ·I'm sorry.· Can you rephrase that?

25· · · ·Q.· ·Does 14 address comparing the size of -- I
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·1· guess, a fist to the size of a man's penis?

·2· · · ·A.· ·I don't think that is exactly how it went down.

·3· · · ·Q.· ·Okay.· There's --

·4· · · ·A.· ·What I recall in her allegation was that

·5· Dr. Chambers had said the size of a man's penis is about

·6· the size of two fingers.· And --

·7· · · ·Q.· ·On the very end of number 14, was it

·8· appropriate to tell Patient A that her vagina's too big

·9· for a man's penis?

10· · · ·A.· ·Yes.

11· · · ·Q.· ·It was appropriate?

12· · · ·A.· ·I don't think it's appropriate.

13· · · ·Q.· ·Oh, you don't think it's appropriate?

14· · · ·A.· ·I do not think it's particularly appropriate.

15· · · ·Q.· ·Was it professional?

16· · · ·A.· ·I don't believe it's particularly professional.

17· · · ·Q.· ·Does it bring on any sexual connotations?

18· · · ·A.· ·I'm sorry because I'm not sure that exactly the

19· way that it's written down is exactly what her

20· allegations is.· If that's fair.

21· · · · · · HEARING OFFICER GHUSIN:· Can you go to the

22· source, Mr. White, rather than the investigator's summary

23· of what she said?

24· · · · · · MR. WHITE:· Let's see.

25
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·1· BY MR. WHITE:

·2· · · ·Q.· ·Would it be considered an inappropriate comment

·3· about the patient --

·4· · · ·A.· ·To say fisting?

·5· · · ·Q.· ·-- to say that her vagina's too big for a man's

·6· penis?

·7· · · ·A.· ·I think it's demeaning.· There are other ways

·8· to say it.

·9· · · ·Q.· ·Okay.

10· · · · · · MR. WHITE:· I have no further questions.

11· · · · · · HEARING OFFICER GHUSIN:· Thank you.

12· · · · · · MR. WHITE:· Actually, I do have one.

13· BY MR. WHITE:

14· · · ·Q.· ·Taken together all of this, all of the things

15· we've talked about for Patient A, Patient B, Patient C,

16· would you consider this sexual impropriety?

17· · · ·A.· ·In my professional opinion --

18· · · ·Q.· ·If you take them individually --

19· · · ·A.· ·-- within --

20· · · ·Q.· ·And I'll put some context on there too:· Per

21· ACOG's definition on page 158.

22· · · ·A.· ·So, I'm going to make a statement, and that is

23· with sexual misconduct, it's broken into sexual

24· impropriety and sexual violence.

25· · · · · · I do not believe Dr. Chambers committed violence.
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·1· I do believe Dr. Chambers committed sexual impropriety,

·2· which is, quote, sexual misconduct with Patient A, Patient

·3· B, and Patient C, because he fulfilled every one of those of

·4· the definition, inappropriate language, inappropriate

·5· gestures, sexual innuendo.· I'd have to look at the other --

·6· · · ·Q.· ·158.

·7· · · · · · HEARING OFFICER GHUSIN:· 158 of --

·8· · · · · · MR. WHITE:· Your Honor, it's Exhibit 11.

·9· · · · · · THE WITNESS:· Exhibit 11.· So:

10· · · · · · · · "Sexual impropriety may compromise

11· · · · · · · · behavior, gestures or expressions that are

12· · · · · · · · seductive, sexually suggestive,

13· · · · · · · · disrespectful of patient privacy, or

14· · · · · · · · sexually demeaning to a patient that may

15· · · · · · · · include, but not limited to the

16· · · · · · · · following:"

17· · · · · · And it talks about disrobing and draping.

18· BY MR. WHITE:

19· · · ·Q.· ·If you skip down to number 6 of the bullet

20· points.

21· · · ·A.· ·I would say in that section, in that paragraph,

22· he fulfilled that.· The behavior, he fulfilled each one

23· of those.

24· · · ·Q.· ·Okay.· Thank you.

25· · · · · · MR. WHITE:· Now I have no further questions.
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·1· · · · · · HEARING OFFICER GHUSIN:· Just one moment.

·2· · · · · · THE WITNESS:· Can we take a quick break now?

·3· · · · · · HEARING OFFICER GHUSIN:· In a moment.

·4· · · · · · Do you have questions of Dr. Rafael?

·5· · · · · · DR. CHAMBERS:· I do.

·6· · · · · · HEARING OFFICER GHUSIN:· All right.· Let's take

·7· a quick break.· No more than five to ten minutes.

·8· · · · · · (Recess 1:25 P.M. to 1:42 P.M.)

·9· · · · · · HEARING OFFICER GHUSIN:· Back on the record in

10· the matter of Dr. Chambers.· I think we have everyone

11· back in the room in the south as well as north.

12· · · · · · We just finished up with Dr. Rafael's direct by

13· Mr. White.

14· · · · · · Dr. Chambers, you would like to cross-examine

15· Dr. Rafael?

16· · · · · · DR. CHAMBERS:· Yes.· Please.

17· · · · · · HEARING OFFICER GHUSIN:· Okay.· And hopefully

18· it all goes smoothly.

19· · · · · · · · · · ·CROSS-EXAMINATION

20· BY DR. CHAMBERS:

21· · · ·Q.· ·Good afternoon, Dr. Rafael.

22· · · ·A.· ·Good afternoon, sir.

23· · · ·Q.· ·I have a bunch of questions for you.

24· · · ·A.· ·Okay.

25· · · ·Q.· ·And I, too, hope it goes smoothly.

http://www.litigationservices.com


Page 115
·1· · · ·A.· ·Thank you.

·2· · · · · · THE WITNESS:· Can we turn the volume up a

·3· little bit?

·4· · · · · · MS. FUENTES:· I can.

·5· · · · · · THE WITNESS:· Thank you.

·6· BY DR. CHAMBERS:

·7· · · ·Q.· ·You mentioned Masters and Johnson in one of

·8· your answers?

·9· · · ·A.· ·Yes, sir.

10· · · ·Q.· ·How were they viewed by the medical community

11· when they were first doing their research?

12· · · ·A.· ·Well, that's an interesting question.· I assume

13· that there was some skepticism because, perhaps, this was

14· a taboo subject at the time.

15· · · · · · But I think they became known as more or less the

16· earliest solid scientific researchers.

17· · · ·Q.· ·Okay.· Your knowledge of sexual health, you

18· said sexual health to one of the questions, went back

19· 2,000 years, which I will agree.

20· · · · · · Your knowledge of sexual health, was it acquired

21· during medical school, OB-GYN residency, or post residency?

22· · · ·A.· ·I'm having the little bit of trouble with your

23· accent, sir.· I apologize.

24· · · ·Q.· ·Your knowledge of sexual health, was it

25· acquired in medical school, residency, or post residency?
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·1· · · ·A.· ·I would say residency or more post residency.

·2· · · ·Q.· ·Okay.· How much time was spent in residency

·3· when you went through training on sexual health matters?

·4· · · ·A.· ·Very little time, sir.

·5· · · ·Q.· ·Okay.· In answering one of the questions, you

·6· talked about a patient's sexual desires and fantasy, that

·7· it was important to ask those questions in relation to

·8· some of her concerns.

·9· · · · · · Is discussing sexual desires and fantasy a form of

10· sexual misconduct?

11· · · ·A.· ·No, sir.

12· · · · · · Well, let me clarify that.· It depends on the

13· degree of the interview.· In other words, for a physician --

14· and I'm not suggesting you did, but for a physician to talk

15· about his sexual fantasies is inappropriate, and I think you

16· would agree that in certain problems where a patient seemed

17· to have persistent and recurrent sexual dysfunction, that

18· more questions along those lines is reasonable.

19· · · · · · But when someone doesn't particularly have serious

20· problems, it could be unreasonable.

21· · · ·Q.· ·Okay.· Were you aware that Patient A went to

22· see the male urogynecologist that I referred her to,

23· despite the fact that allegedly abused her?

24· · · · · · MR. WHITE:· Objection.· Relevance.

25· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers?
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·1· · · · · · DR. CHAMBERS:· The relevance is I sent her to a

·2· urogynecologist, and he concurred with my recommendation.

·3· So, I'd like to know if Dr. Rafael realized that I was

·4· the one who sent her to Dr. Wasserman.

·5· · · · · · HEARING OFFICER GHUSIN:· That's a fair

·6· question.

·7· · · · · · THE WITNESS:· Yes, I was aware you that you had

·8· referred her.

·9· BY DR. CHAMBERS:

10· · · ·Q.· ·Did you notice that he concurred with my

11· recommendation?

12· · · ·A.· ·I apologize because I have a little hearing

13· deficiency.

14· · · · · · HEARING OFFICER GHUSIN:· Okay.· This is what

15· we're going to do, and, perhaps, Mr. White could help

16· also.

17· · · · · · I'm going to try to state your question for

18· you, and we could check each other to make sure it is

19· right just so we can get through this, unless you have

20· some other suggestion.

21· · · · · · DR. CHAMBERS:· Okay.· That's fine.· That's

22· fine.

23· · · · · · THE WITNESS:· Perhaps if we put a speaker here

24· (indicating).· I apologize for the disruption.

25· · · · · · HEARING OFFICER GHUSIN:· Not at all.
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·1· · · · · · (Speaker moved.)

·2· · · · · · THE WITNESS:· Okay.· I'm ready.

·3· BY DR. CHAMBERS:

·4· · · ·Q.· ·I'm not trained to evaluate the anal sphincter

·5· using an ultrasound, are you?

·6· · · ·A.· ·No.· I do not personally do the anal

·7· ultrasound.· I refer that to radiology and have, say, it

·8· done at the hospital.

·9· · · ·Q.· ·Were you aware that down here in Las Vegas, we

10· really have to send patients to a colorectal surgeon to

11· have them do that?

12· · · ·A.· ·No, I wasn't aware of that.

13· · · ·Q.· ·Yeah.· A lot of the radiologist aren't able to

14· do that.

15· · · · · · In the Sexual Misconduct Committee Opinion, did

16· the opinion state that a chaperon needed to be in the room

17· or in your own opinion?

18· · · · · · MR. WHITE:· Ask him which one he's referring

19· to, Ms. Hearing Officer.

20· · · · · · HEARING OFFICER GHUSIN:· Okay.

21· · · · · · Dr. Chambers, which patient are you referring

22· to?

23· · · · · · DR. CHAMBERS:· It's no particular patient.· I'm

24· just asking a general question regarding chaperons.

25· · · · · · THE WITNESS:· Within the ACOG --
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·1· · · · · · MR. WHITE:· Hold on.

·2· · · · · · HEARING OFFICER GHUSIN:· Hold on.

·3· · · · · · MR. WHITE:· Well, he's referring to a committee

·4· opinion or something like that.· I was just wondering

·5· which one it was.· That's all.

·6· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, I'm

·7· going to ask you to be more specific with your questions.

·8· · · · · · DR. CHAMBERS:· It's Exhibit 11.

·9· · · · · · MR. WHITE:· Okay.

10· BY DR. CHAMBERS:

11· · · ·Q.· ·The committee opinion on sexual misconduct

12· where it discussed chaperon, was it recommendation or a

13· mandate?

14· · · ·A.· ·I'm looking at page 160.

15· · · · · · HEARING OFFICER GHUSIN:· Do you have a page --

16· here it is.· Page 160, Dr. Chambers, is that what you're

17· referring to?

18· · · · · · DR. CHAMBERS:· Correct.

19· · · · · · HEARING OFFICER GHUSIN:· Okay.

20· · · · · · THE WITNESS:· So down at the end of 160, on the

21· left-hand side:

22· · · · · · · · "ACOG now believes that the routine use of

23· · · · · · · · chaperons is needed for the protection of

24· · · · · · · · patients and obstetricians-gynecologists.

25· · · · · · · · Therefore, it is recommend that a chaperon
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·1· · · · · · · · be present for all breast, genital, and

·2· · · · · · · · rectal examinations.· The need for

·3· · · · · · · · chaperon is irrespective of sex or gender

·4· · · · · · · · of the person performing the examination,

·5· · · · · · · · and applies to examinations performed in

·6· · · · · · · · the outpatient and inpatient settings,

·7· · · · · · · · including labor and delivery, as well as

·8· · · · · · · · diagnostic studies, such as transvaginal

·9· · · · · · · · ultrasonography and urodynamic testing."

10· · · ·Q.· ·Okay.· So, this is a recommendation or a

11· mandate?

12· · · ·A.· ·They stated that it's recommended.

13· · · ·Q.· ·Okay.· And most of us do do that; correct?

14· · · ·A.· ·Correct.

15· · · ·Q.· ·And you stated in your own experience that you

16· have actually examined patients without a chaperon;

17· correct?

18· · · ·A.· ·With their permission.

19· · · ·Q.· ·Okay.· In emergency cases, you would actually

20· examine a patient if there's no chaperone?

21· · · ·A.· ·Correct.· In the case of emergency, yes, it's

22· acceptable to examine without a chaperon.

23· · · ·Q.· ·In the case of Patient A, when I examined her

24· the chaperon was not in inside the room.· The chaperone

25· was outside of the room because of COVID policies that I
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·1· implemented.

·2· · · · · · In your opinion, if she's able to see and hear the

·3· examination, is that being chaperoned or not?

·4· · · · · · MR. WHITE:· Objection.· You're asking him to

·5· speculate on what's the size of your room, what's the

·6· size of the room, and where she's standing.· He has no --

·7· · · · · · DR. CHAMBERS:· I didn't mention the size of the

·8· room.

·9· · · · · · MR. WHITE:· Yeah, but he has no spacial

10· recognition of where she was.

11· · · · · · DR. CHAMBERS:· Can I --

12· · · · · · HEARING OFFICER GHUSIN:· Okay.

13· · · · · · DR. CHAMBERS:· -- introduce --

14· · · · · · HEARING OFFICER GHUSIN:· Just a moment.

15· · · · · · MR. WHITE:· Calls for speculation.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.

17· · · · · · DR. CHAMBERS:· May I introduce --

18· · · · · · HEARING OFFICER GHUSIN:· Just a moment.· Let's

19· try not to speak over one another.· All right?

20· · · · · · Let me rule on an objection if we get it.

21· Okay?

22· · · · · · DR. CHAMBERS:· Okay.

23· · · · · · HEARING OFFICER GHUSIN:· All right.· What do

24· you have there, Dr. Chambers?

25· · · · · · DR. CHAMBERS:· May I introduce a new exhibit of
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·1· my office, photographs?

·2· · · · · · MR. WHITE:· Objection.· No.· Because, I mean,

·3· on the basis of it's -- there's no good cause.· It should

·4· have been done at the prehearing conference.

·5· · · · · · HEARING OFFICER GHUSIN:· This is true,

·6· Dr. Chambers.

·7· · · · · · Would there be an acceptable way for the

·8· description of his office if he would ask the question?

·9· · · · · · MR. WHITE:· No.· I mean, it's too late to bring

10· that exhibit now.

11· · · · · · HEARING OFFICER GHUSIN:· He could ask a

12· hypothetical question.

13· · · · · · MR. WHITE:· Well, hypothetical might -- well,

14· he can.

15· · · · · · HEARING OFFICER GHUSIN:· Um-hum.· And we are in

16· an administrative hearing.

17· · · · · · So what I am going to do is sustain the

18· objections as far as the exhibit, and direct Dr. Chambers

19· to rephrase the question into a hypothetical that

20· Dr. Rafael would be able to address.

21· · · · · · Any objection to that?

22· · · · · · DR. CHAMBERS:· Thank you.

23· · · · · · MR. WHITE:· Not yet.

24· · · · · · HEARING OFFICER GHUSIN:· Again, with the

25· relaxed rules of evidence, if it's relevant, material,
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·1· and probative, it will help the Hearing Officer make

·2· recommendations, it's coming in.· Just -- let's get

·3· through that because that's what I'm going to say every

·4· time.· Okay?

·5· · · · · · All right.· Go ahead.

·6· · · · · · MR. WHITE:· Understood.

·7· · · · · · DR. CHAMBERS:· Thank you.

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·With the examination room opened, if she's

10· standing at the door, outside the examination room, is

11· that being chaperoned?

12· · · ·A.· ·I don't think that's an acceptable chaperon,

13· sir.

14· · · · · · My idea of an acceptable chaperone is that the

15· chaperone is at the examining room table or at the bedside.

16· And I say this based on another case that I have reviewed

17· where there was --

18· · · · · · MR. WHITE:· Let's not get into it.

19· BY DR. CHAMBERS:

20· · · ·Q.· ·Okay.· The committee opinion did not state

21· where a chaperon should be inside the room, did it?

22· · · ·A.· ·It didn't, but I think it's an assumption.

23· · · · · · MR. WHITE:· Objection.· Calls for facts not in

24· evidence.· Actually, it does say that.

25· · · · · · DR. CHAMBERS:· Where does it say it?
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·1· · · · · · MR. WHITE:· It says right under "chaperones" on

·2· 160.

·3· · · · · · HEARING OFFICER GHUSIN:· Withdraw the

·4· objection, and --

·5· · · · · · DR. CHAMBERS:· Could you point me to it?

·6· · · · · · THE WITNESS:· It says:

·7· · · · · · · · "The presence of a third party or chaperon

·8· · · · · · · · in the examination can" --

·9· · · · · · DR. CHAMBERS:· Can I --

10· · · · · · THE WITNESS:· It doesn't say outside the

11· examination room.

12· BY DR. CHAMBERS:

13· · · ·Q.· ·Now, considering we were in the middle of

14· COVID, and there were no vaccines, where one person just

15· had COVID, do you think --

16· · · · · · MR. WHITE:· Objection.

17· · · · · · DR. CHAMBERS:· -- it would be appropriate --

18· · · · · · MR. WHITE:· Objection.· Again, it calls for

19· facts not in evidence.

20· · · · · · THE WITNESS:· Okay.

21· · · · · · DR. CHAMBERS:· Okay.

22· · · · · · MR. WHITE:· We don't know about your COVID

23· policies or that anybody had COVID.

24· BY DR. CHAMBERS:

25· · · ·Q.· ·Is it appropriate that given a situation where
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·1· there is possible -- possibility of spread of disease,

·2· that the chaperon could stand outside the room to protect

·3· everyone?

·4· · · ·A.· ·I still think that's unacceptable.· With COVID,

·5· it was considered six feet to be acceptable.

·6· · · · · · For someone to be outside doing charts, possibly,

·7· not within hearing range, not to hear exactly what was going

·8· on is --

·9· · · ·Q.· ·She was ten to 12 feet away.

10· · · ·A.· ·I think that's -- even with COVID, I would

11· expect my chaperone to be in the room where she can see

12· and hear everything that's going on.

13· · · ·Q.· ·All right.· I'm going to change my line of

14· questioning.

15· · · · · · You said you did some labiaplasties?

16· · · ·A.· ·I did one labiaplasty, sir.

17· · · ·Q.· ·Okay.· Where did you train to do that?

18· · · ·A.· ·Well, I think we could agree that labiaplasty

19· is not a difficult operation.· So, like with any

20· residency, see one, do one, teach one.

21· · · · · · And I relied on my assistant, who I noted was

22· trained by Red Alinsod and had gone to many of Dr. Alinsod's

23· conferences, just as you did.

24· · · ·Q.· ·So you find it acceptable that your colleague

25· who went to the courses offered by Dr. Alinsod was

http://www.litigationservices.com


Page 126
·1· appropriately trained to do this?

·2· · · ·A.· ·She was appropriately trained to perform

·3· labiaplasty.

·4· · · · · · But as you know in residency, you will see one,

·5· then you would work with you senior resident, and then

·6· perform the operation.

·7· · · ·Q.· ·Okay.· I agree.

·8· · · · · · When a traditional OB-GYN or urogynecologist

·9· examine a patient, are we trained to look at the aesthetics

10· of the vulva, or do we just go into the vagina?

11· · · ·A.· ·Well, I think the first thing you do is an

12· inspection of the vulva, and --

13· · · ·Q.· ·Are we looking for aesthetics or are we looking

14· for pathology?

15· · · ·A.· ·Well, I think you look for aesthetics.· If

16· there was something significantly wrong, you would note

17· that, and then you are more, as you suggest, doing a

18· functional evaluation.

19· · · ·Q.· ·Okay.· That contradicted what you said earlier

20· regarding -- well, didn't really contradict.

21· · · · · · Dr. Wasserman said that her vulva was normal in

22· appearance?

23· · · ·A.· ·Correct.

24· · · ·Q.· ·We all know that the vulva has different

25· variations of normality in each one?
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·1· · · ·A.· ·In each --

·2· · · · · · MR. WHITE:· I'm going object to --

·3· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on.

·4· · · · · · MR. WHITE:· He is testifying now.

·5· · · · · · HEARING OFFICER GHUSIN:· I'm going to sustain

·6· it.

·7· · · · · · Dr. Chambers, try to ask a question.

·8· · · · · · DR. CHAMBERS:· I'll rephrase.

·9· BY DR. CHAMBERS:

10· · · ·Q.· ·Each woman has different variations of her

11· labia -- of the labia.

12· · · · · · MR. WHITE:· Is that a question?

13· BY DR. CHAMBERS:

14· · · ·Q.· ·The question follows:· Are gynecologist and

15· urogynecologist trained to look through the lens of a

16· cosmetic surgeon or plastic surgeon when you look at the

17· anatomy?

18· · · ·A.· ·There are many variations of normal.

19· · · ·Q.· ·Are we trained as traditional OB-GYN or

20· urogynecologist to look through the lens of a cosmetic

21· surgeon?

22· · · · · · In other words, if you're showing me a picture,

23· and you're showing me --

24· · · · · · HEARING OFFICER GHUSIN:· I'm going to

25· interrupt.· I'm sorry, Dr. Chambers.
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·1· · · · · · I see some motioning in the background, and

·2· anyone who is going to remain in the room as an audience

·3· member, please refrain from making gestures.· I would

·4· appreciate that.

·5· · · · · · Thank you.

·6· BY DR. CHAMBERS:

·7· · · ·Q.· ·In other words, if you're showing a plastic

·8· surgeon and a gynecologist -- so you're a gynecologist --

·9· the same picture of the vulva, or a cosmetic surgeon,

10· would they all have the same impression?

11· · · ·A.· ·Probably not.

12· · · ·Q.· ·Okay.· You said -- if we go to the pictures of

13· Patient A.· I think they were -- well, I can't find them.

14· · · · · · On the pictures where you said there were

15· bruising --

16· · · ·A.· ·That would be Exhibit 4.

17· · · ·Q.· ·Exhibit 4.· Thank you.· Could that possibly be

18· the copying machine?· Could it possibly be the way the

19· picture was printed?

20· · · · · · MR. WHITE:· Objection.· I think it's outside of

21· his expertise.· He doesn't know --

22· · · · · · HEARING OFFICER GHUSIN:· Sustained.

23· BY DR. CHAMBERS:

24· · · ·Q.· ·You testified to the fact that it appears to be

25· bruising.· She has other bluish colors on her vulva.
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·1· · · ·A.· ·Well, this wasn't there four minutes before.

·2· It appears to be similar to a hematoma.· So, there are

·3· other bluish areas, but not to this degree.

·4· · · · · · So, my assumption is -- potentially, this is a

·5· hematoma.

·6· · · ·Q.· ·How much force would be required during an exam

·7· to create that?

·8· · · · · · MR. WHITE:· Repeat the question, please.· He

·9· didn't hear.

10· BY DR. CHAMBERS:

11· · · ·Q.· ·How much force would one be required to inflict

12· during an exam to bruise a patient?

13· · · ·A.· ·I don't think any studies have been done on

14· that.· I would not know.· All I'm saying is it wasn't

15· there before and now it's there following the exam.

16· · · ·Q.· ·Okay.· Would it surprise you to learn that

17· Patient A did not complain that that exam was painful?

18· She reported discomfort.

19· · · ·A.· ·That would surprise me because in her

20· allegation, she noted that she had pain.

21· · · ·Q.· ·But testified differently to that yesterday,

22· and her reaction --

23· · · · · · MR. WHITE:· I'm going to object for facts not

24· in -- assumes facts not in evidence.

25· · · · · · Actually, it's the other way around.· She said
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·1· she had substantial discomfort at the end of her exam.

·2· · · · · · HEARING OFFICER GHUSIN:· I agree.

·3· · · · · · Dr. Chambers, it's true, and I'm going to

·4· sustain that objection.

·5· BY DR. CHAMBERS:

·6· · · ·Q.· ·Discomfort is not that same as pain, is it,

·7· Doctor?

·8· · · ·A.· ·No, sir.

·9· · · ·Q.· ·And --

10· · · · · · THE WITNESS:· Can I make a statement?

11· · · · · · MR. WHITE:· Wait for a question.

12· BY DR. CHAMBERS:

13· · · ·Q.· ·Plastic surgeons, they have before and after

14· photo galleries; correct?

15· · · ·A.· ·Correct.

16· · · ·Q.· ·Does that fall in disrepute of the medical

17· profession?

18· · · ·A.· ·We're talking about the -- there are different

19· photographs.· There's -- I want to be clear that the

20· photographs that you took as a female genital -- I'm not

21· going to say plastic surgeon -- it is acceptable to have

22· before and after if you're in the plastic surgery field.

23· · · ·Q.· ·But it's not acceptable if you're a cosmetic

24· surgeon doing cosmetic surgery to alter someone's body?

25· · · ·A.· ·It's not acceptable to alter the body?
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·1· · · ·Q.· ·In other words, a plastic surgeon will do

·2· aesthetics on the breasts and the buttocks and the nose,

·3· they take before and after pictures?

·4· · · ·A.· ·Yes.

·5· · · ·Q.· ·What's the difference between that and a

·6· cosmetic gynecological surgeon taking before and after

·7· pictures of the patient's vulva that has been altered?

·8· · · · · · MR. WHITE:· Objection.· Asked and answered.

·9· · · · · · HEARING OFFICER GHUSIN:· I --

10· · · · · · DR. CHAMBERS:· It hasn't been answered.

11· · · · · · HEARING OFFICER GHUSIN:· No.· It hasn't.

12· Overrulled.· He was asking for clarification.

13· · · · · · THE WITNESS:· Well, I did say that you'd taken

14· Dr. Alinsod's course and that I thought it acceptable for

15· the photos that you took before and after.· I believe I

16· said that.

17· · · ·Q.· ·Is it acceptable to take a photograph of the

18· patient's vulva to teach her and to explain to her, using

19· surgical markings, what needs to be done on her body?

20· · · ·A.· ·I don't have problems with that.· I had

21· problems with how you --

22· · · ·Q.· ·Okay.· Okay.· You answered.· You have, as an

23· OB-GYN, sized or measured patients; correct?

24· · · ·A.· ·Are you talking about how tall they are?

25· · · ·Q.· ·No.

http://www.litigationservices.com


Page 132
·1· · · ·A.· ·What size their waist is?

·2· · · ·Q.· ·No.

·3· · · ·A.· ·Are you talking about the vagina?

·4· · · ·Q.· ·Correct, inside her pelvis.· As an OB-GYN, have

·5· you sized patients?

·6· · · ·A.· ·Yes.

·7· · · ·Q.· ·In what capacity?

·8· · · ·A.· ·As an obstetrician.

·9· · · ·Q.· ·Okay.· What did you size?· Cervix?

10· · · ·A.· ·You're sizing pelvic inlet, the pelvic outlet.

11· As a gynecologist, you're doing a POP-Q test.· So, you're

12· sizing AA, which is from the introitus to the hymen; AB,

13· which is from the hymen to the anterior cervix; C is the

14· total length of the anterior cervix.

15· · · · · · You're sizing the genital hiatus, you're sizing

16· the perineal body, you're sizing the posterior of the

17· vagina, taking the total vagina length, and then you're also

18· assessing the prolapse of the anterior wall, the cystocele,

19· you're sizing the prolapse of the rectocele.

20· · · · · · You may put your finger in her rectum and evaluate

21· her that way also.

22· · · ·Q.· ·Okay.· You did testify that my examination of

23· Patient A was appropriate.· Did I hear that correctly?

24· · · ·A.· ·I thought you did a thorough history and

25· physical, and I thought your pelvic exam was certainly
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·1· appropriate.

·2· · · ·Q.· ·Patient A had inconsistent memory.

·3· · · · · · MR. WHITE:· Objection.· Testifying.

·4· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, he made

·5· an objection.· Did you hear his objection?

·6· · · · · · DR. CHAMBERS:· I did.· I'm going to rephrase.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·You maintain that fisting constitutes sexual

10· misconduct; correct?

11· · · ·A.· ·No.· I didn't say that.

12· · · ·Q.· ·Would you consider it as sexual misconduct?

13· · · ·A.· ·If you fisted or if an individual fisted a

14· patient, I would consider that sexual misconduct.

15· · · ·Q.· ·Or attempted to; correct?

16· · · ·A.· ·If that's -- are you suggesting that you

17· attempted to?

18· · · ·Q.· ·I am asking a question.· If someone attempted

19· to, that would be considered sexual misconduct?

20· · · ·A.· ·If a professional OB-GYN attempted to fist

21· somebody, I would consider that sexual misconduct, yes.

22· · · ·Q.· ·Is there any proof in Patient A's record that I

23· fisted her?

24· · · · · · MR. WHITE:· Objection.· I -- in the records?

25· · · · · · HEARING OFFICER GHUSIN:· According to her
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·1· testimony --

·2· · · · · · DR. CHAMBERS:· In her medical records.· In my

·3· notes.

·4· · · · · · HEARING OFFICER GHUSIN:· Let's clarify the

·5· source, because we have in the records, we have her

·6· testimony.

·7· BY DR. CHAMBERS:

·8· · · ·Q.· ·So, if you refer to the testimony, it was

·9· inconsistent.

10· · · · · · MR. WHITE:· Objection.· It's -- now you're

11· testifying again.· For the -- yeah.

12· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, I'm

13· going to sustain it because Dr. Rafael was not privy and

14· present for her testimony.

15· · · · · · DR. CHAMBERS:· Okay.

16· BY DR. CHAMBERS:

17· · · ·Q.· ·If there was -- let me put it to you this

18· way --

19· · · · · · HEARING OFFICER GHUSIN:· But based -- but, sir,

20· you could base it on the records he reviewed.

21· · · · · · DR. CHAMBERS:· Okay.

22· BY DR. CHAMBERS:

23· · · ·Q.· ·Based medical records, my notes, the

24· photographs, did you see any evidence of fisting?

25· · · ·A.· ·Certainly, based on your records, no.
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·1· · · · · · But she has made an allegation, and I'm not --

·2· she's made an allegation that the term "fisting" was used.

·3· Within the records, there was no proof you fisted her.

·4· · · ·Q.· ·Okay.· And I contend did not use that word.

·5· · · · · · MR. WHITE:· Objection.

·6· · · · · · HEARING OFFICER GHUSIN:· Sustained.

·7· BY DR. CHAMBERS:

·8· · · ·Q.· ·Are you familiar with the Q-Tip testing for

·9· pelvic pain on the external genitalia?

10· · · ·A.· ·Sure.· Q-Tip test.· Yes.

11· · · ·Q.· ·My use of the Q-Tip, was that inappropriate?

12· · · ·A.· ·No.

13· · · ·Q.· ·Is it possible that a patient with chronic

14· pelvic pain or dyspareunia, painful sex, when you do a

15· biannual examination, it might feel as if something is

16· larger than expected inside the vagina to that patient?

17· In your experience.

18· · · ·A.· ·What you're suggesting, I believe, is that the

19· patient felt something and she couldn't identify exactly

20· what it was.· Could it have been your four fingers?· Yes,

21· it could have been.

22· · · ·Q.· ·And you testified that using four fingers can

23· be appropriate; is that correct?

24· · · ·A.· ·Correct.

25· · · ·Q.· ·Dr. Rafael, thank you so much for your

http://www.litigationservices.com


Page 136
·1· testimony.

·2· · · ·A.· ·Thank you, sir.

·3· · · · · · HEARING OFFICER GHUSIN:· Mr. White?

·4· · · · · · MR. WHITE:· Thank you.

·5· · · · · · · · · ·REDIRECT EXAMINATION

·6· BY MR. WHITE:

·7· · · ·Q.· ·You were asked a question about addressing

·8· sexual fantasies with a patient by Dr. Chambers?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·Is that something you would discuss with a

11· patient if they brought it up first?

12· · · ·A.· ·Yes.

13· · · ·Q.· ·Okay.· I think you answered this already for

14· him, but do you agree that ACOG, on page 160 -- Exhibit

15· 11, page 160, do you agree a chaperon needed to be in the

16· room?

17· · · ·A.· ·Yes, I do.

18· · · ·Q.· ·You were asked some questions about whether

19· having a chaperon and if this ACOG opinion is a

20· suggestion or a mandate --

21· · · ·A.· ·I don't think ACOG makes mandates.

22· · · ·Q.· ·Right.· Do they?

23· · · ·A.· ·No.

24· · · ·Q.· ·And -- but why is it a good idea to have a

25· chaperone in the room?
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·1· · · ·A.· ·It's a good idea for both the patient and the

·2· physician.

·3· · · · · · For the patient, I think it's reassuring that

·4· she's going through a safe exam.· Certain things may be

·5· said, and that's why I think it's important for her to be --

·6· or him, but it's generally her -- to be within a length

·7· where she can hear and see everything that's going on.

·8· · · · · · It's important for the physician because that

·9· chaperon protects the physician.

10· · · ·Q.· ·How do they protect the physician?

11· · · ·A.· ·Well, for example, if there was alleged sexual

12· assault, and Dr. Chambers or any physician's chaperone is

13· in the room, she can then testify and say, no, this did

14· not happen.

15· · · ·Q.· ·He asked you about an emergency, sometimes --

16· it talks about it in this ACOG thing.· In an emergency,

17· you might not have a chaperone?

18· · · ·A.· ·True.

19· · · ·Q.· ·Something needs to be done with that patient

20· right away, chaperone's not available; correct?

21· · · ·A.· ·Okay.

22· · · ·Q.· ·Okay.· Would you document that?

23· · · ·A.· ·Yes.

24· · · ·Q.· ·Now, do you see -- let's go to Exhibit 3.

25· · · ·A.· ·(Witness complied).
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·1· · · ·Q.· ·You've had sometime to review these records

·2· today?

·3· · · ·A.· ·I've seen these records.

·4· · · ·Q.· ·Can you point out anywhere in there when it

·5· mentioned there was a chaperone in the room or there

·6· wasn't because there was an emergency?

·7· · · ·A.· ·No, I do not see any documentation of a

·8· chaperon nor do I see an emergency.

·9· · · ·Q.· ·And he asked you a question, kind of stated

10· that there in variations of a normal-looking vulva?

11· · · ·A.· ·I think Dr. Chambers -- well, that is true, but

12· I think the question was regarding labia minora.· I could

13· be wrong about that, but, yeah.

14· · · ·Q.· ·So, there's a range of normal?

15· · · ·A.· ·Absolutely.

16· · · ·Q.· ·Does everyone require cosmetic surgery?

17· · · ·A.· ·No.· A lot of it depends on what the patient

18· wants.

19· · · ·Q.· ·What the patient wants?

20· · · ·A.· ·Yes.

21· · · ·Q.· ·You've seen all these records for Patient A and

22· Patient B and Patient C, did Dr. Chambers do surgery on

23· any of these patients?

24· · · ·A.· ·No, sir.

25· · · ·Q.· ·What was your primary concern regarding that
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·1· pictures taken with Patient A's cell phone?

·2· · · ·A.· ·Well, my primary concern is, in my opinion,

·3· it's putting the patient at risk.· Also, it's seems to

·4· fly in the face of what HIPAA says, one shouldn't.

·5· · · · · · So, I think there's potential for abuse and

·6· putting a patient at significant risk.· Should that picture

·7· get online, it could be spread all over the place, and I

·8· don't think that's in the best interest of the patient.

·9· · · ·Q.· ·Would it be -- in other words, would you agree

10· that it would be disrespectful to patient privacy?

11· · · ·A.· ·It could be.

12· · · ·Q.· ·Do you remember when you reviewed the

13· allegations regarding Patient A -- to try and clear some

14· confusion, do you remember that Dr. Chambers -- the

15· allegation was that Dr. Chambers said, "What I did during

16· that exam was called fisting."· Do you understand that?

17· · · ·A.· ·That appears to be what I do recall.

18· · · ·Q.· ·And that's what you based your review of this

19· case on, as far as parts of Patient A's review?

20· · · ·A.· ·Well, in and of itself, that's lewd language.

21· · · · · · MR. WHITE:· I have nothing further.

22· · · · · · HEARING OFFICER GHUSIN:· Any follow-up,

23· Dr. Chambers?

24· · · · · · DR. CHAMBERS:· I do.

25
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·1· · · · · · · · · · RECROSS-EXAMINATION

·2· BY DR. CHAMBERS:

·3· · · ·Q.· ·Dr. Rafael, do you know what is the definition

·4· of fisting?

·5· · · ·A.· ·Fisting a sexual definition.· It comes out of

·6· the LGBTQ1A literature and culture.· There are two types

·7· of fisting.· One is called "the duckbill," with the hands

·8· together; the other is a situation where the entire fist

·9· is placed within the vagina up to -- in order words, the

10· whole first is in the vagina.

11· · · · · · As you noted in your response to allegation, one

12· of the things that is very difficult is when you have to

13· remove the placenta, and it's a difficult thing to have to

14· do.

15· · · · · · But usually, I believe, fisting has to do with a

16· sexual act.

17· · · ·Q.· ·Okay.· Would a lot of lubrication be necessary

18· if fist someone?

19· · · ·A.· ·Would it be necessary the fist someone?

20· · · ·Q.· ·No.· Would you need a lot of lubrication to

21· fist someone?

22· · · ·A.· ·I would think so.· I would think you would need

23· a lot of lubrication, yes.

24· · · ·Q.· ·A standard packet of lubrication that we use

25· during an exam, is that enough?
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·1· · · ·A.· ·No.

·2· · · ·Q.· ·Enough lubrication to fist someone?

·3· · · ·A.· ·No, I don't think so.· It's possible, I assume,

·4· I think you would be using more lubrication.

·5· · · ·Q.· ·Thank you very much.

·6· · · ·A.· ·Thank you, sir.

·7· · · · · · MR. WHITE:· One more question.

·8· · · · · · · ·FURTHER REDIRECT EXAMINATION

·9· BY MR. WHITE:

10· · · ·Q.· ·Based on that last question, you understand

11· that Dr. Chambers is not accused of fisting Patient A;

12· he's accused of saying that what I just did is called

13· fisting.· Do you understand the nuance?

14· · · ·A.· ·I understand the nuance.

15· · · ·Q.· ·Okay.· Thank you.

16· · · · · · HEARING OFFICER GHUSIN:· Anything else,

17· Dr. Chambers?

18· · · · · · DR. CHAMBERS:· Yes.· Please.

19· · · · · · · · FURTHER RECROSS-EXAMINATION

20· BY DR. CHAMBERS:

21· · · ·Q.· ·Dr. Rafael, does it make sense to you, given

22· the definition that you just gave about fisting, the

23· amount of lubrication that you mentioned is necessary,

24· that the same OB-GYN would say to a patient, I just

25· attempted to fist you?· Does that sound sane to you?
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·1· · · ·A.· ·That is speculation.· I would say, sir, do I

·2· think it's likely that you fisted her?· No, I don't think

·3· it's likely you fisted her.

·4· · · ·Q.· ·Does it sound like that I attempted to fist

·5· her?

·6· · · ·A.· ·Does it sound like you --

·7· · · · · · MR. WHITE:· Objection.· It's -- calls for

·8· speculation, and it's asked and answered.

·9· BY DR. CHAMBERS:

10· · · ·Q.· ·Does it sound like a doctor who knows how much

11· lubrication is necessary to perform that act would say to

12· a patient, I tried to fist you?

13· · · ·A.· ·Perhaps that's not what --

14· · · · · · MR. WHITE:· Objection to the word "sound" and

15· objection to the form of the question.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· Now we're

17· getting into speculation, and I am going sustain that.

18· · · · · · Let's try to wrap it up and see if we can get

19· to your point, Dr. Chambers, so we can get through this.

20· BY DR. CHAMBERS:

21· · · ·Q.· ·In other words, Dr. Rafael, does it make sense

22· that I would say that?

23· · · · · · MR. WHITE:· Object to the form.

24· · · · · · HEARING OFFICER GHUSIN:· Sustained.

25· · · · · · It's speculation, Dr. Chambers.
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·1· BY DR. CHAMBERS:

·2· · · ·Q.· ·Given your definition of fisting and what is

·3· required, would a doctor with no ill intention say that?

·4· · · · · · MR. WHITE:· Again, objection.· Calls for

·5· speculation, and it's asked and answered.

·6· · · · · · He -- Dr. Rafael has already told him in his

·7· questioning that he does not think he fisted her.

·8· · · · · · HEARING OFFICER GHUSIN:· Yeah.· I'll sustain

·9· it.

10· · · · · · I agree, Dr. Chambers.

11· · · · · · THE WITNESS:· I think I was clear, sir, I do

12· not think it is likely --

13· · · · · · MR. WHITE:· You don't have to answer it.

14· BY DR. CHAMBERS:

15· · · ·Q.· ·Do you believe I said to her that I fisted her

16· or attempted to fist her?

17· · · ·A.· ·Speculation.· Asked and answered.

18· · · · · · MR. WHITE:· Objection.· Speculation.

19· · · · · · DR. CHAMBERS:· Okay.· I rest.· Thank you,

20· Dr. Rafael.

21· · · · · · HEARING OFFICER GHUSIN:· Okay.· Anything else,

22· Mr. White?

23· · · · · · MR. WHITE:· No.

24· · · · · · HEARING OFFICER GHUSIN:· You're good.· Okay.

25· · · · · · I have a couple questions, and I'll try to make
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·1· it brief.

·2· · · · · · First, before getting into some of those

·3· questions, we were outside enjoying the weather for a

·4· moment, and you said you might have some questions about

·5· process, so we decided to wait until we came in here.

·6· · · · · · So, this would be the time and place if you

·7· have a question for us before I ask you a couple

·8· questions.

·9· · · · · · THE WITNESS:· Well, we avoided talking about

10· this case while we were outside.· And I believe I can ask

11· Mr. White that question.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.· Perfect.

13· · · · · · MR. WHITE:· I missed your question.

14· · · · · · HEARING OFFICER GHUSIN:· There wasn't a

15· question.· I wanted to see if -- he had indicated he had

16· a question, and we avoided anything to do with this

17· hearing outside so he could ask on the record back

18· inside.

19· · · · · · MR. WHITE:· Okay.

20· · · · · · THE WITNESS:· We specifically avoided talking

21· about anything that happened here.

22· · · · · · ·EXAMINATION BY THE HEARING OFFICER

23· BY HEARING OFFICER GHUSIN:

24· · · ·Q.· ·So, Dr. Rafael, I would like to boil this down

25· because I will be going through these notes and the
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·1· transcript.

·2· · · · · · And I think Dr. Chambers did point out, and so did

·3· Mr. White that -- what I'd like to do is, what did you find

·4· was inappropriate and what did you find was okay?

·5· · · · · · You found that his exam notes were thorough and

·6· appropriate; that is correct?

·7· · · ·A.· ·His exam notes were appropriate.

·8· · · ·Q.· ·His exam notes?

·9· · · ·A.· ·Yes.

10· · · ·Q.· ·That's what heard you say.· Okay.

11· · · · · · You also indicated that -- it was in reference to

12· two to four fingers can be appropriate in certain exams?

13· · · ·A.· ·Correct.

14· · · ·Q.· ·Okay.· There was a lot of discussion about

15· definition and fisting.· I think everyone's agreed that

16· whether or not Dr. Chambers fisted Patient A is not an

17· issue; correct?

18· · · ·A.· ·Correct.

19· · · ·Q.· ·It's Patient A's understanding that the curt is

20· at issue?

21· · · ·A.· ·It's my understanding that she heard

22· Dr. Chambers use the term "fisting."

23· · · ·Q.· ·Right.· And that's a factual issue, I believe.

24· · · ·A.· ·I think that's factual.

25· · · ·Q.· ·Could there --
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·1· · · · · · MR. WHITE:· I --

·2· · · · · · THE WITNESS:· That's her allegation.

·3· · · · · · HEARING OFFICER GHUSIN:· Go ahead.

·4· · · · · · MR. WHITE:· I was going to ask him one more

·5· question when you're done, if I could.

·6· BY HEARING OFFICER GHUSIN:

·7· · · ·Q.· ·Could something else be mistaken for fisting?

·8· · · ·A.· ·Well, I do not believe -- and Dr. Chambers

·9· could be correct here, but I don't believe that he used a

10· speculum during this exam.

11· · · · · · Sometimes you will take a speculum, say -- break

12· it down, so you're using the bottom and you push on the

13· posterior of the vagina, and ask them cough to see the

14· cystocele at large.· You can reverse that speculum and pull

15· up.· So the speculum is an instrument.

16· · · · · · But it's not clear to me whether Dr. Chambers used

17· a speculum or not.· And, perhaps, had he used the speculum,

18· then, maybe, she would have thought that it was his fist.

19· · · ·Q.· ·Listening to your testimony, it seemed to me

20· your concerns were greatest about the taking of the

21· photos.

22· · · ·A.· ·No, ma'am.· No.· That's not my greatest

23· concern.

24· · · ·Q.· ·Okay.· Let me just ask -- let me rephrase it

25· then.
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·1· · · · · · What I jotted down is the lack of trust that

·2· occurred because of that -- I don't want to put words into

·3· your mouth.· So, what I did jot down was the taking of the

·4· photos, you were concerned about the security of the photos.

·5· · · ·A.· ·Correct.

·6· · · ·Q.· ·The encryption?

·7· · · ·A.· ·Correct.

·8· · · ·Q.· ·And also the trust between patient and

·9· physician?· The integrity?

10· · · ·A.· ·I'm concerned about integrity.· I'm concerned

11· about ethics.· I'm concerned about code of conduct.· I'm

12· concerned about boundaries and unprofessional language,

13· suggestive sexual language.

14· · · · · · And there are number of things in the allegations

15· of A, B, and C with various stories that step outside those

16· boundaries, in my opinion, is inappropriate.· Inappropriate

17· not only to the patient that he's seeing, but also

18· inappropriate to those people that he's talking about who

19· were shown the video of -- or sharing stories about other

20· patients.

21· · · ·Q.· ·Okay.· I'm looking at the complaint now, and

22· based on that statement -- in the complaint, in the

23· allegation under Count I, Nevada Revised Statute 630.301,

24· sub 6, and I'm not going to read everything, I don't want

25· prolong this it, but it provides that disruptive behavior
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·1· with patient that interferes with patient care or has any

·2· adverse affect on the quality of care rendered to a

·3· patient, and that that's regarding an issue of

·4· disciplinary actions.

·5· · · · · · Do you believe that based on your review of the

·6· record, there was disruptive behavior?

·7· · · ·A.· ·Yes, I do.· And there were statements by the

·8· patients to that affect.

·9· · · ·Q.· ·Okay.

10· · · ·A.· ·And if you want me to tell you those

11· statements, I will.

12· · · ·Q.· ·Okay.

13· · · ·A.· ·Patient A really felt just disrespected.· And

14· it developed in her a situation where she actually, in

15· her two pages after the original allegation, says that

16· she was traumatized.

17· · · · · · Now, in her police report, she said, "No, I wasn't

18· sexual abused."· And it was suggested she was traumatized.

19· · · · · · In the second two pages, she is extremely upset,

20· feels that she has been traumatized.· And said, you know,

21· I'd never go back to him, it was demeaning, and actually

22· used some other words.

23· · · ·Q.· ·That are in the record; right?

24· · · ·A.· ·Right.

25· · · · · · And the second, number B, she stated that
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·1· Dr. Chambers, in using -- after he had asked if she wanted

·2· to a thousand dollars for taking these things, he then says,

·3· "What I tell people for these photos, I suggest they fuck

·4· the camera."· Which I consider lewd and obscene language,

·5· and he repeats same language with Patient C.

·6· · · · · · With B, he refers her to a sex store, and mentions

·7· that during one of her deliveries, she was all

·8· loosey-goosey, and she was offended by that.· She lost

·9· confidence in Dr. Chambers, and alluded to the broken

10· patient.

11· · · ·Q.· ·I'm going to go ahead and -- because these are

12· in the allegations, which Dr. Chambers refutes.

13· · · · · · I would like to know -- okay.· There was some

14· discussion about -- in one page after the examination -- or

15· there's a picture with four fingers?

16· · · ·A.· ·Yes.

17· · · ·Q.· ·And yet two fingers in Dr. Chambers's notes,

18· and I believe both -- that Dr. Chambers pointed out and

19· Ms. Mooneyhan, would you verify for me?

20· · · ·A.· ·Sure.

21· · · ·Q.· ·Because it didn't sound like you had an issue

22· with that.

23· · · ·A.· ·I did not have an issue.

24· · · ·Q.· ·Okay.

25· · · ·A.· ·And time is very important for a physician.
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·1· And, generally, I would say that we don't dictate if we

·2· have two fingers -- the picture of his examination is

·3· appropriate, and if you look at any atlas, whether it's

·4· plastic surgery or a GYN, you will see that in an

·5· evaluation of a pelvic prolapse, four fingers.

·6· · · · · · So I have no problems with that.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.· Because under

·8· Count III, correct me if I'm wrong, Mr. White, that is

·9· the issue.

10· · · · · · MR. WHITE:· It is.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· So that it was

12· an --

13· · · · · · MR. WHITE:· You're talking about failure to

14· maintain proper medical records?

15· · · · · · HEARING OFFICER GHUSIN:· Right.

16· · · · · · MR. WHITE:· Yeah.· I can ask him again.

17· · · · · · HEARING OFFICER GHUSIN:· Let me just see if I

18· have anything else.

19· BY HEARING OFFICER GHUSIN:

20· · · ·Q.· ·But, yes, I want to see -- is that the same,

21· and you could clarify that too, Count IV, that's the

22· basis for Count IV.

23· · · ·A.· ·So, Exhibit 4, page 3.

24· · · ·Q.· ·Right.· Right.· You're absolutely right.· But I

25· did note that you didn't have an issue with the
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·1· documentation of two fingers and the photo four fingers,

·2· and that's the basis for at least a couple of the counts

·3· here.

·4· · · · · · MR. WHITE:· Okay.· There's a nuance there.· Can

·5· I ask a question of him?

·6· · · · · · HEARING OFFICER GHUSIN:· Go ahead.· Thank you.

·7· · · · · · · · · ·FOLLOW-UP EXAMINATION

·8· BY MR. WHITE:

·9· · · ·Q.· ·So, taking all this together, Patient A -- the

10· treatment of Patient A, treatment of Patient B, the

11· treatment of Patient C, taking that all together, and his

12· record states two fingers, specifically, but there's a

13· picture of using four, do you think it's likely that he

14· could be hiding the fact he said -- well, hiding the

15· allegation that he said two --

16· · · · · · DR. CHAMBERS:· Objection, Your Honor.

17· · · · · · MR. WHITE:· I'm not done yet.

18· BY MR. WHITE:

19· · · ·Q.· ·That he said, "What I just did to you was

20· fisting."

21· · · · · · Could he have said that or not?

22· · · ·A.· ·I'm a little bit confused.

23· · · · · · HEARING OFFICER GHUSIN:· Okay.

24· BY MR. WHITE:

25· · · ·Q.· ·Based on these --
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·1· · · · · · HEARING OFFICER GHUSIN:· Sustained.· Let's

·2· rephrase it.· Help he out here with these counts

·3· because --

·4· BY MR. WHITE:

·5· · · ·Q.· ·Based on his treatment of all three patients,

·6· including the lube comments to the patients, do you feel

·7· it's likely that he could have said to the Patient A,

·8· "What I just did to you is fisting"?

·9· · · · · · DR. CHAMBERS:· Objection, Your Honor.· Isn't

10· that leading the witness?

11· · · · · · HEARING OFFICER GHUSIN:· I'm going to sustained

12· it.

13· · · · · · MR. WHITE:· Okay.

14· BY MR. WHITE:

15· · · ·Q.· ·Do you feel it's -- do you feel he said that?

16· · · · · · DR. CHAMBERS:· That's speculation.

17· · · · · · HEARING OFFICER GHUSIN:· It's the same.

18· · · · · · THE WITNESS:· It' speculation.

19· BY MR. WHITE:

20· · · ·Q.· ·Do you believe Patient A when she made that

21· allegation?

22· · · · · · DR. CHAMBERS:· Speculation again.

23· · · · · · THE WITNESS:· Let me think about that.

24· · · · · · MR. WHITE:· Is that sustained?

25· · · · · · HEARING OFFICER GHUSIN:· No.· And my concern
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·1· here is I just wanted to boil it down so we could excuse

·2· Dr. Rafael as far these counts and what he believes.

·3· · · · · · I mean, what we've done is when Dr. Chambers

·4· was asking questions, and now we're doing it when you're

·5· asking questions, what he believes, let's not do that.

·6· · · · · · MR. WHITE:· Okay.

·7· BY MR. WHITE:

·8· · · ·Q.· ·Do you feel any comments that involve the word

·9· "fisting" to a patient --

10· · · · · · DR. CHAMBERS:· Objection.· Do you believe, no,

11· it's the same thing.

12· · · · · · MR. WHITE:· And you're --

13· · · · · · HEARING OFFICER GHUSIN:· Okay.

14· · · · · · MR. WHITE:· He's --

15· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, wait.

16· · · · · · Mr. White, say "in your opinion."

17· BY MR. WHITE:

18· · · ·Q.· ·In your opinion, as someone who reviewed this

19· case, a medical professional, do you feel like the use of

20· the non-medical term "fisting" is appropriate with a

21· patient?

22· · · ·A.· ·I don't think the term "fisting" is

23· appropriate.

24· · · ·Q.· ·Okay thank you.

25· · · · · · HEARING OFFICER GHUSIN:· Okay.
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·1· BY MR. WHITE:

·2· · · ·Q.· ·Is it unacceptable?

·3· · · ·A.· ·I think if you asked a physician, would you

·4· describe any part of your exam as fisting, it would be

·5· unacceptable.

·6· · · ·Q.· ·Thank you.

·7· · · · · · Now, if you -- going back, if you inserted four

·8· fingers into a patient, but you specifically wrote two

·9· fingers, do you think anything -- why would that be done?

10· · · ·A.· ·I just -- okay.· So let's say in an average

11· day, you do 30 patients.· I just don't think that

12· Dr. Chambers thought it was important because this is

13· something he does every time where he's evaluating pelvic

14· prolapse.

15· · · · · · So, I think he just failed to mention that, you

16· know?

17· · · · · · HEARING OFFICER GHUSIN:· Okay.

18· BY MR. WHITE:

19· · · ·Q.· ·But if you're going to put it in your records,

20· why wouldn't you be more accurate?

21· · · ·A.· ·Well, again, I think time is important.· You

22· know, it's not unusual for me to think, well, this is

23· something we do every day.· But for a patient to say, you

24· know, why didn't you document that or what is this?· It's

25· kind of like second nature, and I think that's is issue.
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·1· · · · · · HEARING OFFICER GHUSIN:· Okay.

·2· BY MR. WHITE:

·3· · · ·Q.· ·Does it change your opinion, that that picture

·4· with the four fingers in it, was one of the pictures that

·5· was not used during this treatment?

·6· · · ·A.· ·No.

·7· · · ·Q.· ·Okay.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.

·9· · · · · · DR. CHAMBERS:· May I ask him a question?

10· · · · · · HEARING OFFICER GHUSIN:· Let me just finish, go

11· around one more time, and I think we're done.

12· · · · · · DR. CHAMBERS:· Okay.

13· · · · ·FURTHER EXAMINATION BY THE HEARING OFFICER

14· BY HEARING OFFICER GHUSIN:

15· · · ·Q.· ·And I want to get to -- and I don't want to

16· beat it to death and I don't want recreate the wheel,

17· because I think lot of this has been asked and answered.

18· · · ·A.· ·Yes.

19· · · ·Q.· ·And I'm going to give you a little bit of

20· latitude here.· As we are, as I've mentioned, in an

21· administrative hearing, and I think you have opinions to

22· offer that maybe we can get to.

23· · · · · · So, ultimately, just so understanding is clear --

24· and Mr. White has asked some clarifying questions, as I did,

25· in response to mine, about the four fingers and the two, and
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·1· correct me if I'm wrong, you said, because you don't have a

·2· lot of time, it's busy, and basically you're saying that is

·3· not the big issue to you?

·4· · · ·A.· ·Correct.

·5· · · ·Q.· ·Okay.· Tell me what are the big issues to you,

·6· one last time, and then I'll go one more round.· I think

·7· we're done here.

·8· · · ·A.· ·Well, I have, essentially, three conclusions.

·9· · · ·Q.· ·Okay.· Thank you.

10· · · ·A.· ·My first conclusion is, in my professional

11· opinion to a reasonable degree of medical certainty, that

12· Dr. Chambers did not commit malpractice.

13· · · · · · And I say that because there are four areas of

14· malpractice.· First being duty, the second, breach of duty,

15· the third, injury, and the fourth --

16· · · ·Q.· ·You said "did not"?

17· · · ·A.· ·Did not.

18· · · · · · Now, let me put a caveat in that.· Because this is

19· based on the records that I had reviewed.· Patient A said

20· that she was traumatized.· Now, trauma-- and I know we're a

21· couple of years since this happened, but post-traumatic

22· stress disorder can occur one or two years later.

23· · · · · · So, I'm not suggesting that she does this.  I

24· have -- but should she have a psychiatrist, a forensic

25· psychiatrist, a sexual forensic psychiatrist say, yes,
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·1· indeed, you were traumatized, then there would be an injury,

·2· and then you would have to review that injury causation, etc

·3· cetera.

·4· · · · · · But in my opinion, from what I've reviewed, I do

·5· not think he committed malpractice.

·6· · · · · · MR. WHITE:· Okay.· I just want to clarify

·7· something.· He's not charged with malpractice --

·8· · · · · · HEARING OFFICER GHUSIN:· Right.

·9· · · · · · MR. WHITE:· -- anywhere in here.

10· · · · · · HEARING OFFICER GHUSIN:· No.

11· · · · · · MR. WHITE:· Yeah.· I just want to make sure --

12· · · · · · THE WITNESS:· 640.030, medical malpractice.· It

13· was a question I was asked when I was asked to review

14· the -- as a peer review.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.

16· · · · · · THE WITNESS:· That's why I mention it.

17· BY HEARING OFFICER GHUSIN:

18· · · ·Q.· ·Okay.· Your second opinion?

19· · · ·A.· ·My second opinion has to do with sexual

20· misconduct.· He fulfilled -- his behavior fulfilled the

21· definition of sexual misconduct and sexual

22· inappropriateness.· And I think we checked off each one

23· of those, language, et cetera.

24· · · · · · My third opinion is that Dr. Chambers did not

25· commit sexual violence, and as you know, that is equal to
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·1· rape.· I believe I'm correct.

·2· · · ·Q.· ·And that's not in the complaint either.

·3· · · ·A.· ·And sexual assault --

·4· · · ·Q.· ·Correct.

·5· · · ·A.· ·I do not believe Dr. --

·6· · · · · · MR. WHITE:· Well, no.· I mean, that would be --

·7· · · · · · HEARING OFFICER GHUSIN:· Right.

·8· · · · · · MR. WHITE:· -- in the complaint.

·9· · · · · · HEARING OFFICER GHUSIN:· Right.

10· · · · · · THE WITNESS:· I do not believe Dr. Chambers

11· sexually assaulted either Patient A, B, or C, but I do

12· believe that there was sexual inappropriateness, sexual

13· misconduct with Patient A, B, and C.

14· · · · · · HEARING OFFICER GHUSIN:· Okay.· Follow-up?

15· · · · · · MR. WHITE:· I don't think I do.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Chambers?

17· · · · · · MR. WHITE:· I just want to make sure that we

18· are clear that malpractice is not an issue.

19· · · · · · HEARING OFFICER GHUSIN:· Right.

20· · · · · · MR. WHITE:· And we're really just talking about

21· the inappropriate comments and the inappropriate way of

22· dealing with --

23· · · · · · HEARING OFFICER GHUSIN:· His second --

24

25
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·1· · · · · · · · · ·FOLLOW-UP EXAMINATION

·2· BY MR. WHITE:

·3· · · ·Q.· ·Your second one, do you feel -- I think you may

·4· have just summed it up that you feel that there was

·5· sexual impropriety, based on the ACOG definition, with

·6· all three patients?

·7· · · ·A.· ·Yes, I do.

·8· · · ·Q.· ·Okay.· Do you feel -- strike that.

·9· · · · · · In your opinion, do you -- would you have -- never

10· mind.· Strike that too.

11· · · · · · Is -- you had stated earlier that Patient A was

12· traumatized --

13· · · ·A.· ·No.

14· · · ·Q.· ·Felt?

15· · · ·A.· ·I stated that Patient A felt that she was

16· traumatized.

17· · · ·Q.· ·Okay.· In your opinion, then, and I think you

18· might have stated this, it might have been asked and

19· answered, but we're clarifying for the record, in your

20· opinion, does the treatment of Patient A, B, and C by

21· Dr. Chambers, does that bring the medical profession to

22· disrepute?

23· · · ·A.· ·Yes.

24· · · · · · HEARING OFFICER GHUSIN:· Okay.

25
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·1· BY MR. WHITE:

·2· · · ·Q.· ·Do you think he violated the trust of these

·3· patients?

·4· · · ·A.· ·Yes, I do.· And I can make a statement on that.

·5· · · ·Q.· ·Is this -- would this be something you would

·6· consider disruptive behavior?· And again, all three

·7· patients.

·8· · · ·A.· ·If disruptive behavior is interfering with the

·9· patient-physician relationship, yes.

10· · · ·Q.· ·I can give you the definition, if that helps

11· you?

12· · · ·A.· ·Yes.· Please.

13· · · ·Q.· ·Okay.

14· · · · · · · · "Disruptive behavior with patients that

15· · · · · · · · interferes with patient care or has an

16· · · · · · · · adverse impact on the quality rendered to

17· · · · · · · · a patient."

18· · · · · · Is that --

19· · · ·A.· ·I would say yes.

20· · · ·Q.· ·For all three?

21· · · ·A.· ·All three patients, yes.

22· · · ·Q.· ·Count VI is continual failure to practice

23· medicine properly.

24· · · · · · The definition is this -- provides -- this is NRS

25· 630.306 1(g), provides that:

http://www.litigationservices.com


Page 161
·1· · · · · · · · "1.· The following acts, among others,

·2· · · · · · · · constitute grounds for initiating

·3· · · · · · · · disciplinary action or denying licensure:

·4· · · · · · · · "(g)· Continual failure to exercise the

·5· · · · · · · · skill or diligence or use the methods

·6· · · · · · · · ordinarily exercised under the same

·7· · · · · · · · circumstances by physicians in good

·8· · · · · · · · standing practicing in the same specialty

·9· · · · · · · · or field."

10· · · · · · Do you think that he failed to exercise his skill

11· or diligence or use the methods ordinarily used by

12· physicians in good standing?

13· · · · · · And I want you to think about the comments and --

14· with regards to the comments he made and the pictures.

15· · · ·A.· ·I'm having a little bit of difficulty with that

16· question in a sense that when I think of skills, I think

17· of operations, and there was no operation.

18· · · · · · We talked about the art of medicine and patient

19· treatment, so I think each of these patients did not feel

20· that they were treated in a professional manner.

21· · · · · · So, I think the answer would be yes.

22· · · ·Q.· ·Okay.

23· · · · · · MR. WHITE:· Now that's all I have.

24· · · · · · HEARING OFFICER GHUSIN:· Thank you.

25· · · · · · More questions, Dr. Chambers, and then
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·1· Mr. White gets the last bite of the apple.

·2· · · · · · THE REPORTER:· I need to take a break.

·3· · · · · · HEARING OFFICER GHUSIN:· Hold on.· We're almost

·4· at a break.

·5· · · · · · DR. CHAMBERS:· I just have one question, and

·6· I'm done.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·Mr. White keeps referring back to my

10· documentation of two fingers only.· Would it surprise you

11· to learn that the reason why I wrote two fingers is

12· because two pictures were in front of me as I charted,

13· and I saw the picture with two fingers?

14· · · ·A.· ·I'm sorry.· You're saying what you would --

15· · · ·Q.· ·No.· No.· No.· In other words, when I was

16· charting, the only reason why two fingers ended up in my

17· notes is because two photographs, one of which had my

18· fingers examining the patient, was in front of me, I saw

19· my two fingers, and I wrote two fingers.

20· · · ·A.· ·No.· I don't think that would surprise me.

21· · · ·Q.· ·Thank you.

22· · · · · · HEARING OFFICER GHUSIN:· Mr. White?

23· BY MR. WHITE:

24· · · ·Q.· ·Do you know who had possession of all 12

25· photographs after they were texted to Dr. Chambers?
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·1· · · ·A.· ·I would -- I do not know, but I assume

·2· Dr. Chambers had the photos, and I would assume the

·3· patient had the photos.

·4· · · ·Q.· ·Okay.· Thank you.

·5· · · · · · DR. CHAMBERS:· I'm sorry.· I didn't hear the

·6· question.

·7· · · · · · MR. WHITE:· Do you want me to reask it?

·8· · · · · · HEARING OFFICER GHUSIN:· It's up to you.· He

·9· didn't hear it.· He has a right to hear the question.

10· BY MR. WHITE:

11· · · ·Q.· ·Do you know who had possession of all 12 photos

12· of Patient A --

13· · · ·A.· ·I --

14· · · ·Q.· ·Hold on -- after she texted them from her phone

15· to his?

16· · · ·A.· ·No, I do not.

17· · · ·Q.· ·You don't know who had possession of them?· Did

18· she text them to him?

19· · · ·A.· ·My understanding was that she texted two

20· pictures to him, but if you look at these photos, and

21· there are, I believe, 12 photos here.

22· · · ·Q.· ·Okay.

23· · · ·A.· ·This is taken on an internal storage DCIN

24· camera, Samsung, and my assumption is that the patient

25· wouldn't have this camera.
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·1· · · ·Q.· ·So, only two photos were texted; right?

·2· · · ·A.· ·That's what the record says.

·3· · · ·Q.· ·Okay.· Who took them?· Who took the photos?

·4· · · ·A.· ·Dr. Chambers.

·5· · · ·Q.· ·With whose phone?

·6· · · ·A.· ·With the Patient A's phone.

·7· · · ·Q.· ·Okay.· Thank you.

·8· · · · · · DR. CHAMBERS:· I'm confused, Your Honor.

·9· · · · · · HEARING OFFICER GHUSIN:· Yes, Dr. Chambers?

10· · · · · · DR. CHAMBERS:· The question, as I understand

11· it, is who has possession of the 12 pictures.

12· · · · · · HEARING OFFICER GHUSIN:· That was the question.

13· Do you have any follow-up?

14· BY DR. CHAMBERS:

15· · · ·Q.· ·Dr. Rafael, if she sent me two pictures, who

16· would have the other -- who would have the twelve

17· pictures if she sent me only two?

18· · · · · · DR. CHAMBERS:· Was that the question?

19· · · · · · HEARING OFFICER GHUSIN:· You what --

20· · · · · · DR. CHAMBERS:· Because I'm confused.

21· · · · · · HEARING OFFICER GHUSIN:· You know what, I'm --

22· Dr. Chambers, this is -- I -- I'm just going to cut this

23· off now, and the question is, as far as relevancy, we've

24· gotten into too many of the weeds right now, as far as

25· the pictures.
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·1· · · · · · I think we understand where pictures are, and

·2· Dr. Rafael has no idea.· He can only guess, as we can,

·3· the most likely place for them.

·4· · · · · · So we're going to go ahead and take a break and

·5· set up; correct?· Is that --

·6· · · · · · DR. CHAMBERS:· How long is the break?

·7· · · · · · HEARING OFFICER GHUSIN:· What -- is Dr. Goodman

·8· available?· And I think everyone's tired.

·9· · · · · · I want to thank Dr. Rafael for your time and

10· information.

11· · · · · · THE WITNESS:· Thank you.

12· · · · · · HEARING OFFICER GHUSIN:· So you tell me.

13· · · · · · MS. FUENTES:· If the next witness is

14· Dr. Goodman, then, yes, we would need -- I would say 30

15· minutes --

16· · · · · · HEARING OFFICER GHUSIN:· Okay.

17· · · · · · MS. FUENTES:· -- to make sure we're --

18· · · · · · HEARING OFFICER GHUSIN:· 3:00?· Is he

19· available --

20· · · · · · MS. FUENTES:· -- setting everything up.

21· · · · · · HEARING OFFICER GHUSIN:· -- Dr. Chambers?

22· · · · · · DR. CHAMBERS:· Yes, he is.

23· · · · · · HEARING OFFICER GHUSIN:· Okay.· So is 3:35

24· reasonable?

25· · · · · · MS. FUENTES:· I think so.

http://www.litigationservices.com


Page 166
·1· · · · · · HEARING OFFICER GHUSIN:· Okay.· We'll be back

·2· here at 3:35, then.

·3· · · · · · (Recess 3:01 P.M. to 3:37 P.M.)

·4· · · · · · HEARING OFFICER GHUSIN:· Good afternoon.· Hope

·5· everyone is refreshed.· That was a marathon session.· Can

·6· you all hear me?

·7· · · · · · DR. CHAMBERS:· Yes, we can.

·8· · · · · · MS. MOONEYHAN:· Yes, we can.· Can you hear us?

·9· · · · · · HEARING OFFICER GHUSIN:· Yeah.· Okay.· I should

10· have checked.

11· · · · · · So we're all set up here.· I want to thank the

12· Board IT for making this happen for Dr. Chambers's

13· expert.

14· · · · · · It looks like what we will be doing is moving a

15· laptop around and trying to get the best view possible.

16· The sound will be fine.· Is he in?

17· · · · · · MS. FUENTES:· He's in the waiting room.

18· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's go ahead

19· and bring him in.

20· · · · · · Dr. Goodman, can you hear me?

21· · · · · · DR. GOODMAN:· Are you able to see me?

22· · · · · · HEARING OFFICER GHUSIN:· Hi.· Is this

23· Dr. Goodman?· Can you hear me?· All right.

24· · · · · · DR. GOODMAN:· I think we have it.

25· · · · · · HEARING OFFICER GHUSIN:· Can you hear and see
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·1· us, Dr. Goodman?

·2· · · · · · DR. GOODMAN:· I can hear and see you.

·3· · · · · · HEARING OFFICER GHUSIN:· Let me introduce

·4· myself.· I'm Hearing Officer Nancy Ghusin.· We are in

·5· Northern Nevada and Southern Nevada.

·6· · · · · · DR. GOODMAN:· I am hearing you.

·7· · · · · · MS. MOONEYHAN:· Ms. Ghusin?

·8· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan, I hear

·9· you.· We're having some trouble.· We're working on it up

10· here.

11· · · · · · (The oath was administered.)

12· · · · · · THE WITNESS:· I do.

13· · · · · · HEARING OFFICER GHUSIN:· Dr. Goodman, we're

14· going to move the camera back around to Mr. Don White,

15· who is counsel for the Board.· Okay?

16· · · · · · And how I'm going to start, Dr. Chambers will

17· start by asking you questions and then Mr. White will

18· follow up with some cross-examination, and we'll take

19· turns.

20· · · · · · And if there's ever a time no one can

21· understand, let us know.

22· · · · · · THE WITNESS:· And that sounds fine.· With your

23· indulgence, I have a 60-second statement.

24· · · · · · I just wanted to acknowledge the importance of

25· the work that the Board in the State of Nevada does and
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·1· care taken in regards to the complaints in this action.

·2· · · · · · I thank the Board for their indulgence in

·3· allowing me to testify remotely, thus saving me

·4· considerable time, and Dr. Chambers additional expense.

·5· I realize that my remote testimony would take additional

·6· Board time and effort.

·7· · · · · · And I wish to acknowledge and commend the

·8· services of Dr. Rafael, who I am intimately aware is

·9· doing service above self, and I appreciate his duty and

10· he's certainly not doing it for financial gain.

11· · · · · · I have experience with the Medical Board of

12· California as an evaluator.

13· · · · · · I'm not here to venerate Dr. Chambers, that's

14· your decision; I'm here only to educate and help the

15· Board to make an informed decision.

16· · · · · · HEARING OFFICER GHUSIN:· Thank you.

17· · · · · · Dr. Chambers?

18· · · · · · · · · · ·DIRECT EXAMINATION

19· BY DR. CHAMBERS:

20· · · ·Q.· ·Good afternoon, Dr. Goodman.· Thank you for

21· your time.

22· · · · · · DR. CHAMBERS:· I don't believe the Board has a

23· copy of his curriculum vitae.· Ms. Ghusin, may I present

24· a copy?

25· · · · · · HEARING OFFICER GHUSIN:· Mr. White, do you have
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·1· the --

·2· · · · · · MR. WHITE:· I have an objection.· That, also,

·3· was something that needed to be disclosed on or before

·4· the date of the prehearing conference.

·5· · · · · · I thought that -- and I'll say this too:  I

·6· thought that exhibit -- let's see.· It's -- give me one

·7· second.· I'm sorry.· I have a list here.

·8· · · · · · THE WITNESS:· If I may interject, my CV is

·9· extremely important in these matters.· And I don't --

10· · · · · · HEARING OFFICER GHUSIN:· Just one moment,

11· Dr. Goodman.· Thank you.

12· · · · · · THE WITNESS:· -- feel it's proper for me to

13· testify without the CV and without the Board

14· understanding my position and my placement in the

15· community.

16· · · · · · HEARING OFFICER GHUSIN:· Do you think it's in?

17· · · · · · MR. WHITE:· Exhibit R, which would be, I guess,

18· 18, is listed as Dr. Goodman's curriculum vitae.· That is

19· that I've been going on.

20· · · · · · HEARING OFFICER GHUSIN:· It is.· So he has

21· not --

22· · · · · · MR. WHITE:· So I object to it being introduced

23· now.

24· · · · · · HEARING OFFICER GHUSIN:· Well, wait, it's here,

25· isn't it?
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·1· · · · · · MR. WHITE:· That's not --

·2· · · · · · DR. CHAMBERS:· That's not it.· That's a summary

·3· of -- that was downloaded from a website.· I don't know

·4· where they got this from.· But it's not --

·5· · · · · · THE WITNESS:· I supplied my CV a good while

·6· ago.· It's about a ten-page CV.· I've written several

·7· books.· I have many publications.· I have approximately

·8· 70 patient presentations, and it's something that is

·9· important for the Board to understand before I give my

10· testimony in this case.

11· · · · · · HEARING OFFICER GHUSIN:· Let me ask you,

12· Mr. White, is there a prohibition if it's not by the

13· prehearing conference, because I'm --

14· · · · · · MR. WHITE:· You have to show good cause of why

15· it isn't in.· And I don't see having been presented with

16· that.· And that would be your ruling.

17· · · · · · HEARING OFFICER GHUSIN:· I'm going to allow it.

18· Under the circumstances with Dr. Chambers difficulties

19· getting legal representation, I think it's a minor

20· matter, and in order more to go forward, I'm going to go

21· ahead and allow it.

22· · · · · · MR. WHITE:· Can I just make a little argument?

23· If that's okay?· Well, I mean, I just want to at least

24· put on the record --

25· · · · · · HEARING OFFICER GHUSIN:· Okay.
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·1· · · · · · MR. WHITE:· -- our objection.· Okay?

·2· · · · · · HEARING OFFICER GHUSIN:· Uh-huh.

·3· · · · · · MR. WHITE:· I understand you've already ruled,

·4· but pursuant NAC, Nevada Administrative Code --

·5· · · · · · HEARING OFFICER GHUSIN:· And that was my

·6· question.

·7· · · · · · MR. WHITE:· -- 465 -- 634.465, each party shall

·8· provide every other party a list -- this is subsection

·9· 2 -- okay.· No.· Actually subsection 1, at least 30 days

10· before a hearing, but not earlier than 30 days after the

11· date of service on the physician or physician assistant

12· of a formal complaint that has been filed with the Board,

13· unless a different time is agreed to by a presiding

14· member of the Board or panel of members of the Board or

15· the hearing officer, shall conduct a prehearing

16· conference.· All documents presented at that prehearing

17· conference are not evidence, are not part of the record,

18· and may not be filed with the Board.

19· · · · · · Each party shall provide to other -- every

20· other party a copy of the list of proposed witness -- we

21· did get that -- and their qualifications and summary of

22· the testimony of each proposed witness.

23· · · · · · Witnesses whose names do not appear -- this is

24· not really relevant.· His name does appear.· It's fine.

25· · · · · · All evidence except rebuttal evidence -- which
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·1· this is not, that's my words -- not provided to each

·2· party at the prehearing conference may not be introduced

·3· or admitted at the hearing unless good cause is shown.

·4· · · · · · I have not heard that.

·5· · · · · · HEARING OFFICER GHUSIN:· I'm going to find that

·6· there's --

·7· · · · · · THE WITNESS:· Wouldn't --

·8· · · · · · HEARING OFFICER GHUSIN:· No, no.· No, no.

·9· · · · · · THE WITNESS:· I think that --

10· · · · · · HEARING OFFICER GHUSIN:· Okay.· Hold on.

11· · · · · · THE WITNESS:· I think --

12· · · · · · HEARING OFFICER GHUSIN:· I'm going to find that

13· there's good cause in this case in extenuating

14· circumstances in order for Dr. Chambers to be able to put

15· on his case.

16· · · · · · And that's what I asked:· Is there a

17· prohibition and is it mandatory.

18· · · · · · But with good cause, because of his attorney

19· withdrawing immediately before the prehearing

20· conference --

21· · · · · · MR. WHITE:· Well, can I least make --

22· · · · · · HEARING OFFICER GHUSIN:· Of course.

23· · · · · · MR. WHITE:· -- this comment?· There's a nuance

24· here.· Dr. Goodman can testify because he was listed as a

25· witness on the prehearing conference --
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·1· · · · · · HEARING OFFICER GHUSIN:· Um-hum.

·2· · · · · · MR. WHITE:· -- statement by Dr. Chambers.· But

·3· his -- I'm still going to object to his CV coming in.

·4· Dr. Goodman's CV --

·5· · · · · · HEARING OFFICER GHUSIN:· Okay.

·6· · · · · · MR. WHITE:· -- coming in.

·7· · · · · · THE WITNESS:· Excuse me.

·8· · · · · · MR. WHITE:· The testimony's fine.

·9· · · · · · THE WITNESS:· What is your name, counselor?  I

10· don't know you.

11· · · · · · MR. WHITE:· My name is Don white.

12· · · · · · THE WITNESS:· Don White.· Mr. White, why are

13· you so -- why do you so object to --

14· · · · · · HEARING OFFICER GHUSIN:· Okay.

15· · · · · · MR. WHITE:· I don't need to answer the

16· questions here.· I'm going to be asking them of you.

17· · · · · · HEARING OFFICER GHUSIN:· Okay, Dr. Goodman, I'm

18· going to allow it in, and you said you need that to

19· testify.· We need to move along here.

20· · · · · · MR. WHITE:· I don't have a copy of it.

21· · · · · · HEARING OFFICER GHUSIN:· Yeah.

22· · · · · · MR. WHITE:· I don't have a copy of it.

23· · · · · · HEARING OFFICER GHUSIN:· Yep, that's true.

24· · · · · · I'm sorry.· What was that?

25· · · · · · THE WITNESS:· Mr. White, do you have copy of my
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·1· CV?

·2· · · · · · MR. WHITE:· I do not.· I haven't seen it, you

·3· said it's ten pages, I'm going need time to look at it

·4· too.

·5· · · · · · HEARING OFFICER GHUSIN:· All right.· That's

·6· fair.

·7· · · · · · THE WITNESS:· Well, we can delay this, if you

·8· wish, at mutual convenience.

·9· · · · · · MR. WHITE:· I think at this point --

10· · · · · · THE WITNESS:· I need to --

11· · · · · · MR. WHITE:· -- he needs to be -- his

12· testimony --

13· · · · · · THE WITNESS:· Excuse me, sir, when I'm

14· talking --

15· · · · · · MR. WHITE:· -- if you're going to let that in.

16· · · · · · (Inaudible cross talk.)

17· · · · · · THE REPORTER:· Am I supposed to be reporting

18· this?

19· · · · · · MS. FUENTES:· Ms. Ghusin, if you could just to

20· remind everybody not to overlap, and it's --

21· · · · · · THE WITNESS:· -- you have presented an --

22· · · · · · MS. FUENTES:· -- really hard to hear the --

23· · · · · · THE WITNESS:· -- expert witness --

24· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Goodman,

25· the court reporter isn't able to take down anything if we
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·1· speak over each other.· So we have to speak one at a

·2· time.

·3· · · · · · THE WITNESS:· Fine.· I have not been able to

·4· speak.

·5· · · · · · HEARING OFFICER GHUSIN:· I mean, as far as --

·6· you feel need your CV to come in in order to testify; is

·7· that correct?

·8· · · · · · THE WITNESS:· That is correct.· And the reason

·9· that is correct is you have heard from an expert who has

10· absolutely no knowledge in the field --

11· · · · · · HEARING OFFICER GHUSIN:· Okay.

12· · · · · · THE WITNESS:· -- Dr. Chambers is engaged in.

13· · · · · · I have a lot of knowledge and a lot of

14· experience.· So if this is to evaluated fairly, the Board

15· needs to understand my experience.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's continue

17· it.

18· · · · · · MR. WHITE:· Well, and here's the thing, we

19· could --

20· · · · · · HEARING OFFICER GHUSIN:· If he's available.

21· · · · · · MR. WHITE:· -- start -- he can do, possibly,

22· his -- but I can't even -- I don't even know when to --

23· and let me -- can I talk for a little bit?· No one talk

24· over me, please.

25· · · · · · There may be things I would object to --
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·1· · · · · · HEARING OFFICER GHUSIN:· I understand.

·2· · · · · · MR. WHITE:· -- possibly by looking at and

·3· having a review of ten pages of CV.

·4· · · · · · HEARING OFFICER GHUSIN:· I understand, and you

·5· need to have that, but with due process considerations --

·6· I understand there was a cut off time.· I agree with you

·7· on that.

·8· · · · · · But in this case, I want to make sure that we

·9· adhere to every possible consideration to give

10· Dr. Chambers due process, and it blew up in winter, as

11· you know.

12· · · · · · THE WITNESS:· How can I help you?

13· · · · · · HEARING OFFICER GHUSIN:· Dr. Goodman, let us

14· handle this.· Okay?· Thank you.

15· · · · · · THE WITNESS:· Okay.· Good.

16· · · · · · HEARING OFFICER GHUSIN:· Do you want to -- I

17· don't it think it's a huge deal, but I'd like to get it

18· in so he feels comfortable testifying.· If you want him

19· to testify without it -- because we need to establish him

20· as an expert, and Dr. Chambers isn't going to know how to

21· do that.

22· · · · · · MR. WHITE:· No.· And I -- and let me make this

23· clear, I respect your decision.· So it's coming in.· I'm

24· just saying that --

25· · · · · · HEARING OFFICER GHUSIN:· You need --

http://www.litigationservices.com


Page 177
·1· · · · · · MR. WHITE:· -- I don't know that I can

·2· effectively cross-examine him without having seen that.

·3· I thought I had the CV.

·4· · · · · · HEARING OFFICER GHUSIN:· And that's fine.  I

·5· thought you just said that he could go ahead and testify

·6· without it.

·7· · · · · · MR. WHITE:· Oh, well, part of the problem is --

·8· · · · · · HEARING OFFICER GHUSIN:· I'm going to leave it

·9· up to you.

10· · · · · · MR. WHITE:· Well, let me talk --

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· Yeah.· I'm

12· going to leave that --

13· · · · · · MR. WHITE:· -- with my cocounsel.

14· · · · · · HEARING OFFICER GHUSIN:· Right.

15· · · · · · MR. WHITE:· Part of the problem with that is

16· without seeing a copy of it, I --

17· · · · · · HEARING OFFICER GHUSIN:· I understand.

18· · · · · · MR. WHITE:· -- may not have as effective --

19· · · · · · HEARING OFFICER GHUSIN:· I completely

20· understand.

21· · · · · · MR. WHITE:· -- objections.

22· · · · · · HEARING OFFICER GHUSIN:· That's why I leave it

23· up to you.· I want you to have plenty of time also.

24· · · · · · MR. WHITE:· Brandee is asking if we can take a

25· break?
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·1· · · · · · HEARING OFFICER GHUSIN:· Yeah.· Sure.

·2· · · · · · Dr. Goodman, we're going to take a quick break

·3· to see if we can figure this out.· Okay?

·4· · · · · · So we can hear your testimony, which we want to

·5· do.

·6· · · · · · THE WITNESS:· Does the Board have a copy of the

·7· current CV, which is --

·8· · · · · · HEARING OFFICER GHUSIN:· We're --

·9· · · · · · THE WITNESS:· -- I believe --

10· · · · · · HEARING OFFICER GHUSIN:· We're --

11· · · · · · THE WITNESS:· -- let me just --

12· · · · · · HEARING OFFICER GHUSIN:· Dr. Goodman, we're

13· going to take a quick break and see how to handle this

14· since the Board did not have a copy of it.· Okay?

15· · · · · · THE WITNESS:· How long a break?

16· · · · · · HEARING OFFICER GHUSIN:· Give us --

17· · · · · · Is five minutes --

18· · · · · · MR. WHITE:· I'd say probably five, which will

19· probably go ten.

20· · · · · · HEARING OFFICER GHUSIN:· Okay.· We're going to

21· take a five- to ten-minute break, whatever they need.

22· · · · · · (Recess from 3:53 P.M. to 4:05 P.M.)

23· · · · · · HEARING OFFICER GHUSIN:· All right.· Here we

24· are again.· Can everyone hear me?

25· · · · · · THE WITNESS:· We can.
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·1· · · · · · DR. CHAMBERS:· We can.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· All right.

·3· This is the plan we think we have.

·4· · · · · · Dr. Goodman, that's quite a CV, and counsel for

·5· the Board would like to review it to be prepared to

·6· participate and ask you questions.

·7· · · · · · Dr. Chambers, what we are proposing is to

·8· continue this until June 1st, which is our Zoom hearing

·9· time for Patient C.

10· · · · · · We also are hoping that we might have a better

11· connection, the north and south, if we're all on Zoom,

12· rather than closed-circuit and Zoom.· This what the IT

13· experts are telling me.

14· · · · · · So, if everyone is in agreement, we will

15· continue Dr. Goodman's testimony to June 1st.

16· · · · · · This that -- are you available on June 1st

17· Dr. Goodman?

18· · · · · · And then, Dr. Chambers, you also?

19· · · · · · THE WITNESS:· And I thank you for that.  I

20· wasn't meaning to be combative, but I think it's really

21· important to understand my education and what I bring to

22· the table.

23· · · · · · The answer is yes.· I just checked my calendar

24· and I am available on June 1st.· It would be good to have

25· an idea whether it's going to be in the morning or the
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·1· afternoon.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· And we'll get

·3· there in just a moment.

·4· · · · · · Dr. Chambers, are you available?· I know you

·5· will be because of Patient C's testimony; correct?

·6· · · · · · DR. CHAMBERS:· Correct.

·7· · · · · · HEARING OFFICER GHUSIN:· Okay.

·8· · · · · · Mr. White informs me he doesn't think Patient C

·9· is going to take that long.· So what if we take the whole

10· morning, starting at 9:00, and, of course, it's all

11· approximate, Dr. Goodman, we could give you a window.

12· · · · · · THE WITNESS:· I notice that today.

13· · · · · · HEARING OFFICER GHUSIN:· Yeah.· Split the --

14· take a break after Patient C, and would 9:30 possibly --

15· · · · · · MR. WHITE:· Oh, starting when?

16· · · · · · HEARING OFFICER GHUSIN:· Do you want to go in

17· the afternoon.· I'll have to rearrange something.

18· · · · · · MR. WHITE:· For whom?

19· · · · · · HEARING OFFICER GHUSIN:· Well, Patient C, 9

20· o'clock.· And --

21· · · · · · THE WITNESS:· At this point, I'm available the

22· full day, but I would like to have a window because of

23· other things I'm doing here and -- it's hard for me to

24· hold --

25· · · · · · HEARING OFFICER GHUSIN:· Of course.
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·1· · · · · · THE WITNESS:· -- day until that day.

·2· · · · · · HEARING OFFICER GHUSIN:· Of course.· Yes.· For

·3· us all too.· We're trying to nail that down too.

·4· · · · · · Dr. Chambers, are you good on June 1st all day?

·5· · · · · · DR. CHAMBERS:· I have no choice, so yes.

·6· · · · · · HEARING OFFICER GHUSIN:· Well, I'm going to ask

·7· counsel, then, would you prefer to try to fit Dr. Goodman

·8· in in the morning or would you like to do it in the

·9· afternoon, because I'll have to make some different

10· arrangements.

11· · · · · · MS. MOONEYHAN:· Well, Ms. Ghusin, I would point

12· out that in addition to Patient C, we also have

13· identified Casey Carden as a witnesses.· So, two

14· witnesses.

15· · · · · · HEARING OFFICER GHUSIN:· Okay.· So it would be

16· the afternoon.

17· · · · · · MS. MOONEYHAN:· I would to defer to whatever

18· you decide.

19· · · · · · THE WITNESS:· And I'm fine as well as far as

20· the time, I just need to know it in advance.

21· · · · · · HEARING OFFICER GHUSIN:· Okay.· I'm going to

22· see if I can reschedule something and just clear the

23· whole day.

24· · · · · · Would you anticipate -- I'm asking, 1:30?· How

25· much time do you need for the two witnesses?
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·1· · · · · · MR. WHITE:· Who do you think, Ms. Mooneyhan?

·2· · · · · · MS. MOONEYHAN:· I'm saying two hours to be

·3· safe.

·4· · · · · · MR. WHITE:· For both?

·5· · · · · · MS. MOONEYHAN:· Yes.

·6· · · · · · MR. WHITE:· For both.

·7· · · · · · HEARING OFFICER GHUSIN:· You're in California,

·8· Dr. Goodman?

·9· · · · · · THE WITNESS:· Correct.· Same time zone.

10· · · · · · HEARING OFFICER GHUSIN:· What if we did it

11· later in the afternoon?

12· · · · · · MR. WHITE:· Okay.

13· · · · · · HEARING OFFICER GHUSIN:· Would three o'clock be

14· acceptable?

15· · · · · · THE WITNESS:· I need the time.· As long as I

16· have an idea, I'll put on my calendar, and I'll put it

17· aside.

18· · · · · · Today, it was supposed to be 1:30, then maybe

19· 10:20, then 2:30, then it didn't start until 3:00, so

20· that did block off whole day, and I had an appointment I

21· had to cancel.

22· · · · · · So it would be nice to have an idea of the

23· time.

24· · · · · · HEARING OFFICER GHUSIN:· Of course.· We want to

25· respect your time as well.
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·1· · · · · · Dr. Chambers, do you anticipate about how long

·2· this might take?

·3· · · · · · DR. CHAMBERS:· To examine Dr. Goodman?

·4· · · · · · HEARING OFFICER GHUSIN:· Yes.

·5· · · · · · DR. CHAMBERS:· I think it'll probably take two,

·6· three hours.

·7· · · · · · MR. WHITE:· We better start earlier than 3,

·8· then.

·9· · · · · · HEARING OFFICER GHUSIN:· Yeah.· I'm going to

10· see if I can clear my afternoon.· I'll just say that.

11· · · · · · So let's say -- I'll do what I can.· Let's say

12· 1:30.

13· · · · · · MR. WHITE:· Yeah.

14· · · · · · THE WITNESS:· I'll be available at and after

15· 1:30.

16· · · · · · HEARING OFFICER GHUSIN:· Okay.· I will confirm

17· that, but we're all on the same page at 1:30.

18· · · · · · MR. WHITE:· You're going to confirm in an

19· order?

20· · · · · · THE WITNESS:· Do you have my email address?

21· · · · · · HEARING OFFICER GHUSIN:· Dr. Goodman, I do not,

22· no.· I don't -- if you could send that to Dr. Chambers.

23· · · · · · Do you have his email address, Dr. Chambers?

24· · · · · · DR. CHAMBERS:· I do.· I'll forward it to you.

25· · · · · · HEARING OFFICER GHUSIN:· Can you share that
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·1· with me, Ms. Mooneyhan and Mr. White, please, and copy

·2· me.

·3· · · · · · DR. CHAMBERS:· We'll do.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.· And we just do

·5· a formal (inaudible).

·6· · · · · · THE REPORTER:· The formal what?· I can't hear

·7· because of the plane flying over.

·8· · · · · · HEARING OFFICER GHUSIN:· Scheduling order.

·9· · · · · · All right, Ms. Mooneyhan, I just have

10· Dr. Chambers on screen here.· I don't have you.

11· · · · · · MS. MOONEYHAN:· I think we're waiting to end

12· the Zoom call.

13· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Goodman,

14· thank you.· We're going to end the Zoom call now.· We'll

15· see you June 1st at 1:30.

16· · · · · · THE WITNESS:· Thank you.

17· · · · · · HEARING OFFICER GHUSIN:· Thank you very much.

18· Nice to meet you.

19· · · · · · THE WITNESS:· Thanks for running a kindly

20· meeting.

21· · · · · · HEARING OFFICER GHUSIN:· All right.· We're

22· back.· As an aside, just because Dr. Goodman just said

23· that, Dr. Rafael had pretty much said the same thing

24· about everyone here.· That everyone was so civil, and I

25· just wanted to pass that on, Ms. Mooneyhan and
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·1· Dr. Chambers and Mr. White.· Okay?

·2· · · · · · So, June 1st, I'll get a scheduling order out.

·3· Maybe I'll get before that, a confirming email, and then

·4· I'll get a scheduling order.· So we're on at nine o'clock

·5· on June first at 1:30.

·6· · · · · · MS. MOONEYHAN:· Your Honor, Dr. Chambers has

·7· other witnesses.· I don't know if he intends to present

·8· them today.

·9· · · · · · DR. CHAMBERS:· Yes.

10· · · · · · HEARING OFFICER GHUSIN:· Okay.

11· · · · · · DR. CHAMBERS:· I didn't hear you.· Were you

12· just adjourning?

13· · · · · · HEARING OFFICER GHUSIN:· I thought we were,

14· actually.· I thought that was it today, but we can go

15· until 5:00.

16· · · · · · MR. WHITE:· Well, let me just say this, if

17· that's the case, Dr. Chambers may want to testify too,

18· or, you know, do his own --

19· · · · · · HEARING OFFICER GHUSIN:· Case.

20· · · · · · MR. WHITE:· -- sort of, narrative that he has

21· the opportunity to do, and --

22· · · · · · HEARING OFFICER GHUSIN:· What about --

23· · · · · · MR. WHITE:· -- allow cross-examination.· So,

24· that's going to take sometime, and he has another

25· witness.· I think a patient or a former patient.
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·1· · · · · · HEARING OFFICER GHUSIN:· Here today?

·2· · · · · · MR. WHITE:· Yeah.· I think she's waiting in the

·3· wings.

·4· · · · · · HEARING OFFICER GHUSIN:· Okay.

·5· · · · · · Dr. Chambers, we have 45 minutes, and we need

·6· to break up at that point.· It's your call on how you

·7· want to use it.

·8· · · · · · DR. CHAMBERS:· I will let her go first.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.· And with the

10· understanding we may not be able to stop at an opportune

11· moment of the testimony.

12· · · · · · DR. CHAMBERS:· That's fine.

13· · · · · · HEARING OFFICER GHUSIN:· Okay.· All right.

14· Thank you.

15· · · · · · (The witness was seated.)

16· · · · · · HEARING OFFICER GHUSIN:· Good afternoon.· Can

17· you all hear me?

18· · · · · · DR. CHAMBERS:· Yes.

19· · · · · · MS. MOONEYHAN:· Yes.

20· · · · · · HEARING OFFICER GHUSIN:· I'll ask the witness

21· to identify herself for the record, please.

22· · · · · · THE WITNESS:· Brittany Turner.

23· · · · · · HEARING OFFICER GHUSIN:· Will you spell your

24· last name, please.

25· · · · · · THE WITNESS:· T-U-R (inaudible).
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·1· · · · · · THE REPORTER:· I can't hear her.

·2· · · · · · HEARING OFFICER GHUSIN:· Ms. Mooneyhan, can you

·3· help guide her where to speak.

·4· · · · · · MS. MOONEYHAN:· When you are answering the

·5· questions, if will look at that camera up there, that

·6· seems to provide better hearing for the court reporter,

·7· who is in Reno.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.· One more time

·9· with the name, if you would spell it, please?

10· · · · · · THE WITNESS:· T-U-R-N-E-R.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· And Brittany?

12· · · · · · THE WITNESS:· Yes.· B-R-I-T-T-A-N-Y.

13· · · · · · HEARING OFFICER GHUSIN:· Got it now.· Thank you

14· very much.

15· · · · · · Good afternoon, I'm Hearing Officer Nancy

16· Ghusin.· Thank you for your patience and for being here

17· this afternoon.· We're going to get right with, and the

18· first thing we're going to do is have you sworn.

19· · · · · · And then, Dr. Chambers, go ahead.

20· · · · · · (The oath was administered.)

21· · · · · · THE WITNESS:· Yes.

22· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Chambers,

23· all you.

24

25
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·1· · · · · · · · · · ·DIRECT EXAMINATION

·2· BY DR. CHAMBERS:

·3· · · ·Q.· ·Ms. Turner, I want to thank you for your time

·4· today.· Ms. Turner, how do I know you?

·5· · · ·A.· ·I'm your patient.

·6· · · ·Q.· ·Okay.· And what do you do for a living?

·7· · · ·A.· ·I am an adult film actress.

·8· · · ·Q.· ·And what is your stage name?

·9· · · ·A.· ·Mocha Minage (phonetic).

10· · · ·Q.· ·Okay.· In all the years I've known you, knowing

11· that you're an adult entertainer, have I ever been

12· inappropriate to you during your many office visits?

13· · · ·A.· ·No.

14· · · · · · MR. WHITE:· Objection.· Calls for speculation

15· and her definition of inappropriate.

16· · · · · · HEARING OFFICER GHUSIN:· I'm going to allow it.

17· BY DR. CHAMBERS:

18· · · ·Q.· ·In our interactions, have I used language

19· that -- have I used non-medical terms to describe your

20· anatomy?

21· · · ·A.· ·No.· You always use (inaudible).

22· · · ·Q.· ·In the conversations that we have during your

23· visit --

24· · · · · · THE REPORTER:· I'm sorry.· Ms. Witness, could

25· you repeat your last answer, please.
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·1· · · · · · THE WITNESS:· He uses proper medical

·2· terminology.

·3· · · · · · THE REPORTER:· Thank you.

·4· BY DR. CHAMBERS:

·5· · · ·Q.· ·Have you ever contacted me after filming a

·6· scene?

·7· · · ·A.· ·Have I ever contacted you?

·8· · · ·Q.· ·Yes.· A movie scene.

·9· · · ·A.· ·If I had concerns?

10· · · ·Q.· ·Correct.

11· · · ·A.· ·Yes.

12· · · ·Q.· ·And how did I deal with those issues?

13· · · ·A.· ·If I felt something was alarming, you may ask

14· me to come into the office so we can actually discuss my

15· concerns I was having.

16· · · ·Q.· ·Okay.· And when you visited the office --

17· · · · · · MR. WHITE:· I'm going to object to -- well, I

18· don't know what concerns we're talking about.

19· · · · · · Can Dr. Chambers ask -- it's just the form of

20· the question.· It's vague.

21· · · · · · HEARING OFFICER GHUSIN:· Okay.· Dr. Chambers,

22· it's a fair request.

23· BY DR. CHAMBERS:

24· · · ·Q.· ·In other words, knowing what you do for a

25· living, have I ever used words to talk to you and to
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·1· evaluate you that wouldn't be proper to use in this

·2· setting in front of a child?

·3· · · ·A.· ·No.

·4· · · ·Q.· ·Are familiar with a sexual kink known as

·5· "fisting"?

·6· · · ·A.· ·Yes, I am.

·7· · · ·Q.· ·Okay.· I've examined you; correct?

·8· · · ·A.· ·(Inaudible).

·9· · · · · · THE REPORTER:· I didn't hear that answer.

10· · · · · · MS. MOONEYHAN:· Can you look at the camera

11· there?

12· · · · · · THE WITNESS:· Yes.

13· · · · · · THE REPORTER:· Thank you.

14· BY DR. CHAMBERS:

15· · · ·Q.· ·Have you ever fisted anyone?

16· · · ·A.· ·Yes, I have.

17· · · ·Q.· ·Have you ever been fisted?

18· · · ·A.· ·No, I have not.

19· · · ·Q.· ·And how much lubrication is necessary to fist

20· someone?

21· · · · · · MR. WHITE:· Objection.· Relevance.

22· · · · · · HEARING OFFICER GHUSIN:· Wait, Dr. Chambers.

23· · · · · · MR. WHITE:· Objection.· Relevance.· Is she a

24· medical doctor?

25· · · · · · DR. CHAMBERS:· Well, she is an expert in this
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·1· field, and what I'm trying to show here is that, given

·2· her experience with my examinations in the office, with

·3· the amount of lubrication I use, it's not something that

·4· I would attempt to do nor say tried to do.

·5· · · · · · HEARING OFFICER GHUSIN:· I'll allow it.· It's

·6· been an issue.· Let's get through it.

·7· · · · · · DR. CHAMBERS:· Thank you.

·8· BY DR. CHAMBERS:

·9· · · ·Q.· ·Given the amount of lubrication I use when I

10· examine you, all these years, is that enough to fist

11· someone?

12· · · ·A.· ·No.· No way.

13· · · ·Q.· ·Why is it that you have never been a recipient

14· of fisting?

15· · · ·A.· ·I do not like the sensation of being really

16· stretched out.

17· · · ·Q.· ·Okay.· Have you ever fisted anyone?

18· · · ·A.· ·Yes, I have.

19· · · ·Q.· ·Can you tell us how it's done.· Actually,

20· before you do that, when you fist someone, what is inside

21· the patient's vagina or anus?

22· · · · · · MR. WHITE:· Objection.· Relevance.

23· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, I don't

24· know if we need to go too far afield.

25· · · · · · DR. CHAMBERS:· What it is, I'm trying to define
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·1· fisting.

·2· · · · · · MR. WHITE:· I would remind the Hearing Officer,

·3· he's not been accused of actually fisting.

·4· · · · · · HEARING OFFICER GHUSIN:· Right.· Dr. Chambers?

·5· · · · · · DR. CHAMBERS:· Well, I'm trying to show that,

·6· while I haven't been accused, I have been accused of

·7· saying that I attempted to fist.

·8· · · · · · So I'm trying to be respectful and not say that

·9· it's ridiculous -- a ridiculous accusation.· I'm trying

10· to show that it makes no sense that I would say something

11· like that, if I didn't attempt to do it or did it.

12· · · · · · I don't know if that makes sense.

13· · · · · · HEARING OFFICER GHUSIN:· It does.· Okay.· I'll

14· allow it.

15· · · · · · DR. CHAMBERS:· Okay.

16· BY DR. CHAMBERS:

17· · · ·Q.· ·So when you do fisting, what part of your body

18· is inserted in the person?

19· · · ·A.· ·All five of your digits, all the way up to your

20· wrist.· Your whole hand until your wrist, and if you

21· partner's comfortable, you can go further, as far as they

22· would allow you to.

23· · · ·Q.· ·And how much lubrication is required?

24· · · ·A.· ·Lots of lubrication.· You even lube while

25· you're doing it as well to make sure of its ease.
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·1· · · ·Q.· ·Okay.· With your hands, can you show me how you

·2· would do that maneuver?

·3· · · ·A.· ·Well, if I'm fisting a woman's vagina, you

·4· would start off with fingers, one at a time.

·5· (Indicating) one, two, then ease the third one in, and

·6· make sure the partner is comfortable, fourth, and then

·7· you put in your thumb, almost like a clasp, and then you

·8· slowly go in, and you ease it in until it gets to here.

·9· And if that's where they want it, it's all good.

10· · · · · · Sometimes they want to actually ball into an

11· actual fist, but that's a little extreme.

12· · · ·Q.· ·And how long does that normally take?

13· · · ·A.· ·Several minutes.· It depends on the partner.

14· · · ·Q.· ·If one were to try that maneuver without proper

15· lubrication, what would be the end result?

16· · · ·A.· ·It would be painful.· It would be ripping,

17· tearing, bleeding.

18· · · ·Q.· ·Okay.· Have you posed nude?

19· · · ·A.· ·Yes.

20· · · ·Q.· ·Are partners or husbands allowed on the set

21· when you're posing nude?

22· · · ·A.· ·No.· They're never allowed on set.

23· · · ·Q.· ·And why is that?

24· · · ·A.· ·Sometimes the husbands, they may not -- they

25· overstep boundaries, the model may not be comfortable
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·1· posing in certain things or doing certain things if her

·2· partner is at the job.· So, it's usually a closed set.

·3· · · ·Q.· ·And how are you generally paid for these

·4· modeling gigs?

·5· · · ·A.· ·Depending on the company.· The larger companies

·6· may have you on payroll.· Smaller companies will either

·7· pay you in check or cash.

·8· · · ·Q.· ·Okay.· Ms. Turner, thank you for your candor

·9· and your time.· I'm most grateful.

10· · · · · · HEARING OFFICER GHUSIN:· Thank you,

11· Dr. Chambers.

12· · · · · · Mr. White?

13· · · · · · MR. WHITE:· Thank you.

14· · · · · · · · · · ·CROSS-EXAMINATION

15· · · ·Q.· ·Ms. Turner, you were not there for Patient A's

16· visit, were you?

17· · · ·A.· ·No.

18· · · ·Q.· ·You weren't there for Patient B's visit?

19· · · ·A.· ·No.

20· · · ·Q.· ·And you weren't there for Patient C's visit?

21· · · ·A.· ·No.

22· · · ·Q.· ·And you don't consider yourself an expert in

23· ethical behavior of an OB-GYNs, do you?

24· · · ·A.· ·No.

25· · · ·Q.· ·How long have you been a patient of

http://www.litigationservices.com


Page 195
·1· Dr. Chambers?

·2· · · ·A.· ·Since about 2016.

·3· · · ·Q.· ·So, you're here just say that you had a good

·4· experience with Dr. Chambers?

·5· · · ·A.· ·Yeah.· Giving his expertise and knowledge on

·6· being an adult film actress and certain things that take

·7· place.

·8· · · ·Q.· ·Okay.· Would it surprise you that a lot of

·9· people don't know what fisting is, would it?

10· · · ·A.· ·No.

11· · · ·Q.· ·Besides being a patient, do you have any other

12· kind of relationship with Dr. Chambers?

13· · · ·A.· ·No, I don't.

14· · · ·Q.· ·Not intimate?

15· · · ·A.· ·No, I do not.

16· · · ·Q.· ·How about professional?

17· · · ·A.· ·Besides being his patient, no I'm not.

18· · · ·Q.· ·Any kind of fiduciary?· Do you hold -- do you

19· have a trust with him or anything like that?

20· · · ·A.· ·Yes.· As my physician, yes.

21· · · ·Q.· ·Okay.· Landlord/tenant?

22· · · ·A.· ·No.· He's just my physician.

23· · · ·Q.· ·Okay.· Has Dr. Chambers performed any surgeries

24· on you?

25· · · ·A.· ·Yes.· He delivered my daughter back in 2017, if
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·1· that's considered surgery.

·2· · · ·Q.· ·Okay.· But he's never done labiaplasty on you

·3· or anything like that?

·4· · · ·A.· ·No, he has not.

·5· · · ·Q.· ·Has Dr. Chambers taken pictures of you?

·6· · · ·A.· ·No, he has not.

·7· · · ·Q.· ·Dr. Chambers asked you a question about whether

·8· he uses non-medical terms when you're in his office as a

·9· patient.

10· · · · · · What medical terms has he used?

11· · · ·A.· ·The proper terms to describe body parts.

12· · · ·Q.· ·Can you give us an example?

13· · · ·A.· ·Vagina is one example.

14· · · ·Q.· ·Okay.

15· · · ·A.· ·We didn't really talk about any other parts

16· besides that.· He's my OB-GYN, so we don't really talk

17· much besides the area that's of concern, which would be

18· my vagina.

19· · · ·Q.· ·Okay.· Could you -- one more time because I

20· didn't get it before, could you describe how far the hand

21· has to be inserted --

22· · · ·A.· ·Well, --

23· · · ·Q.· ·-- to be fisting?· I'm sorry.· It was a

24· terrible question.

25· · · · · · How far does the hand have to be inserted to be
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·1· considered fisting?

·2· · · ·A.· ·It depends on your partner.· Up to the wrist, I

·3· would say, would be starters for fisting.

·4· · · ·Q.· ·Okay.· Thank you.· That's all I have.

·5· · · · · · HEARING OFFICER GHUSIN:· Dr. Chambers, any

·6· follow-up?

·7· · · · · · DR. CHAMBERS:· None, Your Honor.

·8· · · · · · HEARING OFFICER GHUSIN:· Okay.

·9· · · · · · Ms. Turner, again, thank you for your time and

10· your patience.· We appreciate it, and have a good rest of

11· your afternoon.

12· · · · · · So, it's not quite 4:35, Dr. Chambers, do you

13· have any other witnesses there or just you?

14· · · · · · DR. CHAMBERS:· Just me.

15· · · · · · HEARING OFFICER GHUSIN:· Do you want to get

16· started or do you want to --

17· · · · · · DR. CHAMBERS:· I think --

18· · · · · · MR. WHITE:· It's up to Dr. Chambers too.· We

19· can.

20· · · · · · HEARING OFFICER GHUSIN:· We could do it --

21· · · · · · DR. CHAMBERS:· I can keep going.

22· · · · · · MR. WHITE:· To until 5:00?

23· · · · · · HEARING OFFICER GHUSIN:· Okay.· Well, we could

24· go until 5:00, but we may -- it depends how far you get.

25· · · · · · That may mean June 1st too; right?
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·1· · · · · · MR. WHITE:· Yes.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· Let's go to a

·3· few minutes before 5:00, and then discuss how we're going

·4· to work that in.· Okay?

·5· · · · · · DR. CHAMBERS:· Okay.

·6· · · · · · HEARING OFFICER GHUSIN:· And I believe

·7· Ms. Mooneyhan would prefer you at the witness seat there;

·8· correct?

·9· · · · · · MS. MOONEYHAN:· Correct.

10· · · · · · HEARING OFFICER GHUSIN:· Thank you.· Do you

11· have everything you need there?

12· · · · · · DR. CHAMBERS:· Yes, I do.

13· · · · · · HEARING OFFICER GHUSIN:· You remain under oath,

14· Dr. Chambers.

15· · · · · · DR. CHAMBERS:· Okay.

16· · · · · · · · · · DIRECT EXAMINATION

17· BY DR. CHAMBERS:

18· · · · · · Words cannot describe the fear that I have about

19· getting COVID-19.· My perspective on getting a communicable

20· disease whilst working as a physician changed after I had

21· children.

22· · · · · · MR. WHITE:· Hold on.· Objection.· This sounds

23· like a closing argument more than -- I would need him --

24· as best we can, I'm going to request, Ms. Ghusin, that he

25· refer to evidence that he wants to present and refer to
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·1· the evidence in the binder, if that's possible.

·2· · · · · · I didn't mean interrupt him.· I think --

·3· · · · · · HEARING OFFICER GHUSIN:· No.· I understand, and

·4· I kind of see where he's going with this too.· Do you?

·5· · · · · · MR. WHITE:· I do, except that if there -- that

·6· would have been something that he brought, like his

·7· policies for COVID-19 when that was a stronger concern.

·8· · · · · · HEARING OFFICER GHUSIN:· I'm in a strange place

·9· here because I don't want to be an --

10· · · · · · DR. CHAMBERS:· I have that here.

11· · · · · · HEARING OFFICER GHUSIN:· -- but I don't want to

12· guess.

13· · · · · · So you have your policies -- is that it? --

14· now.

15· · · · · · DR. CHAMBERS:· I don't have the written

16· policies, but I'm prepared to say what they were.

17· · · · · · HEARING OFFICER GHUSIN:· Okay.

18· · · · · · He can testify -- correct? -- as far as his

19· policies.· It doesn't have to be documented.· I mean,

20· it's in -- yeah, it's -- I mean, we take testimony not

21· just --

22· · · · · · MR. WHITE:· Yeah.

23· · · · · · HEARING OFFICER GHUSIN:· Go ahead,

24· Dr. Chambers.· Let me ask you a question, where are you

25· going with your testimony about COVID-19?
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·1· · · · · · DR. CHAMBERS:· It was to explain why Casey was

·2· not in the room with me.

·3· · · · · · HEARING OFFICER GHUSIN:· Okay.· Thank you.

·4· Okay.· Go ahead.

·5· · · · · · DR. CHAMBERS:· Okay.

·6· BY DR. CHAMBERS:

·7· · · · · · In 2020, my son was a year and a half old, my

·8· daughter was three.· I just need a minute.

·9· · · · · · HEARING OFFICER GHUSIN:· Okay.

10· · · · · · DR. CHAMBERS:· I think I'll just skip over that

11· part.

12· · · · · · HEARING OFFICER GHUSIN:· Okay.

13· BY DR. CHAMBERS:

14· · · · · · I was traumatized in one six-hour period in the

15· hospital, where the overhead page for code blue to different

16· rooms in the ICU came about every 15 minutes.

17· · · · · · My trauma was compounded by the fact that whilst

18· walking to the doctor's lounge, I saw body after body being

19· wheeled out of the hospital.

20· · · · · · One labor nurse with whom I worked, got COVID-19

21· and took it home to her husband and he got infected and he

22· died.

23· · · · · · So I implemented certain office policies to help

24· protect my patients, especially my pregnant patients as well

25· as their -- my pregnant patients as their pregnancies made
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·1· them immunocompromised, my staff, and me.

·2· · · · · · Patients had to wait in their cars, and we called

·3· them when I was ready for them to be seen.

·4· · · · · · I initially only allowed one patient into the

·5· waiting room.· I removed chairs from the waiting room to

·6· accommodate less people.

·7· · · · · · After the vaccine, I allowed up to four people.  I

·8· allowed only my patient, my chaperone, and me in the patient

·9· care area.· The doors to the patient care area have always

10· been locked for security reasons.· And I only allowed the

11· patient and I alone in the exam room with my chaperone

12· outside the room at the door.

13· · · · · · In Patient A's case, my chaperone, Casey, was

14· outside the room.

15· · · · · · She will testify on June 1st, so she'll talk about

16· this, Casey had gotten COVID at least once with her

17· employment with me.

18· · · · · · I rescheduled my patients and closed the office

19· during her absence.· It was difficult for me to find

20· employees during this time because I could not compete with

21· the $1,000 per week being paid to people for not working by

22· the government.

23· · · · · · I was not trying to do bad things to my patients;

24· I was trying to stay alive.· I relaxed the rules after we

25· were vaccinated.
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·1· · · · · · Yesterday my qualifications as a sexual health

·2· clinician were questioned, as I took four in-person teaching

·3· modules over a year.

·4· · · · · · The certification program was created by the

·5· American Academy of Antiaging Medicine.· It was deemed

·6· sufficient by them to create this program and to award a

·7· certificate to those completing the course.

·8· · · · · · Yes, the field of antiaging medicine is not

·9· recognized by established medical organizations, such as the

10· American Board of Medical Specialties and the American

11· Medical Association.

12· · · · · · However, it is recognized by the American Board of

13· Antiaging slash Regenerative Medicine.

14· · · · · · It is comprised of other like-minded physicians

15· who have filled in the gap where traditional medical

16· education has failed us, such in the education about female

17· sexual health.

18· · · · · · I assert that there is no other medical speciality

19· more challenging than the OB-GYN residency training program.

20· · · · · · Imagine completing an OB-GYN residency program, a

21· specialty dealing with women's health, knowing nothing about

22· sexual health.· It was embarrassing to admit I virtually

23· knew nothing on the topic, as do many of my OB-GYN

24· colleagues.

25· · · · · · Before then, the American Academy of Antiaging
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·1· Medicine filled that gap.· Yes, I am not a trained plastic

·2· surgeon; I'm an expert in female pelvic anatomy and female

·3· pelvic surgery.

·4· · · · · · As such, I needed a brief course in plastic

·5· techniques and suture selection to enhance my skills and to

·6· qualify as a cosmetic GYN surgeon.· I enrolled in such a

·7· course that was taught by Dr. Goodman, one of the pioneers

·8· in this field.· I have practiced this subspeciality for

·9· almost a decade.

10· · · · · · Like many other physicians of different

11· specialities, such as dermatology, dentistry, and plastic

12· surgery, I joined the National Society of Cosmetic

13· Physicians to learn, educate, and advance the field of

14· cosmetic GYN surgery.

15· · · · · · From my curriculum vitae, you can see that I also

16· served as chief resident from 2001 to 2001.· I was inducted

17· into the Alpha Omega Alpha Honor Medical Society, which is a

18· society of the top ten percent of doctors, academically, in

19· the United States.

20· · · · · · I was awarded the best resident-student teaching

21· award for three of four years I was in residency, and on the

22· day of my graduation, I was awarded the Robert E L Nesbitt,

23· M.D., outstanding resident in OB-GYN award.

24· · · · · · At least ten times since my relocation to Las

25· Vegas two decades ago, I've been voted top doctor by my
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·1· colleagues, and it was published in Vegas Inc. Health Care

·2· Quarterly.· I've also received a plethora of patient choice

·3· awards.

·4· · · · · · In medical school, we're taught about the power of

·5· disparity of the patient-physician relationship.· We're

·6· taught not to use medical jargon, as it may confuse them.

·7· We were taught to adopt to the patient's vernacular, when

·8· appropriate, to avoid any my understanding.

·9· · · · · · In sexual health medicine, patients don't want to

10· see a stiff, conservative, judgmental physician.· They do

11· not want to see a physician who reminds them of their father

12· or grandfather.· They want to see a physician who makes them

13· feel comfortable enough to share their problems and to get

14· proper treatment.· I provided that environment.

15· · · · · · Medical school also teaches us to sit lower than

16· the physician, so that she looks down at the physician

17· during the encounter.· So we sit on a stool whilst she sits

18· on the examining table.· This strategy is meant to empower

19· patients.

20· · · · · · Yesterday, Ms. Johnna LaRue of the Board, defined

21· fisting based on what she saw in the photograph of my

22· partially inserted four fingers in the vagina of Patient A.

23· She said she believes that fisting is the insertion of these

24· four fingers.

25· · · · · · According to the Wikipedia, fisting, or brachial
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·1· vaginal or brachial proctic insertion, is a sexual activity

·2· that involves the slow insertion of a hand into a

·3· well-lubricated vagina or rectum.

·4· · · · · · I did not attempt to nor did I fist Patient A.

·5· Therefore, I did not say that I tried to.

·6· · · · · · I performed a standard rectal vaginal examination

·7· with one lubricated finger in her vagina, and another

·8· lubricated finger in her anus while assessing her for a

·9· rectocele, which is a herniation of bowel into the vagina.

10· · · · · · A rectal vaginal exam is supposed to part of the

11· annual GYN exam, but it has been largely abandoned during

12· the routine annual exam.· Today, I do it to evaluate

13· patients with pelvic mass, patients with chronic pelvic

14· pain, to asses the uterosacral ligaments, and patients with

15· organ prolapse, such as a rectocele.

16· · · · · · Yesterday, Patient A testified that I told her

17· to hide photographs and to not show them to her husband.

18· · · · · · Again, this was not about me nefarious; it was

19· to protect her marriage.· I have numerous examples of

20· patient's marriages that went downhill sexually after

21· their husbanded saw how wide their vaginas open for

22· childbirth.· These men do not understand how the vagina

23· is a muscle, built to expand and return to its original

24· state.· It develops --

25· · · · · · MS. FUENTES:· We just lost the video
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·1· conference.

·2· · · · · · (Video conference was disconnected and

·3· · · · · · reconnected.)

·4· · · · · · DR. CHAMBERS:· Where did you lose me?

·5· · · · · · THE REPORTER:· "Built to expand and return

·6· to" --

·7· · · · · · HEARING OFFICER GHUSIN:· Right about "the

·8· vagina is a muscle," that's what I remember.

·9· · · · · · DR. CHAMBERS:· Okay.

10· BY DR. CHAMBERS:

11· · · · · · In performing vaginal restoration surgery, we

12· focus on the posterior wall of the vagina using a modified

13· form of a traditional posterior colporrhaphy, also known as

14· a posterior repair, also known as a rectocele repair.

15· · · · · · In traditional surgery, we reduce the bulk of the

16· hernia to restore function.· Aesthetics is not a concern.

17· · · · · · In vaginal restoration surgery, we not only reduce

18· the bulk, we also tighten the vaginal canal along it's

19· entire length from the apex, or top, to the introitus

20· opening.

21· · · · · · So we constantly have to measure to make sure the

22· patient's vagina can accommodate two fingers at all times

23· during the procedure, because average width of man's penis

24· is about two-fingers width or wide.

25· · · · · · I had this discussion with Patient A, not to
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·1· insult her, but to give her the answers to the questions

·2· posed on Exhibit 3, pages 0023 and 0024.· I was trying to

·3· make her understand why she felt the way she did, and to

·4· explain to her how surgery could solve her problem.

·5· · · · · · I had no intention of insulting her.· I had no

·6· intention of causing her PTSD, and for that, I expressed my

·7· sincerest apologies.

·8· · · · · · It is for those reasons why I have never directly

·9· solicited patients for cosmetic GYN surgery.· I allow them

10· to privately read my marketing material in the privacy of

11· the lavatory or when the exam room door is closed.

12· · · · · · If they did not ask me about it, I do not mention

13· it.· If they ask if they need surgery and they do not, I say

14· so.· I reassure them that the labia minora, or inner vaginal

15· lips, comes in different sizes and shapes and they are a

16· variation of normal.· I did not acquire this knowledge to

17· hurt my patients; I did it to help them.

18· · · · · · Thank you.

19· · · · · · HEARING OFFICER GHUSIN:· Is that your complete

20· testimony?

21· · · · · · DR. CHAMBERS:· That's it.· That's my testimony.

22· · · · · · HEARING OFFICER GHUSIN:· Mr. White, we have

23· five, maybe ten minutes.

24· · · · · · MR. WHITE:· I don't know if I can get through

25· him.
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·1· · · · · · HEARING OFFICER GHUSIN:· It's up to you.· If

·2· you -- because we're all going to be together.· I mean,

·3· Dr. Chambers clearly will be on the 1st.

·4· · · · · · MR. WHITE:· It's going to take longer than 10

·5· minutes.· This might be a good time to break.

·6· · · · · · HEARING OFFICER GHUSIN:· Makes sense to me.

·7· · · · · · MR. WHITE:· What do you think, Brandee?

·8· · · · · · MS. MOONEYHAN:· I agree.· I believe the

·9· cross-examination will take significantly longer than ten

10· minutes, and it may be a good idea to break now.

11· · · · · · HEARING OFFICER GHUSIN:· Okay.· On June 1st, we

12· have Dr. Goodman, we have Casey --

13· · · · · · DR. CHAMBERS:· Carden.

14· · · · · · HEARING OFFICER GHUSIN:· Okay.· And that's the

15· nine o'clock.

16· · · · · · DR. CHAMBERS:· And patient C.

17· · · · · · HEARING OFFICER GHUSIN:· So we have Patient C,

18· and then we have cross-examination of Dr. Goodman.

19· · · · · · How do you spell Casey's last name?

20· · · · · · DR. CHAMBERS:· C-A-S-E-Y C-A-R-D-E-N.

21· · · · · · HEARING OFFICER GHUSIN:· Carden, cross-exam.

22· Okay.· Thank you.

23· · · · · · We will go ahead and break now.· So, is Patient

24· C scheduled for nine o'clock?· That's a done deal?

25· · · · · · MS. MOONEYHAN:· No.· Patient C -- for the
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·1· record, Patient C and Casey Carden are the IC's witness,

·2· and they are available all day on June 1st to provide

·3· testimony, whatever, during the proceeding.

·4· · · · · · HEARING OFFICER GHUSIN:· Do you want to start

·5· by continuing with Dr. Chambers to finish that up and

·6· then go in fresh with the other witness?· So, cross-exam

·7· of Dr. Chambers at nine o'clock.

·8· · · · · · MR. WHITE:· Sounds fine.

·9· · · · · · MS. MOONEYHAN:· Yes, I believe that would make

10· the record clearer for anyone reviewing it.

11· · · · · · MR. WHITE:· I agree.

12· · · · · · HEARING OFFICER GHUSIN:· And we said

13· Dr. Goodman at 1:30.

14· · · · · · And so it's up to you, how you want to do the

15· two witnesses in the morning.· Okay?· All right.· Any

16· other --

17· · · · · · DR. CHAMBERS:· I have a question.· Will it be

18· possible to question Dr. Goodman after me so that we're

19· done, and your two patients -- your two witnesses can go

20· after him, so my case is concluded?

21· · · · · · HEARING OFFICER GHUSIN:· Except we told him

22· 1:30.

23· · · · · · MR. WHITE:· Wait.· Your question was to

24· question him after you?

25· · · · · · DR. CHAMBERS:· Yes.· So that he can be done and
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·1· my case close and he has the rest of day to do what he

·2· needs to do.

·3· · · · · · MR. WHITE:· Oh, so rescheduling him to the

·4· morning?

·5· · · · · · DR. CHAMBERS:· After my testimony and

·6· questioning.

·7· · · · · · HEARING OFFICER GHUSIN:· Have you,

·8· Ms. Mooneyhan, Patient C and Casey Carden, do they have

·9· times or are they just available all day?

10· · · · · · MS. MOONEYHAN:· They're available all day.

11· They're available at the court's convenience.

12· · · · · · HEARING OFFICER GHUSIN:· Unless either of you

13· have some objection to that, I see no reason not to do

14· that.

15· · · · · · MR. WHITE:· Yeah.

16· · · · · · MS. MOONEYHAN:· I have no objection, it's just,

17· maybe we can confirm because Dr. Goodman made a point

18· that he wanted a specific time.· So, if we can confirm

19· all that first, that would be fine.

20· · · · · · HEARING OFFICER GHUSIN:· And, Dr. Chambers, I'm

21· going to let you do that.

22· · · · · · DR. CHAMBERS:· I will do that.

23· · · · · · HEARING OFFICER GHUSIN:· I don't want to get in

24· the middle of that.

25· · · · · · DR. CHAMBERS:· I will do that and get back to
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·1· you this afternoon.

·2· · · · · · HEARING OFFICER GHUSIN:· Okay.· So what you are

·3· requesting -- or what we would do is continue with your

·4· testimony at 9:00 A.M., and then go right into

·5· Dr. Goodman.

·6· · · · · · DR. CHAMBERS:· Correct.

·7· · · · · · HEARING OFFICER GHUSIN:· If you could set that

·8· up with him and then email all of us, that would be

·9· great.

10· · · · · · DR. CHAMBERS:· Okay.· How much time do you

11· think to question?

12· · · · · · MR. WHITE:· Probably an hour.

13· · · · · · DR. CHAMBERS:· Okay.

14· · · · · · MR. WHITE:· And then you might have some

15· redirect of yourself to counter my questioning.

16· · · · · · DR. CHAMBERS:· So maybe 10:30?

17· · · · · · MR. WHITE:· Maybe 11:00 would be better.

18· · · · · · DR. CHAMBERS:· 11:00.· Okay.

19· · · · · · HEARING OFFICER GHUSIN:· So 9:00 A.M., change

20· to 11:00 possibly.· And that would put your two other

21· witnesses in the afternoon.

22· · · · · · MR. WHITE:· Afternoon.

23· · · · · · HEARING OFFICER GHUSIN:· Okay.· All right.

24· Ms. Mooneyhan, Dr. Chambers, Mr. White, everybody else up

25· here, thank you, again.· I know it's been a long day -- a
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·1· long couple of days.· I thank you for your hospitality

·2· and help technically.

·3· · · · · · Anything else, Ms. Mooneyhan?

·4· · · · · · MS. MOONEYHAN:· No.· Thank you, Your Honor.

·5· · · · · · HEARING OFFICER GHUSIN:· Okay.

·6· · · · · · (Proceedings ended at 4:55 P.M.)
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·5· · · · · · That I was present on May 3, 2023, at the Nevada

·6· State Board of Medical Examiners, 9600 Gateway Drive, Reno,

·7· Nevada, and took stenotype notes of the proceedings entitled

·8· herein, and thereafter transcribed the same into typewriting

·9· as herein appears.

10· · · · · · That the foregoing transcript is a full, true, and

11· correct transcription of my stenotype notes of said

12· proceedings consisting of 213 pages.

13· · · · · · DATED:· At Reno, Nevada, this 15th day of May,

14· 2023.

15
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·1· · · HEALTH INFORMATION PRIVACY & SECURITY: CAUTIONARY NOTICE

·2· Litigation Services is committed to compliance with applicable federal

·3· and state laws and regulations (“Privacy Laws”) governing the

·4· protection andsecurity of patient health information.Notice is

·5· herebygiven to all parties that transcripts of depositions and legal

·6· proceedings, and transcript exhibits, may contain patient health

·7· information that is protected from unauthorized access, use and

·8· disclosure by Privacy Laws. Litigation Services requires that access,

·9· maintenance, use, and disclosure (including but not limited to

10· electronic database maintenance and access, storage, distribution/

11· dissemination and communication) of transcripts/exhibits containing

12· patient information be performed in compliance with Privacy Laws.

13· No transcript or exhibit containing protected patient health

14· information may be further disclosed except as permitted by Privacy

15· Laws. Litigation Services expects that all parties, parties’

16· attorneys, and their HIPAA Business Associates and Subcontractors will

17· make every reasonable effort to protect and secure patient health

18· information, and to comply with applicable Privacy Law mandates,

19· including but not limited to restrictions on access, storage, use, and

20· disclosure (sharing) of transcripts and transcript exhibits, and

21· applying “minimum necessary” standards where appropriate. It is

22 recommended that your office review its policies regarding sharing of

23 transcripts and exhibits - including access, storage, use, and

24· disclosure - for compliance with Privacy Laws.

25· · · · © All Rights Reserved. Litigation Services (rev. 6/1/2019)
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·1· · · · RENO, NEVADA; THURSDAY, JUNE 1, 2023; 9:09 A.M.
· · · · · · · · · · · · · · · ·-o0o-
·2

·3

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

·5· ·right.· On the record then in the matter of George

·6· ·Chambers, M.D.· Good morning.· I'm Administrative Hearing

·7· ·Officer Nancy Moss Ghusn, and this is the time and place

·8· ·for the continued testimony in that hearing.

·9· · · · · · · ·A couple of preliminary matters.· We have

10· ·people who are appearing, and we want to make sure we

11· ·know who is who.· So first, we have Ms. Hansen, who is

12· ·the court reporter; correct?

13· · · · · · · ·THE COURT REPORTER:· That is correct.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

15· ·you.· And we have Jennifer Norton.· What I would like to

16· ·say is if anyone here is going to be a witness or was a

17· ·witness in the past, please identify yourselves at this

18· ·time.· I don't think we recognize anybody.

19· · · · · · · ·But do either -- Dr. Chambers, do you

20· ·recognize anybody here?

21· · · · · · · ·DR. CHAMBERS:· I do not.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

23· ·Mr. White?· Mr. White, Ms. Mooneyhan, do you recognize

24· ·anyone here?
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·1· · · · · · · ·MR. WHITE:· No, we do not.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·3· ·And we have an iPhone 166.· All right.· As long as we're

·4· ·not witnesses, it is a public hearing.· I would request

·5· ·that you continue to remain on mute, and if you have a

·6· ·desire to identify yourselves, you could do so at this

·7· ·time.· I'll wait a beat here.

·8· · · · · · · ·If there's any media here, I will refresh

·9· ·everybody's memory that there is an order in effect that

10· ·patients are not to be identified by name or likeness

11· ·just in case anybody here is media.· Thank you very much.

12· · · · · · · ·And a couple other matters.· It looks like we

13· ·have a good connection.· Maybe the technology gods will

14· ·smile upon us.· I hope so.· I've done innumerable Zoom

15· ·hearings, and I would just like to say I thank you in

16· ·advance for your courtesy.

17· · · · · · · ·We try not to speak over each other and have

18· ·a clean record so we can understand each other.· However,

19· ·if there's ever a point that we cannot understand each

20· ·other or if it gets glitchy, interrupt immediately so we

21· ·don't plow on ahead and have to cover the same ground

22· ·again.· I will remind and I think in that case,

23· ·Dr. Chambers, you're the only witness here that you

24· ·remain under oath.· Correct?
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·1· · · · · · · ·DR. CHAMBERS:· Correct.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·3· ·I would also ask everyone to identify themselves for the

·4· ·record before we launch.

·5· · · · · · · ·DR. CHAMBERS:· I'm Dr. George P. Chambers,

·6· ·Junior.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·8· ·you.

·9· · · · · · · ·MR. WHITE:· I'm Don White, Senior Deputy

10· ·General Counsel for the Investigative Committee of the

11· ·Nevada State Board of Medical Examiners.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Anyone

13· ·else who is a participant in this hearing?

14· · · · · · · ·MS. MOONEYHAN:· Yes, Your Honor.· Brandee

15· ·Mooneyhan, Deputy General Counsel.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

17· ·you.· And I assume -- and forgive me if I'm

18· ·mispronouncing your name.· Dimelanta is just here as an

19· ·observer; is that correct?· Is that Natalia Dimelanta?

20· · · · · · · ·DR. CHAMBERS:· Yes.· She's an observer.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

22· ·could go off video if you would, please.

23· · · · · · · ·And Jay Burbank, is that also the case?

24· · · · · · · ·MR. BURBANK:· No.· I'm with the Review
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·1· ·Journal.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·3· ·Good morning, Mr. Burbank.· Would you mind going off

·4· ·video?· Good morning.· Okay.· That works better for me.

·5· ·All right.· I'm just going to adjust my screen.

·6· · · · · · · ·And so the rebuttal witness, Ms. Mooneyhan,

·7· ·is later on then?· Because I have that we have

·8· ·Dr. Chambers now at 9:00 a.m. Dr. Goodwin is sort of on

·9· ·call around 11:00, is that correct, Dr. Chambers?

10· ·Dr. Chambers, can you hear me?

11· · · · · · · ·DR. CHAMBERS:· Yes.· Yes, you're correct.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

13· ·When is Ms. Cardin coming on?· In the afternoon, right?

14· · · · · · · ·MS. MOONEYHAN:· Both Ms. Cardin and Patient C

15· ·have been told that we tentatively scheduled them for

16· ·1:30 p.m., but they are available all day with some

17· ·advance notice.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sure.

19· ·Okay.· And your rebuttal witness, Mr. White and

20· ·Mooneyhan, that's the afternoon also or just --

21· · · · · · · ·MR. WHITE:· Yes.

22· · · · · · · ·MS. MOONEYHAN:· Yes.· At the close of

23· ·testimony, I would call one more witness.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All
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·1· ·right.· Mr. White, we had finished up Dr. Chambers.· You

·2· ·finished up with your direct testimony, is that correct,

·3· ·sir?

·4· · · · · · · ·MR. WHITE:· I have.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·6· ·And, Mr. White, you were ready to cross-examine

·7· ·Dr. Chambers.· That's where we were; correct?

·8· · · · · · · ·MR. WHITE:· Yes.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Any

10· ·other preliminary matters or questions?

11· · · · · · · ·MR. WHITE:· We do have one more preliminary

12· ·matter.· We just want to clear up what we kind of left it

13· ·out there up in the air sort of that Patient B might be

14· ·called back as a rebuttal witness, so we wanted to get

15· ·clarifying on the ruling on that.· And also, she may want

16· ·to watch a little bit today.

17· · · · · · · ·MS. MOONEYHAN:· She hoped to observe today,

18· ·but Dr. Chambers had indicated he may call her for

19· ·rebuttal, and we wanted to clarify before we went no, she

20· ·couldn't.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

22· ·hearing a little -- some glitches too.· I hope it's not a

23· ·problem.· Okay.· So when do you plan on calling Patient

24· ·B?
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·1· · · · · · · ·MR. WHITE:· We don't.

·2· · · · · · · ·MS. MOONEYHAN:· We don't.· But Dr. Chambers

·3· ·indicated he might, so we wanted to clarify that.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Oh,

·5· ·okay.· Thank you.· Hold on.· There he is.

·6· · · · · · · ·DR. CHAMBERS:· Sorry about that.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No

·8· ·problem.· I know we're in our home offices.· And you may

·9· ·see -- go on and off mute if there's some sort of

10· ·interference.

11· · · · · · · ·Dr. Chambers, do you intend or might you call

12· ·Patient B for rebuttal?

13· · · · · · · ·DR. CHAMBERS:· I might.· I'm not sure yet.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

15· ·right.· Well, there it is, Counsel.

16· · · · · · · ·MR. WHITE:· Okay.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We

18· ·have the rule of exclusion in effect.· And, you know,

19· ·it's up to Dr. Chambers if and when he wants to call her;

20· ·correct?

21· · · · · · · ·MR. WHITE:· Yes.

22· · · · · · · ·MS. MOONEYHAN:· As long as he understands

23· ·that rebuttal testimony is not a second chance at

24· ·cross-examination, that it's truly rebuttal, yes.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·2· ·Without the benefit of having that legal training,

·3· ·Dr. Chambers, thank you.· And we aren't going to blow up

·4· ·a hearing again and go back.· All right?

·5· · · · · · · ·DR. CHAMBERS:· Okay.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

·7· ·you do understand that?

·8· · · · · · · ·DR. CHAMBERS:· I do understand that.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

10· ·We'll deal with it when we with get there.· And I'm sure

11· ·of course IC counsel will have the opportunity to object

12· ·if it goes too broad.· All right.· Anything else?

13· · · · · · · ·MR. WHITE:· I think that's it.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We're

15· ·good?· Okay.

16· · · · · · · ·Dr. Chamber, are you ready?· Everyone has

17· ·water and a good connection?

18· · · · · · · ·DR. CHAMBERS:· I am.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

20· ·you.· Mr. White?

21

22

23

24
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·1· · · · · · · · · · · · EXAMINATION

·2· ·BY MR. WHITE:

·3· · · · · Q· · Thank you.· Good morning Dr. Chambers.

·4· · · · · A· · Good morning, Mr. White.

·5· · · · · Q· · You asked your patients to take pictures of

·6· ·their own genitalia?

·7· · · · · A· · Excuse me?

·8· · · · · Q· · You asked your patients to take pictures of

·9· ·their own genitalia.

10· · · · · A· · I do depending on if they're remote or not.

11· · · · · Q· · If they're remote?

12· · · · · A· · Correct.· I have patients who fly in from

13· ·overseas, and part of the understanding is they will have

14· ·to remain in Las Vegas for some time after the procedure,

15· ·and if they have to go back and they cannot come back,

16· ·the only way to know if they're healing properly is for

17· ·them to send me a photograph of the postop pictures.

18· ·Correct.

19· · · · · Q· · Okay.· But you also have, like with regards

20· ·to Patient A in this matter, have them take pictures of

21· ·their own genitalia right when they're in your room, in

22· ·your exam room?

23· · · · · A· · I did not ask her to take pictures of her own

24· ·genitalia, so that's no.
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·1· · · · · Q· · You told her to?

·2· · · · · A· · I told her to have me use her phone to do

·3· ·that.

·4· · · · · Q· · Okay.· So you asked her for her phone?

·5· · · · · A· · Correct.

·6· · · · · Q· · And you did that with other patients too?

·7· · · · · A· · If they are there for a consultation, yes.

·8· · · · · Q· · You had mentioned before that you type your

·9· ·consultations, but you don't type something that's not a

10· ·consultation.· Do I have that correct?

11· · · · · A· · Yes.

12· · · · · Q· · This was typed for Patient A?

13· · · · · A· · Yes.

14· · · · · Q· · Because you knew that it was going to go to

15· ·other providers; is that correct?

16· · · · · A· · Yes.

17· · · · · Q· · Okay.· And you're aware that the other

18· ·provider actually also said that there was nothing out of

19· ·the norm in the pictures, right?

20· · · · · A· · Which other provider?

21· · · · · Q· · Was it Dr. Wasserman?

22· · · · · A· · Yes.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Let me

24· ·jump in quickly just to ask Dr. Chambers.· Do you have

http://www.litigationservices.com


Page 13
·1· ·exhibits in front of you?

·2· · · · · · · ·DR. CHAMBERS:· I do not, but I took some

·3· ·notes while I was there earlier.· I have them somewhere

·4· ·else.· Do you mind if I get them?

·5· · · · · · · ·MR. WHITE:· I think that would be a good

·6· ·idea.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

·8· ·Do you need a few minutes, Dr. Chambers?

·9· · · · · · · ·DR. CHAMBERS:· Just a couple seconds.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

11· ·Perfect.

12· · · · · · · ·THE WITNESS:· I'm back.

13· · · · · Q· · (BY MR. WHITE:)· Okay.· So after they take a

14· ·picture with their own phone or after you take a picture

15· ·with their cell phone, you have them text those pictures

16· ·to you?

17· · · · · A· · I have them text certain pictures to me.

18· · · · · Q· · Okay.· And you had testified before that you

19· ·don't know if -- Well, you don't know what their

20· ·providers -- your patients have on their cell phones?

21· · · · · A· · Correct.

22· · · · · Q· · So you don't know if they're encrypted?

23· · · · · A· · Correct.

24· · · · · Q· · And you did not identify them in any way, the
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·1· ·pictures?

·2· · · · · A· · There was nothing on the pictures that

·3· ·identified who they belonged to.

·4· · · · · Q· · However, they can be traced back to the cell

·5· ·phone that took it?

·6· · · · · A· · They can be traced back to the cell phone,

·7· ·but they could also have been downloaded photographs.

·8· · · · · Q· · They could also be downloaded photographs

·9· ·from the Internet?

10· · · · · A· · They could be downloaded photographs from the

11· ·Internet that were edited by the person's cell phone.

12· ·Correct.· But there's no way for a hacker or someone to

13· ·say this belongs to this person.

14· · · · · Q· · Skipped a little bit.· Those pictures are

15· ·time stamped.

16· · · · · A· · Correct.· But if they're edited and saved,

17· ·they're also time stamped.

18· · · · · Q· · Well, a screen shot would be perhaps, but

19· ·those pictures are time stamped, date stamped, and with

20· ·the exact date of when at least in Patient A's --

21· ·concerning Patient A, the exact time she was at your

22· ·office?

23· · · · · A· · Okay.

24· · · · · Q· · In fact, one of your patients texted their
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·1· ·pictures to the wrong person; correct?

·2· · · · · A· · That was her allegation.

·3· · · · · Q· · Didn't you tell Patient A that that had

·4· ·happened?

·5· · · · · A· · I don't recall having that conversation with

·6· ·Patient A.

·7· · · · · Q· · You must have thought more than once how bad

·8· ·it could be if those pictures ended up in the wrong

·9· ·hands.

10· · · · · A· · Of course.

11· · · · · Q· · Okay.· Or even sent to a child's cell phone?

12· · · · · A· · Of course.

13· · · · · Q· · I want to get into a little bit about how you

14· ·do not have spouses and boyfriends when you have them

15· ·signed up for modeling pictures with you.

16· · · · · A· · Okay.

17· · · · · Q· · Explain that.

18· · · · · A· · As testified to on May 3rd, when you have a

19· ·nude session, you don't want partners or spouses present

20· ·because they create a disruption for the photographer.

21· ·The models are not comfortable, they're not relaxed, and

22· ·the person who is ordering the pictures cannot get the

23· ·picture that one needs for the ad per se because they're

24· ·disruptive.· And so you still have to pay the model, you
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·1· ·have to pay the photographer, and you don't get what you

·2· ·want.· So closed set.

·3· · · · · Q· · Okay.· Closed set, no boyfriends, no spouses,

·4· ·but these are done in your office?

·5· · · · · A· · Correct.

·6· · · · · Q· · And they are originally set up during what is

·7· ·purported to be a medical consultation?

·8· · · · · A· · What do you mean, "set up"?

·9· · · · · Q· · You solicit those models that are patients of

10· ·yours, right?

11· · · · · A· · There's an ad.· There was an ad in the

12· ·lavatory, yes.· So if they're in the office and they use

13· ·a lavatory, they would see the ad.· Correct.

14· · · · · Q· · So it's your testimony that you've never

15· ·asked one of your patients to become a model?

16· · · · · A· · If they inquire, then I have the discussion.

17· · · · · Q· · So it's your testimony that the only patients

18· ·that have become models for you've had that discussion

19· ·with, they brought it up first?

20· · · · · A· · If they've seen the ad.· Correct.

21· · · · · Q· · I'm sorry.· I didn't hear you, Dr. Chambers.

22· ·I think it skipped.

23· · · · · A· · Correct.· Yes.

24· · · · · Q· · And you're aware that this is contrary to the
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·1· ·ethical rules provided by ACOG?

·2· · · · · A· · What specific ethical rule?

·3· · · · · Q· · Has anyone ever asked to have their family

·4· ·present at one of your sessions, whether you're

·5· ·photographing them or just seeing them for a

·6· ·consultation?

·7· · · · · A· · Photographing, no.· Consultation, yes.

·8· · · · · Q· · Okay.· And are their family members ever

·9· ·present?

10· · · · · A· · Family members -- between the periods of

11· ·COVID, family members are not permitted in the office

12· ·unless they were proven to be vaccinated or healthcare

13· ·professionals who I know were vaccinated.· Outside of

14· ·that COVID window, family members have been, since I've

15· ·been practicing up until this point, allowed in the

16· ·office.

17· · · · · Q· · Okay.· So is it your belief as a doctor that

18· ·somebody who was vaccinated couldn't pass on COVID-19?

19· · · · · A· · You're asking me to testify about how I felt

20· ·as a doctor during COVID.· None of us knew what was going

21· ·on with COVID.· CDC didn't.· Fauci didn't.· I didn't.· So

22· ·we had to use their guidance, and hospitals are making up

23· ·their own rules.· I made up my own rules.

24· · · · · Q· · Fair enough.· Regarding Patient A, you
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·1· ·understand Patient A did not accuse you of fisting her,

·2· ·right?

·3· · · · · A· · I do.

·4· · · · · Q· · Okay.· If you've looked at the complaint

·5· ·again in this matter, what it talks about is that Patient

·6· ·A was severely uncomfortable because you said that you

·7· ·tried to do something called fisting to her.· Do you

·8· ·understand that?

·9· · · · · A· · I understand that.

10· · · · · Q· · But that you could only get your hand in a

11· ·certain amount which was past the knuckles but before the

12· ·wrist.· So do you understand the difference about being

13· ·accused of fisting and just making a patient severely

14· ·uncomfortable?

15· · · · · A· · Yes, I do.

16· · · · · Q· · And you also understand that before that

17· ·visit, she had never heard the term "fisting"?

18· · · · · A· · So she says.

19· · · · · Q· · I think there was some testimony,

20· ·Dr. Chambers, that labioplasty could have alleviated

21· ·Patient A's complaint of pain.· Would you agree with

22· ·that?

23· · · · · A· · Yes.

24· · · · · Q· · Okay.· So she came in complaining of pain in
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·1· ·her perineum.· Is that right?

·2· · · · · A· · That might have been her chief complaint, but

·3· ·she had other concerns as well.

·4· · · · · Q· · Correct.· Right.· She had -- we've talked

·5· ·about that.· She had about two pages printed out of a

·6· ·list of her concerns, right?

·7· · · · · A· · Correct.

·8· · · · · Q· · And you don't do -- and you know -- correct

·9· ·me if I'm wrong -- you don't do like urodynamics, that

10· ·kind of stuff, do you?

11· · · · · A· · She had -- no.· No, I do not.

12· · · · · Q· · Okay.· You've pretty much streamlined your

13· ·practice to be cash-only plastic surgery, cosmetic

14· ·surgery, all of the things we talked about earlier in

15· ·this hearing, right?

16· · · · · A· · Not completely.

17· · · · · Q· · You still deliver babies?

18· · · · · A· · Yes.· I still practice the full scope of

19· ·OB-GYN with added sexual health medicine and cosmetic

20· ·gynecologist surgery.

21· · · · · Q· · So you still have patients that come in for

22· ·their yearly checkups?

23· · · · · A· · Yes.

24· · · · · Q· · One moment.· So is it fair to say that if
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·1· ·labioplasty could have in your opinion alleviated her

·2· ·pain, her surgery could have been done by you and not

·3· ·referred to Dr. Wasserman?

·4· · · · · A· · Yes.· However, the etiology of pelvic pain is

·5· ·multifactorial.· And specifically, the pain that would

·6· ·have been alleviated by doing the labioplasty was the

·7· ·fact that she complained about a pulling of her labia

·8· ·during sex, the fact that she had to spread her labia for

·9· ·entry of the penis.

10· · · · · · · ·MR. WHITE:· He's frozen on the screen, but

11· ·he's talking there.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:  I

13· ·could see him.

14· · · · · · · ·THE WITNESS:· Can you see me move?

15· · · · · · · ·MR. WHITE:· Now I can see you move.· Yes.

16· · · · · · · ·THE WITNESS:· Okay.· So the pain that would

17· ·have been alleviated by the labioplasty would have been

18· ·the discomfort with wearing certain underpants, the

19· ·discomfort with wearing tight pants, the fact that she

20· ·had to wear specific undergarments, and the pulling

21· ·during sex.· It wouldn't have alleviated her perineal

22· ·pain which was caused by something else altogether.

23· · · · · Q· · (BY MR. WHITE:)· Thank you for clarifying

24· ·that.· And you're correct.· She did have some other
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·1· ·complaints about pain.· Would you have done the perineal

·2· ·surgery or is that something you don't do anymore?

·3· · · · · A· · I would have.· While I'm not a

·4· ·urogynecologist like all OB-GYNs, we are trained to do

·5· ·those procedures.· We just choose not to do them.· The

·6· ·people who are called urogynecologists go on to three

·7· ·more years of fellowship.· I think it's one to three

·8· ·more -- I can't remember -- of fellowship.· But all of us

·9· ·know how to do those procedures.· I choose not to do

10· ·them.· And when I do do them, I do them for cosmetic

11· ·purposes.

12· · · · · Q· · Thank you.· Dr. Chambers, I would like you to

13· ·turn to one of your exhibits, and it's page 105 of your

14· ·exhibit.· It would be Exhibit 17.

15· · · · · A· · I don't have that.· What is it?

16· · · · · Q· · Oh, sorry.· Or Q.· It's Exhibit Q.· I'm

17· ·sorry.

18· · · · · A· · I don't have it.· What is it?

19· · · · · Q· · Oh, you don't have it?· I thought you grabbed

20· ·your --

21· · · · · A· · No, I didn't.· I just made notes on things

22· ·that I would use, but I --

23· · · · · Q· · You don't have the binder?

24· · · · · A· · I don't.
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·1· · · · · Q· · Okay.· Well, it's -- I guess I'll have to be

·2· ·able to read it to you then.· It's the ACOG Committee

·3· ·Opinion Number 795:· Elective female genital cosmetic

·4· ·surgery, 2020.

·5· · · · · A· · Okay.

·6· · · · · Q· · All right?· Is this one of your exhibits that

·7· ·you've had marked and submitted?

·8· · · · · A· · I think I might have a copy.· Excuse me.· Ten

·9· ·more seconds.

10· · · · · Q· · You also have a thumb drive with all of the

11· ·exhibits.· Maybe that would help you.· Maybe you can look

12· ·at it on your computer, but go ahead.· Go ahead.· Take a

13· ·minute.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· It's

15· ·also noted that it's in my exhibit binder.· His Exhibit Q

16· ·is number 17 if he has the same binder.· His exhibit,

17· ·it's tab number 17, but it's Exhibit Q.

18· · · · · · · ·MR. WHITE:· Yes.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· If

20· ·that's helpful.

21· · · · · · · ·MR. WHITE:· Thank you, Ms. Ghusn.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I am

23· ·here.· I'm just shutting a window a little bit.· Excuse

24· ·me.
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·1· · · · · · · ·THE WITNESS:· I don't have it, but I can pull

·2· ·it up on mine.

·3· · · · · Q· · (BY MR. WHITE:)· Okay.· Take a moment.

·4· · · · · A· · You said Committee Opinion Number 795?

·5· · · · · Q· · Yes.

·6· · · · · A· · Okay.

·7· · · · · Q· · It appears to be Volume 135, number one,

·8· ·January 2020.

·9· · · · · A· · Okay.

10· · · · · Q· · Do you have it?

11· · · · · A· · I have it pulled up on the ACOG site.· Yes.

12· · · · · Q· · Oh, on the ACOG site?

13· · · · · A· · Yes.

14· · · · · Q· · Okay.· Do you see where it says "abstract"?

15· · · · · A· · Yes.

16· · · · · Q· · Now do you see below where it says -- it

17· ·starts with the sentence -- it's about a third of the way

18· ·down.· It says "Women"?

19· · · · · A· · "Women should be informed."

20· · · · · Q· · Yes.

21· · · · · A· · Yes.

22· · · · · Q· · Can you read that to us?

23· · · · · A· · "Women should be informed about the lack of

24· ·high-quality data that support the effectiveness of
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·1· ·genital cosmetic surgery surgical procedures and

·2· ·counselled about their potential complications including

·3· ·pain, bleeding, infection, scarring, adhesion, altered

·4· ·sensation, dyspareunia, need for a reoperation."

·5· · · · · · · ·Should I continue?

·6· · · · · Q· · No, that's good.· Thank you.· I assume that

·7· ·you would be telling all of your patients about the risks

·8· ·and benefits or at least those risks that they talked

·9· ·about there?

10· · · · · A· · That is in the second visit when they come

11· ·back to see me when we go over the three different

12· ·consent forms that they have to sign.· That is all

13· ·delineated in there.

14· · · · · Q· · Okay.· So the first visit, there might not be

15· ·any verbal warning?

16· · · · · A· · No.· The first visit is more for meet and

17· ·greet.· The second is to talk more in detail about the

18· ·consents and to do a depression screen.

19· · · · · Q· · Okay.· And do you charge them for that second

20· ·visit?

21· · · · · A· · No.

22· · · · · Q· · You do not.· They're charged for the first

23· ·visit though, right?

24· · · · · A· · Correct.· And that fee is taken out of the
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·1· ·surgical fee if they do the surgery with me.

·2· · · · · Q· · We lost you again.· Sorry.

·3· · · · · A· · Can you hear me now?· You're frozen.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·5· ·Mr. White?· Okay.· We're going to hold on a second.  I

·6· ·can see Dr. Chambers.· I can hear him.· So it is

·7· ·currently 9:42.

·8· · · · · · · ·Ms. Hansen?

·9· · · · · · · ·THE COURT REPORTER:· I can hear you fine.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· There

11· ·we go, Mr. White.· Okay.· He's back.

12· · · · · · · ·Dr. Chambers, can you see him?

13· · · · · · · ·DR. CHAMBERS:· Yes, I can.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

15· ·Just as an aside, if things like that happen, I'm going

16· ·to check with others in the room, with Ms. Hansen or

17· ·Ms. Mooneyhan.· And if we have an extended problem, I

18· ·would probably take a quick break depending on the time.

19· ·And also, we could communicate by email.· Yes, I've done

20· ·these before, okay?· Just so we aren't sitting here

21· ·staring at frozen images.

22· · · · · · · ·All right, Mr. White.· Go ahead and continue.

23· ·Thank you.

24· · · · · Q· · (BY MR. WHITE:)· So I asked a question about
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·1· ·you had said that, Dr. Chambers, that the price of the

·2· ·first visit is taken out of the price of surgical, I

·3· ·think is what you said, and then that's when we had a

·4· ·problem.

·5· · · · · A· · So the initial visit, they're charged.· If

·6· ·they choose to have me do the cosmetic surgery, that

·7· ·initial fee is deducted from the surgical fee.· If they

·8· ·choose not to do the surgery with me, they only pay that

·9· ·consultation fee.

10· · · · · Q· · Let me ask you this.· I know you know a lot

11· ·about what you're about to do.· You went through a lot of

12· ·schooling.· You've been an OB-GYN for a long time.· But

13· ·let me ask you this.· How would a patient know if they

14· ·want to do this based on the first consultation if they

15· ·want to go forward with the surgery when you haven't

16· ·given them the possible risks of that surgery?

17· · · · · A· · Believe it or not, most patients who come in

18· ·the door to seek consultation for any cosmetic

19· ·gynecologic procedure already know whether or not they're

20· ·going to do the procedure.· The visit is merely to answer

21· ·questions that they don't have the answers to.· It's

22· ·to --

23· · · · · Q· · Let me stop you.· Like, for instance, the

24· ·risks?
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·1· · · · · A· · That's all online.· If they come in the door,

·2· ·they know just about as much as I do about the procedure

·3· ·with the exception of doing the procedure.· So we talk

·4· ·about the benefits, the risks, as I did with patient.

·5· ·But I don't get into details about that until the second

·6· ·visit.

·7· · · · · Q· · Okay.· Now I'd also like to know if you tell

·8· ·them this.· This is going back to page 105 of Exhibit Q.

·9· ·At the very bottom, the last paragraph starting with

10· ·"Patients."· Can you read that to us?

11· · · · · A· · Let's see here.· The very last paragraph?

12· · · · · Q· · Yes.

13· · · · · A· · What does it start with?

14· · · · · Q· · Patients.

15· · · · · A· · We're still on the abstracts; correct?

16· · · · · Q· · Correct.· Yes.

17· · · · · A· · "Patients should be made aware that surgery

18· ·or procedures to alter sexual appearance or function

19· ·excluding procedures performed for clinical indications

20· ·such as clinically diagnosed female sexual dysfunction,

21· ·pain with intercourse, interference, athletic activities,

22· ·previous obstetric or straddle injury, reversing female

23· ·genital cutting, vaginal prolapse, incontinence or

24· ·genital a formation surgery are not medically indicated,
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·1· ·pose a substantial risk, and their safety and

·2· ·effectiveness have not been established."

·3· · · · · Q· · So thank you.· So as of 2020, at least, in

·4· ·January of 2020, according to ACOG, which we've already

·5· ·established is the pre-eminent authority on what you do

·6· ·as an OB-GYN, they recommend to all OB-GYNs that they

·7· ·warn their patients that really, there may not be any

·8· ·kind of medical effectiveness and certainly none that

·9· ·would outweigh the risks of cosmetic surgery; correct?

10· · · · · A· · Correct.

11· · · · · Q· · One moment.· Okay, Dr. Chambers.· There's

12· ·been plenty of testimony regarding your certification.

13· ·Let me get to those.· You do not have the binder in front

14· ·of you; is that correct?

15· · · · · A· · I do not.

16· · · · · Q· · Okay.· But I think you remember what you've

17· ·submitted, right?

18· · · · · A· · I do.

19· · · · · Q· · Okay.· I'll remind you too, but if I'm

20· ·correct, you submitted three different certifications;

21· ·correct?

22· · · · · A· · You'd have to refresh my memory on the third

23· ·one.

24· · · · · Q· · Okay.· Well, number two is certificate of
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·1· ·completion:· George P. Chambers, Jr.· This was done

·2· ·November 22nd, 2013, and it --

·3· · · · · A· · With Dr. Goodman.· Yes.

·4· · · · · Q· · Yes.· And it is signed by Dr. Goodman, who is

·5· ·your expert who we will see today.· And it was 16 hours

·6· ·in female genital plastic cosmetic surgery, Master's

·7· ·course.· Is that correct?

·8· · · · · A· · Correct.

·9· · · · · · · ·MR. WHITE:· Okay.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

11· ·Dr. Chambers, do you have your exhibit binder within the

12· ·reach?· Can you get it?

13· · · · · · · ·THE WITNESS:· I don't.· I wasn't aware that I

14· ·could take it with me.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·So she left it at the conference room.· Okay.· Just

17· ·checking.· As long as you're comfortable and you have

18· ·access.

19· · · · · · · ·THE WITNESS:· I can do it from memory.

20· · · · · · · ·MR. WHITE:· We were just consulting, and

21· ·Ms. Mooneyhan was reminding me that he also -- and I

22· ·think I mentioned it before -- he was also given a thumb

23· ·drive so he could have access to everything if he still

24· ·has that thumb drive.

http://www.litigationservices.com


Page 30
·1· · · · · · · ·THE WITNESS:· I do, but I don't want to --

·2· ·I'm not very tech saavy, so I don't want to mess things

·3· ·up if that's okay.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

·5· ·okay, but I want to make sure that you're comfortable --

·6· · · · · · · ·THE WITNESS:· I am.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· --

·8· ·recalling from memory.

·9· · · · · · · ·THE WITNESS:· I am.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

11· ·Perfect.· Thank you.

12· · · · · · · ·MR. WHITE:· Thank you.· And, Ms. Ghusn, I'll

13· ·do my best to make it very clear what we're talking

14· ·about.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

16· ·you, Mr. White.· I know no one is trying to pull fast

17· ·ones.· I just want to make sure Dr. Chambers is

18· ·comfortable and doesn't need to, you know, have a moment

19· ·to pull it up on his computer.· Just let me know,

20· ·Dr. Chambers.

21· · · · · · · ·THE WITNESS:· I am.· I am.

22· · · · · Q· · (BY MR. WHITE:)· Okay.· So we talked about

23· ·Exhibit 2, which is your completion of the Master's

24· ·course in November 2013.
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·1· · · · · A· · Correct.

·2· · · · · Q· · Are you aware -- Okay.· Thank you.· Aware

·3· ·that that is not even -- that does not even qualify for

·4· ·CME's for this board?

·5· · · · · A· · It was not meant to be a CME.

·6· · · · · Q· · Okay.· And then the next thing I think you

·7· ·completed or at least the next thing you submitted as

·8· ·Exhibit C is that you had completed sexual health and

·9· ·treatment?

10· · · · · A· · Correct.

11· · · · · Q· · This was through Dr. Jennifer Landa?

12· · · · · A· · The American Academy of Antiaging Medicine.

13· · · · · Q· · Yes.· And that we have established -- I think

14· ·you even mentioned it in your direct examination of

15· ·yourself in your case-in-chief -- that that is not

16· ·recognized by the American or any kind of board

17· ·specialties of anything; correct?

18· · · · · A· · It is recognized by a board, yes.· It is not

19· ·by the American Board of Medical Specialty, but it's

20· ·recognized by the Antiaging Board.

21· · · · · Q· · Okay.· And then you went to Dr. -- it looks

22· ·like you went back to Dr. --

23· · · · · A· · No, I did not.· Those are -- I saw those when

24· ·I was there in May.· Those are just articles, I believe,
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·1· ·my former attorneys included.

·2· · · · · Q· · Okay.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

·4· ·can I get a description of what we're talking about?  I

·5· ·know, Dr. Chambers, you know what he's talking about, but

·6· ·it --

·7· · · · · Q· · (BY MR. WHITE:)· Yeah, so -- and I actually

·8· ·just going back to C, that is also not you did not --

·9· ·that did not qualify for CME's for this board.· You

10· ·understand that?

11· · · · · A· · I did not use it as my CME.· It was not meant

12· ·to be a CME program.

13· · · · · Q· · Exhibit D is another certification that you

14· ·have from the National Society of Cosmetic Physicians?

15· · · · · A· · I was a member, not a certification.

16· · · · · Q· · Well, it says:· This certifies that George P.

17· ·Chambers, Junior, M.D. has participated in the

18· ·educational activity titled:· National Society of

19· ·Cosmetic Physicians 7th Annual Congress on Aesthetic

20· ·Vaginal Surgery October 20th through 21st, 2012.· Do you

21· ·remember that?

22· · · · · A· · I think that might have been a CME program.

23· · · · · Q· · Actually --

24· · · · · A· · Yeah, that's a CME program.
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·1· · · · · Q· · Yeah.· That's where I'm going to.· This one,

·2· ·you did get credits for this one?

·3· · · · · A· · Correct.

·4· · · · · Q· · So out of the three that you provided to us,

·5· ·you were provided credits for one; is that right?

·6· · · · · A· · Correct.· The other two were not meant for

·7· ·CME recognition.· They were meant to expand my knowledge.

·8· · · · · Q· · And according to what we have here, this the

·9· ·documents you provided, you've not taken any more CME's

10· ·related to female genital cosmetic surgery since 2014?

11· · · · · A· · Correct.

12· · · · · Q· · And now it's 2023.

13· · · · · A· · Correct.

14· · · · · Q· · You mentioned in your direct examination of

15· ·yourself that you joined the National Society of Cosmetic

16· ·Physicians.· Do you remember?

17· · · · · A· · Correct.

18· · · · · Q· · And you said to learn?

19· · · · · A· · Correct.

20· · · · · Q· · To educate?

21· · · · · A· · Correct.

22· · · · · Q· · And to advance the field of cosmetic OB-GYN

23· ·surgery?

24· · · · · A· · Correct.
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·1· · · · · Q· · What do you think about this society?

·2· · · · · A· · It's a society of doctors from different

·3· ·specialties:· Dermatology, OB-GYN, plastics.· There are

·4· ·some internists involved as well who we go there to learn

·5· ·about the different ways to do cosmetic procedures.

·6· · · · · · · ·Now a lot of the doctors in this society,

·7· ·they go alone to learn Botox, fat transplant, liposuction

·8· ·and whatnot.· I went specifically to learn things that

·9· ·were already within my scope of practice of gynecology.

10· ·I don't use lip fillers.· I don't use any of those

11· ·things.· All I do is the stuff that I already knew.  I

12· ·just needed to learn the proper closure techniques and

13· ·the proper suture techniques.· I didn't need to learn all

14· ·of the other things that they were teaching.

15· · · · · Q· · And but you just went to one seminar of them

16· ·back in 2012?

17· · · · · A· · Correct.

18· · · · · Q· · Okay.· And does it concern you they don't

19· ·even have a website?

20· · · · · A· · No.

21· · · · · Q· · Because when you Google them, it comes up as

22· ·a LinkedIn page.

23· · · · · A· · No, that does not concern me.· They are very

24· ·reputable and well-esteemed physicians are a part of that
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·1· ·group.

·2· · · · · Q· · Okay.· Now you understand there's another --

·3· ·there's other societies out there?

·4· · · · · A· · Correct.

·5· · · · · Q· · Okay.· Like, for instance, there's one called

·6· ·the American Academy of Cosmetic Surgery?

·7· · · · · A· · Correct.

·8· · · · · Q· · And you've not joined that, right?

·9· · · · · A· · No.

10· · · · · Q· · Okay.· And why is that?· Is it just much too

11· ·time consuming?

12· · · · · A· · You know, if we run around joining every

13· ·society, we would be spending $50,000 a year in society

14· ·or membership fees.· I chose to remain a member of ACOG

15· ·because that is one organization that has protected us

16· ·from government interference and from lawyers.· I don't

17· ·want to just join organizations just to put on my CV that

18· ·I'm a member.

19· · · · · Q· · Okay.· And also, I think you'd have to do a

20· ·fellowship, correct, to get into the American Academy of

21· ·Cosmetic Surgery?

22· · · · · A· · Correct.· And I'm not a plastic surgeon nor

23· ·do I pretend I am.

24· · · · · Q· · I want to skip over to chaperons a little
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·1· ·bit.

·2· · · · · A· · Okay.

·3· · · · · Q· · The subject of that.· You didn't always have

·4· ·a chaperon present, did you?

·5· · · · · A· · I've always used a chaperon.· There's an -- I

·6· ·deviated during the onset of COVID, and when everybody

·7· ·got immunized via vaccine or natural immunity for the

·8· ·protection of people who are in my office including

·9· ·myself.· And I still maintain I have a chaperon because

10· ·my chaperon was outside the door not inside.· The door

11· ·was opened, and I was not alone in a locked room with a

12· ·patient.

13· · · · · Q· · Are you referring to Patient A?

14· · · · · A· · Correct.

15· · · · · Q· · So your testimony is that your chaperon was

16· ·present but outside the room?

17· · · · · A· · Correct.

18· · · · · Q· · But acting as a chaperon?

19· · · · · A· · Correct.

20· · · · · Q· · Listening, watching everything that you were

21· ·doing?

22· · · · · A· · That's the idea.· Yes.

23· · · · · Q· · I don't need to go over it and you don't have

24· ·your binder in front of you, but I would assume that you
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·1· ·are familiar with the fact that ACOG recommends that you

·2· ·have a chaperon present for all breast, genital and

·3· ·rectal examinations?

·4· · · · · A· · I am very much aware of that.· I have the

·5· ·opinion in front of me.· But I'm also aware of the

·6· ·testimony by Dr. Rafael in addition to this document.

·7· · · · · Q· · And just to clarify for the record, that

·8· ·would be --

·9· · · · · A· · Are you looking for the committee opinion?

10· · · · · Q· · I have it.· It's Exhibit 11 of the

11· ·Investigative Committee's exhibits, and it's page 156.

12· ·And that's what talks about chaperones and the

13· ·recommendation that they should be there?

14· · · · · A· · Correct.

15· · · · · Q· · Just some general questions now,

16· ·Dr. Chambers.· I'm almost done.· You have no formal

17· ·training in sexual health, do you?

18· · · · · A· · I did go to a course over a year's period

19· ·where I did get training.· Correct.

20· · · · · Q· · Did you give us -- Sorry.

21· · · · · A· · I did.· You have that certificate.

22· · · · · Q· · Which one is it?

23· · · · · A· · It's the one from the American Academy of

24· ·Antiaging Medicine.
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·1· · · · · Q· · Oh, okay.· Four modules?

·2· · · · · A· · Yes, correct, over a one-year period.

·3· · · · · Q· · But they were at four different times a year,

·4· ·right?· So we're really talking about 16 days?

·5· · · · · A· · Correct.

·6· · · · · Q· · But you wouldn't purport to have, for

·7· ·instance, training in the sociocultural factors or

·8· ·anything like that, would you?

·9· · · · · A· · No, I would not.· That's for a sexual health

10· ·therapist, which I am not.

11· · · · · Q· · Okay.· You don't purport to be a therapist,

12· ·sexual health therapist?

13· · · · · A· · I do not.

14· · · · · Q· · Do you claim to be a sexual health expert?

15· · · · · A· · You're freezing.· I claim to be a sexual

16· ·what?

17· · · · · Q· · Sorry.· You cut off again.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

19· ·froze, Mr. White.· If you could ask the question again.

20· · · · · Q· · (BY MR. WHITE:)· Oh.· You don't purport to be

21· ·a sexual health expert, do you?

22· · · · · A· · I do in the matters of which I was trained

23· ·how to -- a clinical sexual health expert and how to

24· ·treat hormonal diseases of female sexual health, surgical
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·1· ·treatment of sexual health problems, counseling of sexual

·2· ·health problems, and giving certain advice that's within

·3· ·the scope of my training.· Anything above that gets

·4· ·referred out.

·5· · · · · Q· · Okay.· However, this is from roughly 20 hours

·6· ·give or take a couple of hours of CME's and --

·7· · · · · A· · Correct.

·8· · · · · Q· · -- things that did not qualify as CME's?

·9· · · · · A· · Correct.· You're attempting to denigrate the

10· ·education that I have.· And I have to respectfully

11· ·disagree with you.· It's also to help my patients.

12· · · · · Q· · And it's also from nine, ten, and 11 years

13· ·ago.

14· · · · · A· · Nothing I do has changed.· There have been

15· ·very few changes in OB-GYN, cosmetic gynecologic surgery,

16· ·except the equipment used and also in the sexual health

17· ·medicine I practice.

18· · · · · Q· · When you were in medical school and doing

19· ·your residency, you do the same training as Dr. Rafael as

20· ·far as you know, right?

21· · · · · A· · Correct.

22· · · · · Q· · You were in an OB-GYN group until 2019; is

23· ·that correct?· According to your --

24· · · · · A· · Correct.
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·1· · · · · Q· · -- according to your CV?

·2· · · · · A· · Correct.

·3· · · · · Q· · And you left there?

·4· · · · · A· · Wait.· What do you mean?· A group?

·5· · · · · Q· · You were in a group, right?· A group setting?

·6· ·You were one of other OB-GYNs there?

·7· · · · · A· · Well, I've been a call group.· But the last

·8· ·time I worked for a group outside of my practice was in

·9· ·2000 -- was in 2009 when I resigned from that job to

10· ·start my practice.

11· · · · · Q· · Okay.· Yeah, they didn't mark the page.  I

12· ·apologize.· But I think you had written down Women's

13· ·Health Associates of Southern Nevada Laborists.

14· · · · · A· · So I was --

15· · · · · Q· · 2013 to 2018.

16· · · · · A· · I was an independent practitioner taking call

17· ·for Wassen, and I functioned independently.· I wasn't

18· ·part of the group per se.· I merely covered the hospital

19· ·in shifts.

20· · · · · Q· · Okay.· Is this what you're talking about when

21· ·you say you were in a call group?

22· · · · · A· · Well, that's a laborist group with a bunch of

23· ·independent doctors.· It was formed by the independent

24· ·community doctors who took turns covering the hospital's
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·1· ·ER and labor and delivery for unassigned patients, for

·2· ·private patients whose doctors weren't readily available

·3· ·for a 12-to-24-hour period.· So we worked independently

·4· ·of each other because we came from different practices

·5· ·around the valley.· I think you might be asking if I've

·6· ·ever worked in a group of doctors with multiple doctors

·7· ·in the office.· Is that what you're asking?

·8· · · · · Q· · Yes.

·9· · · · · A· · So the last time I did that was with

10· ·Centennial Hills OB-GYN in 2009 when I resigned to start

11· ·my own practice and before that with Nevada Health

12· ·Centers OB-GYN when I was a chief of OB and worked with

13· ·several doctors in the practice.

14· · · · · Q· · Okay.· So what made your decision to leave

15· ·groups and leave call groups and go out on your own and

16· ·do what you're doing now?

17· · · · · A· · Well, I went out on my own because I was

18· ·getting taken advantage of.· I am a workaholic.· I was

19· ·working too much, and I wasn't being compensated

20· ·accordingly, so I decided to leave in terms of the call

21· ·group.

22· · · · · Q· · Sorry, Dr. Chambers.

23· · · · · A· · So I left being an employed physician in

24· ·large groups because I was not being compensated in a
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·1· ·manner that was commensurate with my contribution to the

·2· ·practice.· I was being taken advantage of.

·3· · · · · · · ·I also left my on-call group because I make

·4· ·it a point since residency to deliver virtually all of my

·5· ·patients.· If I don't deliver them, it's because I'm in

·6· ·surgery or I'm out of the state or out of the country.

·7· ·And it was made -- it was my ex-wife who made me realize

·8· ·that I was increasing my liability, my exposure by

·9· ·delivering my call group partners' patients but not

10· ·allowing them to deliver mine.

11· · · · · · · ·It was a quid pro quo situation where there

12· ·was no money exchanged.· We just delivered each other's

13· ·patients for free, but they were never delivering any

14· ·patients because I wouldn't allow them to, so I left the

15· ·group.· Does that make sense?

16· · · · · Q· · Yes.· Thank you.

17· · · · · A· · Okay.

18· · · · · Q· · Now -- and I know I'm jumping around.· These

19· ·are all just general questions.· Your patients trust you

20· ·that you're going to give them the best care possible;

21· ·correct?

22· · · · · A· · Correct.

23· · · · · Q· · And it's after they've given you some very

24· ·intimate information about themselves?
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·1· · · · · A· · Well, it depends on why they are seeing me.

·2· · · · · Q· · Okay.· In terms of the Patient A, that was

·3· ·pretty intimate information that she gave you, right?

·4· · · · · A· · Correct.

·5· · · · · Q· · But you hardly addressed her pain.· Would you

·6· ·agree?

·7· · · · · A· · I most definitely did address her pain.

·8· · · · · Q· · Definitely did not?

·9· · · · · A· · I did address her pain.· You know, I talked

10· ·about Valium, non-surgical procedure, compounded Valium

11· ·in the vagina, something learned from my sexual health

12· ·training, something I've seen worked in real life, works

13· ·for intractable pelvic pain, works for interstitial

14· ·cystitis in the bladder which causes pain, can work for

15· ·dyspareunia, penetration pain.· I did suggest that.

16· · · · · · · ·I suggested labioplasty and I also suggested

17· ·a posterior colporrhaphy, also known as a posterior

18· ·repair or a cystocele repair, along with perineorrhaphy

19· ·which is plastic repair of the perineum.· So I did

20· ·address it.· If you read my assessment and plan, you

21· ·would see it well-delineated there.

22· · · · · Q· · One moment.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Go

24· ·ahead.· Well, you do not have your records in front of
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·1· ·you, do you, Doctor?

·2· · · · · · · ·THE WITNESS:· I do.

·3· · · · · Q· · (BY MR. WHITE:)· Can you point out where it

·4· ·says -- talks about Valium like you just spoke about?

·5· · · · · A· · Let's see.

·6· · · · · Q· · Oh, I see.· Actually, I do see it.

·7· · · · · A· · The sentence that starts with "Gabapentin".

·8· · · · · Q· · Yeah, I see it.· Now these are the same

·9· ·records though that you specifically wrote down that you

10· ·inserted two fingers, but there are pictures to prove

11· ·that you inserted four fingers?

12· · · · · A· · Correct.

13· · · · · Q· · It doesn't show anywhere in the records here

14· ·that you told her what you were going to be doing

15· ·step-by-step?

16· · · · · A· · What do you mean, step-by-step?

17· · · · · Q· · Well, you heard from her that she was kind of

18· ·-- not even kind of -- severely traumatized by this

19· ·visit.· And I know that you even in your own direct

20· ·examination of yourself said that wasn't your intention

21· ·and you offered your apologies.· However, would it have

22· ·helped if you would have step-by-step told her exactly

23· ·what you're going to do slowly and have her

24· ·understanding?
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·1· · · · · A· · Well, you know, in retrospect, I can see that

·2· ·Patient A and I were not on the same wavelength.· She

·3· ·came in, and before you -- Don't take that wrong way.

·4· ·Listen to what I'm saying.· She came in.· She had what

·5· ·she said was her chief complaint:· Perineal pain but

·6· ·handed me a document with other complaints which later on

·7· ·in testimony she admitted she wanted me to address.

·8· · · · · · · ·I don't believe she was ready for the way in

·9· ·which I addressed her complaints because I was very

10· ·methodical in what I said to her.· I explained my

11· ·physical findings.· I told her I understand why she would

12· ·be having the symptoms that she was having.· And I then

13· ·proceeded to explain what she needed done, so I thought

14· ·she understood clearly what I was describing to her.

15· · · · · · · ·You know, it's not very often that a patient

16· ·comes in with their thoughts written down like that.· And

17· ·she struck me as someone who was well educated.· And I

18· ·spoke in very simple terms not using any medical

19· ·terminology to explain what was going to happen if she

20· ·had stayed with me and what I propose.· So I thought she

21· ·understood.· Everybody is frozen.· I didn't hear you.

22· ·You were frozen.

23· · · · · Q· · Yeah, I know.· I didn't actually say

24· ·anything.· I couldn't hear the end of your answer.
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·1· · · · · A· · I merely said I thought she understood what I

·2· ·said to her because she was a fairly sophisticated woman,

·3· ·and I thought using the simple language I did that she

·4· ·would understand.· You know, when you talk about sex or

·5· ·problems related to sex, people get uneasy.· Most people

·6· ·are very uncomfortable.· They're curious, but they're

·7· ·uncomfortable.· And sometimes when they're uncomfortable,

·8· ·they stop hearing anything.· So I was very clear with

·9· ·her.· Everything I told her I documented in my books from

10· ·my objective findings to my plan of care.

11· · · · · Q· · Yeah.· I understand that people would be

12· ·uneasy and they expect their doctor to put them at ease

13· ·or at least give them the best diagnosis.· Best isn't a

14· ·good word.· The most accurate diagnosis they can get from

15· ·their doctor.· That's why they go in there.· But don't

16· ·you think it would have been a little -- would have maybe

17· ·put her more at ease if you would have said:· Hey, I'm

18· ·doing two fingers now and now I'm going to do four

19· ·fingers?· If it's uncomfortable, I'll stop.· Say

20· ·something.· Why didn't you do that?

21· · · · · A· · You know, before I touch my patients, I was

22· ·trained to walk my hand up their leg.· In fact, I was the

23· ·only male in my residency class.· And my advisor so that

24· ·I would understand what women were experiencing placed me
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·1· ·in the stirrups, asked me to get in the stirrups.· And

·2· ·while she was talking to us, she touched my inner thigh

·3· ·and I jumped.· And lesson she was trying to say is you

·4· ·don't just touch patients.· So I don't do that.

·5· · · · · · · ·I first touch their ankle and I say:· Do you

·6· ·feel my hand?· I touch their knee with the back of my

·7· ·hand.· With my gloved hand, I say:· Do you feel my hand?

·8· ·Yeah.· I touch their mid thigh with my hand.· I say:· Do

·9· ·you feel my hand?· They said yes.· Before I touch their

10· ·genitals.

11· · · · · · · ·And surprisingly, when the patient is in

12· ·stirrups, if you touch her ankle and say:· Do you feel my

13· ·hand?· She'll say no because she's anticipating you

14· ·touching her genitals and you have to really tap her

15· ·ankle for her to really feel what you're talking about.

16· ·So I do explain what I'm doing.· Before I insert the

17· ·speculum, I say it.· Before I insert my finger, I say it.

18· · · · · · · ·And if I -- well, as we do know now that I

19· ·inserted four fingers, I would have told her that she's

20· ·going to feel more pressure.· You know, you don't want to

21· ·explicitly say to a patient you'll feel three fingers,

22· ·four fingers because that will freak people out and

23· ·they'll tense up, which defeats the point of the exam.

24· ·You don't use that word.· You say:· You'll feel pressure.
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·1· ·You'll feel more pressure.· So you don't specifically get

·2· ·too bogged down into, you know, how many fingers you put

·3· ·in it.· You just don't do that.

·4· · · · · Q· · Okay.· So but you -- Have you just stopped

·5· ·putting what you just told us in your records?

·6· · · · · A· · What do you mean?

·7· · · · · Q· · That you explain to them the physical

·8· ·examination as it's happening?

·9· · · · · A· · No OB-GYN writes that down.· We just do our

10· ·work and write our findings down.· Nobody writes that

11· ·down.· And I've reviewed enough charts, followed enough

12· ·doctors to know that they don't write anything down.

13· ·What you find is a checklist that they just check, check,

14· ·check, check, check, check, and go on.· Nobody says

15· ·explains to the patient how the pelvic exam is going to

16· ·be done.

17· · · · · · · ·You sit and you explain it to a woman coming

18· ·for her first visit in details like when you get a

19· ·teenager, you explain it.· You give them a speculum to

20· ·hold so they can feel it, get used to it so there are no

21· ·surprises.· But nobody sits at a table with a patient who

22· ·is 36 years old who has had four children and

23· ·specifically says:· This is what I am going to do, what

24· ·-- Nobody does that.· That's unrealistic.
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·1· · · · · Q· · Okay.· And you also didn't explain to her

·2· ·that ahead of time why you were going to use her phone

·3· ·for you to take pictures of?

·4· · · · · A· · I did explain to her why I needed her phone.

·5· ·I said it was to make sure that we were on the same page

·6· ·so that we can look at the picture, look at your picture.

·7· ·I can draw surgical margins, I can teach and see what

·8· ·you're seeing.· She complained of a bulging coming out

·9· ·her vagina.· And I was able to show her that was her

10· ·hymenal tag and educate her about that.· So I did explain

11· ·why I was going to use her phone and not my setup for

12· ·taking pictures.

13· · · · · Q· · I want to jump to something that you said in

14· ·your direct examination.· You had mentioned alpha, omega,

15· ·alpha?

16· · · · · A· · Correct.

17· · · · · Q· · You mentioned that only the top ten percent?

18· · · · · A· · Top ten to 20 percent.

19· · · · · Q· · Okay.· Now it's 20?· Okay.

20· · · · · A· · Ten to 20.· I did say ten, but it's top 10 to

21· ·20.

22· · · · · Q· · Okay.· And would it surprise you if you

23· ·looked it up right now that it's 25 percent?

24· · · · · A· · It wouldn't surprise me.· Times have changed.
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·1· · · · · Q· · So one in four doctors are admitted into

·2· ·that?

·3· · · · · A· · In Nevada, they're not too many of us here.

·4· · · · · Q· · Okay.· You mentioned earlier in this

·5· ·testimony going back into May, you stated on your direct

·6· ·examination of yourself that Ms. Carter came down with

·7· ·COVID?

·8· · · · · A· · Correct.

·9· · · · · Q· · Did you provide her with time off?

10· · · · · A· · Yes, I did.

11· · · · · Q· · Did you provide her with a COVID test?

12· · · · · A· · Actually, I think during that time, the

13· ·government was sending us the kits or she knew where to

14· ·go and get the kits, so she would test herself.

15· · · · · Q· · And when did she come down with COVID?

16· · · · · A· · Gee.· I can't remember.· She had gotten it so

17· ·many times during that period because of her daughter.

18· · · · · Q· · Oh, she got it more than once?

19· · · · · A· · Yes.· Yes.

20· · · · · Q· · Just a few more questions, Dr. Chambers.· Do

21· ·you want to direct your attention to Patient B.· So you

22· ·asked her to pose for you and you would pay her a

23· ·thousand dollars?

24· · · · · A· · The conversation started with her inquiring
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·1· ·about the ad she'd seen.· And I said:· If you'd like to

·2· ·pose, it would pay a thousand dollars.

·3· · · · · Q· · The ad she'd seen in the bathroom?

·4· · · · · A· · In the lavatory, correct.

·5· · · · · Q· · Do you have a copy of what that looked like

·6· ·at all?

·7· · · · · A· · I don't anymore.· I just moved, so I don't

·8· ·have it anymore.

·9· · · · · Q· · But it is your testimony that you had an ad

10· ·on the back of the bathroom door?· Is it -- I guess it

11· ·would be as they walked out they would see that?

12· · · · · A· · Correct.

13· · · · · Q· · Sorry, everyone.· We have a lawn mower next

14· ·to our window right now for the moment.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

16· ·Actually, it sounds great.· I can't hear it.

17· · · · · Q· · (BY MR. WHITE:)· Okay.· Okay.· Good.· Now,

18· ·Dr. Chambers, when you say that they inquire about posing

19· ·nude for a thousand dollars, do you dismiss everybody

20· ·else from the room?

21· · · · · A· · Not necessarily.· I generally have students,

22· ·so the students would stay behind.

23· · · · · Q· · So the students that are learning from you

24· ·are watching you solicit models in your practice?
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·1· · · · · A· · Well, first of all, if it were illegal, I

·2· ·wouldn't be doing it.· And if I thought it was illegal, I

·3· ·wouldn't be -- I wouldn't have posted the ad.· And so if

·4· ·it's addressed by a patient and my students are present,

·5· ·I will answer them in the presence of the student.

·6· ·You're muted.

·7· · · · · Q· · Yeah, now I'm unmuted, and I did not hear one

·8· ·bit of your answer, Dr. Chambers, regarding I said to you

·9· ·so you have students that are in the room when you are

10· ·discussing paying a model a thousand dollars to model,

11· ·but that person is also a patient.

12· · · · · A· · Correct.· If I thought I was doing something

13· ·illegal, I wouldn't have put the ad there.· And if I felt

14· ·it was illegal, I would not have addressed it in the

15· ·presence of my students.· It wouldn't have been addressed

16· ·at all.

17· · · · · Q· · Okay.· Just a sidebar here.· We're getting an

18· ·actual line attached to the laptop we're using so

19· ·hopefully we won't have this problem anymore with

20· ·freezing up.

21· · · · · · · ·Dr. Chambers, if you could, what did the

22· ·advertisement say, if you can remember?

23· · · · · A· · Basically said I was looking for models for

24· ·my cosmetic GYN surgery ad to be used to advertise in the
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·1· ·adult entertainment industry, and it would pay a thousand

·2· ·dollars.· It was a very simple ad.

·3· · · · · Q· · Do you remember writing a response to

·4· ·Ms. Johnna LaRue?

·5· · · · · A· · I do.

·6· · · · · Q· · With regards to Patient B?

·7· · · · · A· · I do.· I don't have it in front of me, but I

·8· ·can get it if you want.

·9· · · · · Q· · If you'd like, I just have to -- yeah, go

10· ·ahead and grab it really quick if you have it.

11· · · · · A· · Okay.· I'm back.

12· · · · · Q· · Thank you.· Do you have it?

13· · · · · A· · I do.

14· · · · · Q· · And I'm referring to, for the record, Exhibit

15· ·6 of the Nevada State Board of Medical Examiners, page 45

16· ·and 46.· So, Dr. Chambers, you wrote?

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

18· ·sorry, Mr. White.· Which exhibit?

19· · · · · · · ·MR. WHITE:· Oh, six.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

21· ·you.

22· · · · · Q· · (BY MR. WHITE:)· You're welcome.

23· ·Dr. Chambers, you wrote in here, the end of the letter on

24· ·page 46:· "I was visibly livid as she was the one whose
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·1· ·curiosity led her to ask me about the notice on the

·2· ·door."· So you let me get this straight.

·3· · · · · A· · Where are you looking?

·4· · · · · Q· · I'm sorry.· Near the end of your letter on

·5· ·page 46.

·6· · · · · A· · Yes.· Now I found it.

·7· · · · · Q· · Yeah.· I think it starts out, to put it in

·8· ·context, she had sent you a text message.· You said she

·9· ·excoriated you.· She thought I was up to no good.

10· · · · · A· · Correct.

11· · · · · Q· · And her husband could not attend the shoot.

12· · · · · A· · Correct.

13· · · · · Q· · So let me get this straight.· So you have an

14· ·ad at your practice that might rouse some curiosity from

15· ·your patients, and then you're mad because they're angry

16· ·at you because their boyfriend can't be there and that

17· ·you might be up to no good and you're visibly livid?· Do

18· ·you see how that sounds?

19· · · · · A· · Well, it's the way in which she addressed me

20· ·in the text message.· And I did explain to her why that's

21· ·not allowed.· And, you know, if she wasn't curious, we

22· ·wouldn't have discussed it.· And I explained my

23· ·parameters.· She didn't pose.· It wasn't mandatory for

24· ·her to pose.· So the fact that she would get worked up
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·1· ·about it, yes, it made me livid.

·2· · · · · Q· · Don't you think everybody almost would be

·3· ·curious if they saw that thing on the door whether they

·4· ·wanted to pose or not?

·5· · · · · A· · Not all of my patients ask about it.· Some

·6· ·saw it and didn't ask.· In fact, many saw it and didn't

·7· ·ask.

·8· · · · · · · ·MR. WHITE:· One moment.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· What I

10· ·think we'll do as far as how this looks, we're into this

11· ·about an hour and a half.· And if everyone is good to

12· ·continue, Mr. White, I can tell you're finished.· I don't

13· ·know where you are with things or if anyone needs a

14· ·break, but after that, Dr. Chambers, you'll have an

15· ·opportunity for redirect.· If you want to address

16· ·anything that Mr. White has questioned you about, I'll

17· ·have an opportunity to ask questions, but I'll wait until

18· ·the conclusion of everything.

19· · · · · · · ·Okay.· Are we good to continue with

20· ·Mr. White's questioning, Dr. Chambers?

21· · · · · · · ·THE WITNESS:· Yes, I am.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And,

23· ·Mr. White, you're good?

24· · · · · · · ·MR. WHITE:· I'm good.· How is the court
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·1· ·reporter?

·2· · · · · · · ·THE COURT REPORTER:· I'm fine.· Thank you for

·3· ·asking.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·5· ·you.· So that will be a stopping point, Mr. White.· Okay?

·6· · · · · · · ·MR. WHITE:· Yes.· I don't have much more.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·8· ·you very much.· No rush.· I just wanted to get that out

·9· ·there so we know what we're looking at after about an

10· ·hour and a half.

11· · · · · · · ·And, Ms. Hansen, yeah, if you ever need a

12· ·break, you're welcome to speak up again.

13· · · · · · · ·THE COURT REPORTER:· Thank you.

14· · · · · Q· · (BY MR. WHITE:)· Dr. Chambers?

15· · · · · A· · Yes.

16· · · · · Q· · Something changed.· Sorry.· I'm talking to

17· ·myself.· Something changed.· I can't see.· That's okay.

18· ·I can see everybody up on the screen.· I want to refer

19· ·you to Exhibit 9 of the NSBME.

20· · · · · A· · And what is that?

21· · · · · Q· · And page 141.· It is your response to

22· ·Ms. Larue regarding Patient C.

23· · · · · A· · Okay.· I have it.

24· · · · · Q· · So in this, you accused Ms. (Name) -- excuse
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·1· ·me.· Can we strike that, please?

·2· · · · · · · ·THE COURT REPORTER:· Yes.

·3· · · · · Q· · (BY MR. WHITE:)· Strike that for the record,

·4· ·please.· Patient C.· Hold on a second.· I apologize,

·5· ·Ms. Ghusn, for that.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· It's

·7· ·fine.· I'm making adjustments here, too.

·8· · · · · Q· · (BY MR. WHITE:)· Okay.· Patient C, you

·9· ·accused her of being a liar.· Do you see where it says

10· ·that on the very first part of the second paragraph?

11· · · · · A· · Correct.

12· · · · · Q· · Anything you'd like to change about your

13· ·answer to that now?

14· · · · · A· · I believe that was in reference to her

15· ·getting results by me over the phone.

16· · · · · Q· · Yes.

17· · · · · A· · Why would I want to change that?

18· · · · · Q· · Why do you call her a liar?

19· · · · · A· · Because at some point in here, she said that

20· ·-- Let's see.· I think it was in reference -- I think it

21· ·was in reference to number two of her allegations.· No,

22· ·it was number three.· You called patient under the

23· ·pretense of going over test results.

24· · · · · Q· · So let me get this straight then.· You didn't
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·1· ·call Patient C under the pretense of going over test

·2· ·results?

·3· · · · · A· · I did not call her.

·4· · · · · Q· · You did not call her at all?

·5· · · · · A· · No.· I tried to leave some kind of written

·6· ·records, and I'll send a text message, your result is in,

·7· ·call me or the text message might say:· Is it safe to

·8· ·send you this text message?· But I did not call her.

·9· · · · · Q· · So that's the reason for calling her a liar?

10· · · · · A· · Correct.· And if you read the rest of the

11· ·paragraph, it goes into that.

12· · · · · Q· · I did.· Yeah.· One moment.· So, Dr. Chambers,

13· ·is it your testimony that Patient C inquired about being

14· ·paid a thousand dollars to pose nude?

15· · · · · A· · It is my testimony.

16· · · · · Q· · When?· When did she inquire?

17· · · · · A· · The day we had the discussion.

18· · · · · Q· · What day?

19· · · · · A· · That would be the day of the appointment.

20· ·That would have been --

21· · · · · Q· · Patient C comes in?

22· · · · · A· · That would have been September 24, 2019.

23· · · · · Q· · Patient C comes in with complaints, medical

24· ·complaints that she thinks you might be able to help her

http://www.litigationservices.com


Page 59
·1· ·with.· And somehow, the conversation leads to her posing

·2· ·nude?

·3· · · · · A· · Most of my patients use the lavatory before

·4· ·an exam by me, and I am assuming she saw the ad in the

·5· ·lavatory.· She was also having financial difficulty, and

·6· ·I assume that's why she inquired.

·7· · · · · Q· · So you thought you could help her?

·8· · · · · A· · Correct.

·9· · · · · Q· · So then it's your testimony that Patient C

10· ·went to the bathroom before you started physically

11· ·examining her?

12· · · · · A· · It is my testimony that somehow she was in

13· ·the bathroom.· Most of my patients use the bathroom

14· ·before being seen.· I think it's customary in every

15· ·gynecologist's office that a patient would use the

16· ·bathroom before being examined.

17· · · · · Q· · And then when did it come up in the

18· ·conversation as you've just testified to?

19· · · · · A· · It was at the end of the visit, I believe.

20· · · · · Q· · And let me -- yeah.· Sorry.· Let me finish.

21· ·I think you know what I'm going to ask you, but when did

22· ·it come up during the conversation or during her visit

23· ·about posing nude?

24· · · · · A· · At the end of the visit.
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·1· · · · · Q· · And you know and understand that Patient C

·2· ·does not know your ex-wife?

·3· · · · · A· · If you say so.

·4· · · · · · · ·MR. WHITE:· That's all I have.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

·6· ·right.

·7· · · · · · · ·MR. WHITE:· Thank you.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·9· ·you, Mr. White.· It's a quarter to 11:00.· Let's talk

10· ·about logistics here for a moment.

11· · · · · · · ·I know we're going to take a break,

12· ·Dr. Chambers.· Ideally, you would go directly after this

13· ·cross-examination for your redirect.· However, we have

14· ·Dr. Goodman hanging out there, right, at 11:00 o'clock?

15· · · · · · · ·THE WITNESS:· Correct.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· What

17· ·is your preference?· To get him while we can or to do

18· ·your -- you have your opportunity to do redirect?

19· ·Because it's possible you may not be able to testify

20· ·again if we have --D o we have Casey Cardin at 1:30?

21· · · · · · · ·THE WITNESS:· And then closing.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

23· ·Patient C and Casey Cardin at 1:30.· The rebuttal

24· ·witness, Mr. White, is patient· --
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·1· · · · · · · ·MR. WHITE:· The other witness is Patient C.

·2· ·Oh, rebuttal.· Sorry.· I didn't hear what you said.· It's

·3· ·Ms. Johnna LaRue.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

·5· ·sorry?

·6· · · · · · · ·MR. WHITE:· Janna LaRue.· She already

·7· ·testified, but she's our rebuttal witness.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·9· · · · · · · ·THE WITNESS:· I just have one small thing to

10· ·say.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

12· ·I want you to have the opportunity.· And also, I may have

13· ·some additional questions.· You only have one small thing

14· ·to say for your redirect.

15· · · · · · · ·THE WITNESS:· Yes.· It should take me no more

16· ·than two minutes, if that.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

18· · · · · · · ·Ms. Hansen, are you good to continue on a few

19· ·minutes before a break?

20· · · · · · · ·THE COURT REPORTER:· I'm fine.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I know

22· ·how this goes.· And then I may have questions, and there

23· ·are going to be follow-up questions, so okay.

24· · · · · · · ·Go ahead.
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·1· · · · · · · ·THE WITNESS:· So both Ms. Mooneyhan and

·2· ·Mr. White have made much out of the fact that I did

·3· ·limited study to do the things I do.· Let's address the

·4· ·cosmetic GYN surgery qualifications.· I am an expert at

·5· ·pelvic and anatomy and pelvic surgery, being an OB-GYN.

·6· ·But more than that, I am a skilled expert in pelvic

·7· ·surgery.

·8· · · · · · · ·And all I needed and all Dr. Goodman's course

·9· ·provide is for people like myself who are skilled and

10· ·comfortable with their surgical technique to learn

11· ·plastic techniques that are not taught in residency,

12· ·OB-GYN residency programs.· Virtually no plastic

13· ·techniques are taught.

14· · · · · · · ·And so a course was meant to fine tune what I

15· ·already knew to do and to use proper closing techniques,

16· ·for example, for labioplasty so that there are no

17· ·stippling of the edges and the proper sutures to use.

18· ·Those are not taught to us.· The sutures that we use in

19· ·general OB-GYN might as well be ropes.· They're just big

20· ·sutures.· And so he taught me the proper sutures.

21· · · · · · · ·As far as the sexual health training goes,

22· ·this program was designed by the American Academy of

23· ·Antiaging Medicine to teach doctors or mid-level

24· ·providers a skill, one; to supplement their practice, and
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·1· ·two, to be able to help their patients.· They designed

·2· ·the program.· They felt it was adequate enough.

·3· · · · · · · ·And given what I've gone through and what

·4· ·I've used it for, I felt that it's been adequate enough

·5· ·for me to incorporate with my GYN cosmetic surgery

·6· ·program.· So it's somewhat offensive to say that a

·7· ·program formed by a well-respected medical organization

·8· ·that has thousands of doctors in it is not legitimate.

·9· ·And that's all I have to say.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

11· ·Mr. White?

12· · · · · Q· · (BY MR. WHITE:)· Just one question.

13· ·Dr. Chambers, did you perform surgery, cosmetic surgery,

14· ·on Patient A, B or C?

15· · · · · A· · I did not.

16· · · · · · · ·MR. WHITE:· Thank you.· That's all I have.

17

18· · · · · · · · · · · · ·EXAMINATION

19· ·BY ADMINISTRATIVE HEARING OFFICER GHUSN:

20· · · · · Q· · A couple questions.· One moment.

21· ·Dr. Chambers, did you have anyone else on staff other

22· ·than Casey Cardin?

23· · · · · A· · During COVID, no.· My staff left because of

24· ·the thousand dollars a week that was being given by the
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·1· ·government.· I couldn't match that.· So it was myself,

·2· ·Casey, and the nurse practitioner who was subleasing a

·3· ·space in my office.· When Casey wasn't available, she

·4· ·chaperoned me.

·5· · · · · Q· · That was my next question.· So when Casey was

·6· ·ill, and you said multiple times during COVID; is that

·7· ·correct?

·8· · · · · A· · Correct.· If --

·9· · · · · Q· · Go ahead.

10· · · · · A· · If the nurse practitioner was going to be in

11· ·the office, I would keep the office open.· If she was

12· ·not, I would close the office and reschedule patients.

13· · · · · Q· · Thank you.· Was that mostly early in the

14· ·pandemic?

15· · · · · A· · It was -- I believe it was within the first

16· ·-- yeah, yeah.· It was within the first six months to a

17· ·year of the pandemic.· Yeah.

18· · · · · Q· · Was the situation the same for the nurse

19· ·practitioner as far as standing in the doorway when she

20· ·was present and not Ms. Cardin?

21· · · · · A· · Correct.· She did mostly aesthetic works with

22· ·her patients, so facials and whatnot.· So sometimes, like

23· ·when I had circumcisions of babies, she would come in and

24· ·help me.· In terms of like pap smears and whatnot, she
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·1· ·would stand at the door or sometimes would come in.· She

·2· ·was a little bit more braver than I was with COVID.· She

·3· ·took more risk than I did.· I was strict about masks.

·4· · · · · Q· · That was my next question.· Thank you.

·5· · · · · A· · Yeah.

·6· · · · · Q· · So when Ms. Cardin or the nurse practitioner

·7· ·was standing in the doorway, there was no one else in the

·8· ·office?

·9· · · · · A· · No.· My office was designed so that the

10· ·treatment area was completely shut off for security

11· ·reasons from the lobby.· You either had to be buzzed in

12· ·or the door had to be opened for you to get back there.

13· · · · · · · ·And so one of the COVID policies I

14· ·implemented was that there would be no more than one or

15· ·two patients in the back office at that time, and if

16· ·there were two patients, that door would be closed until

17· ·we were done with the first patient.· Then we'd deal with

18· ·the second patient.· But in general, we kept one patient

19· ·in the back office, just me, the chaperon, and the

20· ·patient with the exam door open.

21· · · · · Q· · That was not your practice pre-COVID?

22· · · · · A· · Before?· No.· Before I would have all of the

23· ·exam rooms, six of them filled with patients.· And I

24· ·would go from room to room to room with my chaperon.
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·1· · · · · Q· · And the chaperon -- When did it change back

·2· ·that you allowed chaperons into the room and not the

·3· ·doorway?

·4· · · · · A· · It was, I believe, once there was sufficient

·5· ·evidence from the CDC that people were getting immunized,

·6· ·when I was confident and comfortable that most of my

·7· ·patients were getting the vaccines.· I knew the ones who

·8· ·weren't, and they were mostly the pregnant women.

·9· · · · · · · ·And in the beginning, I didn't know what to

10· ·tell them.· They asked me what to do, and like most

11· ·OB-GYN's, I didn't know what to tell them until the CDC

12· ·said it was safe.· Then I would tell them:· Do it in the

13· ·last trimester.· Highly unlikely to hurt your baby then.

14· ·And then as more data became available, first trimester.

15· ·And it was once I was telling them to take the shot

16· ·during the first trimester.

17· · · · · Q· · I don't want to get too far afield about the

18· ·vaccination.

19· · · · · A· · Yeah, but I changed back to my original

20· ·policy of letting people in the room.

21· · · · · Q· · Do you remember approximately when that was?

22· ·We have 2022, '21, '22?

23· · · · · A· · I could not remember.· I'm sorry.

24· · · · · Q· · How long did you -- If you don't remember
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·1· ·when, do you remember approximately how long did you have

·2· ·your chaperon standing in the doorway?

·3· · · · · A· · I think it was until the second the person

·4· ·who came after Casey.· Yeah, it was when she came that we

·5· ·started going back in the rooms.

·6· · · · · Q· · And that was approximately when?

·7· · · · · A· · You'd have to ask Casey when she stopped

·8· ·working there.· I really cannot -- I don't have her

·9· ·employment dates.

10· · · · · Q· · That's fine.· Thank you.

11· · · · · A· · Sorry.

12· · · · · Q· · And forgive me if I do jump around.· The view

13· ·from the open doorway --

14· · · · · A· · Yes.

15· · · · · Q· · -- can you describe it?

16· · · · · A· · I have a picture that I could hold up.

17· · · · · Q· · Were they able -- Was the chaperon able to

18· ·see you?

19· · · · · A· · Yes.

20· · · · · Q· · And the patient?

21· · · · · A· · You could walk up to 15 feet away.· The

22· ·office was designed so that the -- and I was the one who

23· ·designed the office.· Myself and one of my students met

24· ·with the architect.
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·1· · · · · · · ·All of the exam rooms are along the wall with

·2· ·the windows.· And then on the wall without the window was

·3· ·the back desk, the medical assistant desk, if you will.

·4· ·And each room could be visualized from the desk.· So the

·5· ·consultation room with Patient A occurred in room one

·6· ·which is a room where I did all of the cosmetic

·7· ·gynecology consultations.· It had a poster of the

·8· ·different types of vaginas and why patients would choose

·9· ·to do surgery on each of the different types.· It had a

10· ·plastic replica of a vagina, and from that --

11· · · · · Q· · And I'm going to stop you.· I wish we had

12· ·more time --

13· · · · · A· · Yeah.

14· · · · · Q· · -- to discuss.

15· · · · · A· · From that room, yes.· The room you can see

16· ·the bed and you can hear what's going on --

17· · · · · Q· · Okay.

18· · · · · A· · -- at the desk.· Yes.

19· · · · · Q· · Is there certain criteria or are there

20· ·recommendations for chaperons where they're positioned?

21· · · · · A· · Well, as we learned during the last hearing,

22· ·ACOG recommends that they're in the room, but it's a

23· ·recommendation.

24· · · · · Q· · Is it just in the room in general or in a
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·1· ·certain position with respect to the patient?

·2· · · · · A· · Well, it's in the room, but it's a good, good

·3· ·thing you asked that question.· Most chaperons don't want

·4· ·to be at the business end of the table.· They feel like

·5· ·they're spying on the patient.· And they stand -- they

·6· ·tend to stand up ahead or next to the patient so they can

·7· ·hand them stuff.· And I constantly have to tell them:

·8· ·Come down here.· I motion with my finger, come down here

·9· ·because they try to not look at you or watch you.· They

10· ·try to look away.· And I try to tell them no, you've got

11· ·to pay attention.

12· · · · · · · ·In Casey's case, anything blood, she could

13· ·not tolerate, so she tried to look away.· So yes.· They

14· ·tried to stand where they feel less intrusive.· I try to

15· ·bring them where they can see everything.

16· · · · · Q· · I appreciate that, but my question was:· Is

17· ·there a recommendation --

18· · · · · A· · No --

19· · · · · Q· · -- where --

20· · · · · A· · -- none that I know of.· They just need to be

21· ·in the room.

22· · · · · Q· · Okay.· And why would you encourage them to be

23· ·at the business end as you say?

24· · · · · A· · Because I want them to see.

http://www.litigationservices.com


Page 70
·1· · · · · Q· · Okay.

·2· · · · · A· · I want -- if there's any allegation, one of

·3· ·the things that they can say is if you poll all of the

·4· ·chaperons I've had since residency, the only difference

·5· ·that they'll say is that in residency, I used to wear a

·6· ·glove when I examined my patients' breasts.· Afterwards,

·7· ·once I stopped doing it because it costs money.· I have

·8· ·to pay for it now.

·9· · · · · · · ·In residency, I used two gloves when I did a

10· ·pelvic exam.· And after residency, I use one glove

11· ·because it costs money.· That's the only difference.

12· ·They will tell you, every single one of them, that my

13· ·exam is pretty much the same.

14· · · · · Q· · Okay.· When Ms. Cardin -- when you were

15· ·distancing and so you shifted so your chaperon was in the

16· ·doorway and not the room, was she masked?

17· · · · · A· · Yes.· Casey was very -- She was a little bit

18· ·more obsessive compulsive than myself about wearing a

19· ·mask.

20· · · · · Q· · Were you masked?

21· · · · · A· · Always.

22· · · · · Q· · Did you require your patients to mask?

23· · · · · A· · I did.· There was a sign on the door that

24· ·required them to wear it.· And if they refused, they were
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·1· ·not seen.

·2· · · · · Q· · Did you take -- There was discussion about

·3· ·how some of these courses weren't certified for CME's.

·4· · · · · A· · Yes.

·5· · · · · Q· · Did you take other CME's?

·6· · · · · A· · I did to satisfy not just the requirement of

·7· ·the medical board, but also for my curiosity.· Just that

·8· ·these didn't offer CME's.· And I knew I had enough, so it

·9· ·didn't matter to me whether or not they had it.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· This

11· ·is what I'm going to do is go ahead and let us take a

12· ·break.· It's possible if there's no objection, Mr. White,

13· ·I may have other questions later on for Dr. Chambers.  I

14· ·don't anticipate them right now, but --

15· · · · · · · ·MR. WHITE:· No objections.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

17· ·I believe that this is the time for a break, so we don't

18· ·run too afoul of our schedule.· And let's shoot for ten

19· ·minutes because it's been a little while.· And we'll all

20· ·gather back here.· Any questions?

21· · · · · · · ·THE WITNESS:· None.

22· · · · · · · ·MR. WHITE:· No.· Thank you.

23· · · · · · · · · · · · ·(Recess.)

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· It's
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·1· ·11:30.· And, Dr. Chambers, have you been in touch with

·2· ·Dr. Goodman?

·3· · · · · · · ·DR. CHAMBERS:· Yes.· I texted him, so he

·4· ·should be calling in.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I see

·6· ·him there.· There he is.· Okay.

·7· · · · · · · ·Good morning, Dr. Goodman.· Can you hear me?

·8· ·No?· Okay.

·9· · · · · · · ·THE WITNESS:· Can you hear me?

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

11· ·Perfect.· All right.· Thank you.· Good morning.

12· · · · · · · ·THE WITNESS:· If you can hear me, can you put

13· ·your thumbs up?

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah,

15· ·I can hear you.

16· · · · · · · ·THE WITNESS:· I can't hear you yet.· I always

17· ·have a problem with that.· Let me get my sound settings.

18· ·Okay.· Are you able to hear me now?

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

20· ·Can you hear me?

21· · · · · · · ·THE WITNESS:· No, now I can't hear you.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

23· ·A lot of the times -- Okay.

24· · · · · · · ·THE WITNESS:· Oh, I can hear you now.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·2· ·Good.

·3· · · · · · · ·THE WITNESS:· Can you hear me?

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

·5· · · · · · · ·THE WITNESS:· We can hear each other.

·6· ·Amazing.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· A lot

·8· ·of times, it's the computer audio that you need to click

·9· ·on.· It's not just --

10· · · · · · · ·THE WITNESS:· I am always amazed when my

11· ·electronics work.· I'm of that generation that I just

12· ·sort of, you know --

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

14· ·knock on wood, we've had pretty good luck.· I don't want

15· ·to jinx it, however.

16· · · · · · · ·All right.· Good morning again, Dr. Goodman.

17· ·Thank you for being here.· A couple preliminary matters.

18· ·I don't recall whether you were sworn, so I'm going to

19· ·have the court reporter swear your again.

20· · · · · · · ·THE REPORTER:· Please raise your right hand

21· ·to be sworn.

22

23

24
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·1· · · · · · · · · · MICHAEL GOODMAN, M.D.,

·2· · · · · · ·having been first duly sworn, was

·3· · · · · · ·examined and testified as follows:

·4

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·6· ·you, Ms. Hansen.

·7· · · · · · · ·Mr. White, any preliminary matters before

·8· ·Dr. Chambers questions Dr. Goodman?

·9· · · · · · · ·MR. WHITE:· I don't think we have any, no.

10· ·Thanks.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

12· ·Dr. Chambers, go ahead.

13

14· · · · · · · · · · · · DIRECT EXAMINATION

15· ·BY DR. CHAMBERS:

16· · · · · Q· · Good afternoon, Dr. Goodman, or good morning.

17· · · · · A· · Good -- It's still morning here.

18· · · · · Q· · Thank you for taking the time to be with us

19· ·today.

20· · · · · A· · And thank you all for allowing me to testify

21· ·by Zoom.

22· · · · · Q· · Thank you.· Dr. Goodman, where did you go to

23· ·medical school?

24· · · · · A· · Wayne State University School of Medicine in
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·1· ·Detroit, Michigan.

·2· · · · · Q· · And when did you graduate?· What year?

·3· · · · · A· · In 1968.

·4· · · · · Q· · Where did you complete your residency

·5· ·training?

·6· · · · · A· · I did a year of internship at Highland

·7· ·Alameda Hospital in Oakland, completed my residency

·8· ·training fourth year or all of the years at Stanford

·9· ·University and affiliated hospitals which were affiliated

10· ·with Kaiser in Santa Clara, Santa Clara Valley Medical

11· ·Center, and of course Stanford University.

12· · · · · Q· · And what year was that when you finished?

13· · · · · A· · I finished in 1972.· I was chief resident in

14· ·'72.

15· · · · · Q· · Are you still practicing, Dr. Goodman?

16· · · · · A· · I am, part-time.

17· · · · · Q· · Are you Board certified?

18· · · · · A· · I am and recertified.

19· · · · · Q· · And which boards are you certified by?

20· · · · · A· · American Board of Obstetrics and Gynecology:

21· ·ACOG.

22· · · · · Q· · Are you a fellow of the American College of

23· ·Obstetricians and Gynecologists?

24· · · · · A· · I am.
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·1· · · · · Q· · Do you have any other certifications or

·2· ·accreditations?

·3· · · · · A· · I do.· Let's see.· I'm a North America

·4· ·Menopause Society certified menopause clinician in CMP,

·5· ·I'm a certified clinical bone densitometrist, although I

·6· ·have not kept up that credential.· I'm an affiliate of

·7· ·the American Academy of Cosmetic Surgery, and I'm an

·8· ·elected fellow of the International Society for the Study

·9· ·of Women's Sexual Health.

10· · · · · Q· · Are you a published author?

11· · · · · A· · I am.

12· · · · · Q· · And were you published in peer-reviewed

13· ·journals?

14· · · · · A· · All in peer review, all in first-line peer

15· ·review except in very early on, I published about 15, 18

16· ·times.· But about the last ten times are all in journals

17· ·that have an impact factor around or over four.

18· · · · · Q· · Can you tell us a couple of those journals?

19· · · · · A· · Oh, my goodness.· Early on -- and I'm

20· ·referring to some notes here -- early on, Birth in the

21· ·Family Journal, Mendocino Medicine, early on Fertility

22· ·and Sterility, early on the Journal of Gynecologic

23· ·Surgery.· More recently, I've had several articles and

24· ·also the Journal of Reproductive Medicine.· I've had
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·1· ·several articles published in the Journal of Sexual

·2· ·Medicine.· I'm published in what is called the Green

·3· ·Journal which is the official journal of ACOG which is

·4· ·obstetrics and gynecology.

·5· · · · · · · ·I published in the Grey Journal, which is the

·6· ·American Journal of Obstetrics and Gynecology.· I have

·7· ·about five publications in the Aesthetic Surgery Journal.

·8· ·I'm published in Plastic Surgery Clinics of North

·9· ·America, the Journal of the American Association of

10· ·Gynecological Laparoscopists, and the Journal of Women's

11· ·Health, and that's it.

12· · · · · Q· · That's pretty impressive.· You've edited and

13· ·authored --

14· · · · · · · ·MR. WHITE:· Objection, vouching for the

15· ·witness.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sorry,

17· ·Mr. White?· What?

18· · · · · · · ·MR. WHITE:· I said objection, he's vouching

19· ·for the witness now.

20· · · · · · · ·THE WITNESS:· I'm sorry.· I didn't hear that,

21· ·Mr. White.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· What

23· ·for the witness?

24· · · · · · · ·MR. WHITE:· Vouching for the witness.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·2· ·Vouching.

·3· · · · · · · ·MR. WHITE:· He said that's pretty impressive.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·5· ·Sustained, Dr. Chambers.· I know you're not an attorney,

·6· ·but try to avoid making those comments.· You'll have an

·7· ·opportunity.

·8· · · · · Q· · (BY DR. CHAMBERS:)· Will do.· You've edited

·9· ·and authored one of the primary textbooks used by

10· ·cosmetic GYN surgeons; is that correct?

11· · · · · A· · That is correct.· It's in its second printing

12· ·about to go into a third printing.

13· · · · · Q· · Okay.· Have you authored or contributed to

14· ·any other textbooks?

15· · · · · A· · I have.· I've contributed to the third

16· ·edition of Nahai et al.'s the Art of Aesthetic Surgery,

17· ·chapters 107 and 108 on revision labioplasty and

18· ·complication avoidance.· I've also written the

19· ·introduction to Christine Hamori's Plastic Surgery

20· ·Clinics of North America edition of 2022.· The textbook

21· ·that I authored is called Female Genital Plastic and

22· ·Cosmetic Surgery.· I am the editor and wrote probably

23· ·about half of the chapters.

24· · · · · Q· · Dr. Goodman, are you a plastic surgeon?
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·1· · · · · A· · No, I'm not.

·2· · · · · Q· · What is your trained specialty?

·3· · · · · A· · Obstetrics and gynecology, special training

·4· ·in endoscopic surgery.· And that's the end of my answer.

·5· · · · · Q· · Okay.· Have you done work for the California

·6· ·Medical Board?

·7· · · · · A· · I have.

·8· · · · · Q· · What have you done?

·9· · · · · A· · I did both first and second-level review.  I

10· ·believe this was back in the '80s, '90s or for about ten

11· ·years.

12· · · · · Q· · Okay.· And between 1977 and 2022, you have

13· ·been presented at almost 80 local and national medical

14· ·conferences.· Does that sound correct?

15· · · · · A· · Approximately, yeah.· I'd have to check my

16· ·CV, but that's pretty close.

17· · · · · Q· · You've taught and proctored many

18· ·gynecologists in advanced operative laparoscopy.· Is that

19· ·correct?

20· · · · · A· · That is.

21· · · · · Q· · You've also been a peer reviewer for medical

22· ·journals?

23· · · · · · · ·MR. WHITE:· Objection, leading.· He's done

24· ·three of those in a row.· Leading.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·2· ·Sustained.

·3· · · · · Q· · (BY DR. CHAMBERS:)· All right.· Between 2017

·4· ·and 2019, did you receive any professional awards?

·5· · · · · A· · Between 20 --

·6· · · · · Q· · 2018 and 2022.

·7· · · · · A· · And 2023.· Actually, yes, I have received

·8· ·several.

·9· · · · · Q· · And can you share some of those with us?

10· · · · · A· · Oh, goodness.· In 2019, most of the awards

11· ·were from the American Association -- excuse me.· Were

12· ·from the International Society of Cosmetogynecology.· One

13· ·of the awards was from the European Society for the Study

14· ·of Gynecology.

15· · · · · · · ·I've received awards every year from 2017 to

16· ·2023, different best of categories.· Best labioplasty and

17· ·hood, best overall, best vaginoplasty and so forth.· In

18· ·2019, I received the award for best teacher.· That's not

19· ·exactly what it was called.· And in 2021 or 2022, I

20· ·received the award for the best overall contributions to

21· ·the specialty of cosmetic gynecology from the

22· ·International Society of Cosmetogynecologists.

23· · · · · Q· · Is it fair to say that you're considered one

24· ·of the pioneers in cosmetic GYN surgery?
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·1· · · · · A· · I am.

·2· · · · · Q· · Dr. Goodman, what's the difference between a

·3· ·cosmetic gynecologist and a generalist OB-GYN surgeon?

·4· · · · · A· · It's analogous in a way to the difference

·5· ·between a fetal-maternal medicine specialist and a

·6· ·generalist, between a urogynecologist and a generalist,

·7· ·between a hand surgeon and a general orthopedist and so

·8· ·forth.· A cosmetic gynecologist is an individual, male or

·9· ·female, who has undergone training in OB-GYN and has

10· ·taken additional training in a specific area, in this

11· ·case, the field of what's called cosmetic gynecology.

12· · · · · Q· · Is it recognized by the American Medical

13· ·Boards?

14· · · · · A· · No, it is not.

15· · · · · Q· · And why is that?

16· · · · · A· · It's not an efficient subspecialty.· There

17· ·are many boards that are recognized by the American Board

18· ·Association, and that's not the name of it because -- I

19· ·don't know the exact name of it -- that are official

20· ·boards.· There's many other boards that exist to regulate

21· ·their individual subspecialties.· This is one of them.

22· · · · · · · ·For example, there's plastic surgery boards,

23· ·but there are no cosmetic surgery boards.· And I think

24· ·you can go on in many subspecialties like that.· So it's
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·1· ·a self-policing activity.· It's a training and

·2· ·self-policing activity.· It is not an official board.

·3· · · · · Q· · Did you train me in cosmetic GYN surgery,

·4· ·Dr. Goodman?

·5· · · · · A· · It was my pleasure to do so.· Yes.

·6· · · · · Q· · Would you please describe the training that a

·7· ·gynecologic and plastic surgeon receives in your formal

·8· ·courses and what is covered and is it a reproducible

·9· ·protocol?

10· · · · · A· · Okay.· My training -- I only train surgeons,

11· ·so I'm not training someone who isn't already savvy in

12· ·the type of surgery that I'm getting that I'm going into

13· ·more detail.· I train gynecologists, I train cosmetic

14· ·surgeons, I train plastic surgeons, I train

15· ·urogynecologists and urologists.

16· · · · · · · ·I don't train internists.· I don't train

17· ·family physicians.· I don't train so-called or

18· ·regenerative physicians, so I only train people who

19· ·already know the field of surgery, already know how to

20· ·use suture material.

21· · · · · · · ·And basically what I'm doing is taking up the

22· ·knowledge that they already have and teaching them a

23· ·little bit more about the aspect of cosmetic gynecology,

24· ·about the sexual aspects, about the psychological
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·1· ·aspects, about the anxiety that's involved, about the

·2· ·type of people that they're dealing with, about how to

·3· ·interview people, about how to get into trouble and how

·4· ·to stay out of trouble and specific techniques.

·5· · · · · · · ·Basically, I'm teaching the rules.· I'm

·6· ·teaching how to stay out of trouble, how to do basic

·7· ·things, how to get started.· I have a two and three-day

·8· ·training program, and that's sort of standard in the

·9· ·field.· There's other people that have training programs

10· ·also around the same length.· It's very reproducible, and

11· ·you can find the protocol on both of my websites.

12· · · · · · · ·The first day is talking a little bit about

13· ·what we're going to be covering.· It talks about the type

14· ·of individuals we're dealing with, it talks about the

15· ·sexual issue, it talks a lot about body -- this is an

16· ·area of special interest of mine.

17· · · · · · · ·It has to do with body image and sexuality in

18· ·women that are seeking and undergoing these procedures,

19· ·so we talk a lot about body image.· We talk about how to

20· ·avoid operating on people you shouldn't be operating on.

21· ·We talk about how to ferret out body dysmorphia.· We talk

22· ·about the fact that a woman who may have a body

23· ·dissatisfaction, a man or woman may have a

24· ·dissatisfaction with a part of their body they may wish
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·1· ·to change or reconstruct, but that's not necessarily a

·2· ·dysmorphia and how to distinguish between a

·3· ·dissatisfaction and a dysmorphia.

·4· · · · · · · ·We talk a lot about sexual issues, sexual

·5· ·function issues, the fact that we are doing cosmetic and

·6· ·plastic-type surgery and that that should not necessarily

·7· ·be construed as something that's going to cure a sexual

·8· ·dysfunction.· That's one portion.

·9· · · · · · · ·We talk a lot about anatomy.· We talk about

10· ·blood supply, you know, different types of anatomy.· We

11· ·talk about specific procedures.· We talk about the nerve

12· ·supply.· We talk about how not to get into trouble, how

13· ·not to get into nerve plexuses, about how not to sever

14· ·the dorsal nerve to the clitoris, which certainly has

15· ·been done by entering gynecologists.· We talk about the

16· ·basic outline of different types of labioplasty

17· ·procedure.· We talk about pelvic anatomy.· We talk about

18· ·the different musculature.· We talk about the levator

19· ·plate, we talk about the bulbospongiosus, all of the

20· ·different muscles that make up the pelvic floor.

21· · · · · · · ·We talk about the philosophy behind vaginal

22· ·tightening, why women seek this.· We talk about who is

23· ·seeking this surgery.· Is it the woman or her partner?

24· ·We're operating on the woman -- we're not operating on
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·1· ·her partner -- and how to tell whether she's being forced

·2· ·or not.

·3· · · · · · · ·Getting back to anatomy, we go over all of

·4· ·the anatomy, both of the vulva, which is outside of the

·5· ·hymenal ring, the labia, the clitoris, the clitoral hood

·6· ·are all part of the vulva.· The vagina is internal.· We

·7· ·talk about that anatomy.· We talk about again

·8· ·specifically how to do the operations, how to stay out of

·9· ·trouble.

10· · · · · · · ·We talk a lot about anesthesia.· I've

11· ·performed quite a few labioplasties.· I have not

12· ·anesthetized a woman for labioplasty in almost 20 years.

13· ·All done under local anesthesia.· Typically, internal

14· ·vaginal reconstructive procedures are done under general

15· ·anesthetic.· That's how most people do.

16· · · · · · · ·Until about ten years ago.· A physician who

17· ·is also very well known, one of the fathers of the

18· ·specialty, a urogynecologist, started doing these other

19· ·local anesthesia in the hospital and realized that they

20· ·could be done under local and they were actually safer

21· ·and better procedures.

22· · · · · · · ·I trained with Dr. Alan Saad regarding doing

23· ·these procedures under local, and for the past almost ten

24· ·years, I have not anesthetized a woman for a complete
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·1· ·vaginal reconstruction.· It's obviously less expensive.

·2· ·It's less utilization of hospital facilities.· It's

·3· ·safer.· But also, it's a better operation because you're

·4· ·not worried about nerve damage because if you're

·5· ·someplace where you shouldn't be in putting your suture,

·6· ·your patient is going to tell you immediately.

·7· · · · · · · ·So you can actually do a better surgery and

·8· ·get the patients tighter.· And actually when my patients

·9· ·ask about anesthesia, I mention I'm going to be doing

10· ·this under local, they're all happy because the thing

11· ·that they're scared of the most a lot of times is being

12· ·anesthetized.· So we talk about proper administration of

13· ·anesthesia.

14· · · · · Q· · Is that why we do the procedure in the office

15· ·under local?

16· · · · · A· · Yes.· Yes, because there more cost -- Well,

17· ·in order of importance because they're safer and you can

18· ·do a better procedure.· They're also more cost effective.

19· · · · · · · ·Again, I have not anesthestized a woman other

20· ·than local infiltration anesthesia in, I'd say, eight or

21· ·nine years for a vaginal tightening operation, so-called

22· ·vaginal reconstruction.· I've not anesthetized general or

23· ·regional anesthesia, a woman for labioplasty in probably

24· ·about 20 years.
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·1· · · · · · · ·So first day is going through a lot of these

·2· ·things.· Second day are videos.· I have full-length

·3· ·surgical videos taken right over my shoulder with sound

·4· ·tracks that we stop at any time, and I have a video of a

·5· ·linear labioplasty, a video of a V-wedge type

·6· ·labioplasty, and a video of a combined vaginal

·7· ·reconstruction and wedge labioplasty.· I also have a

·8· ·video of how to interview a patient.

·9· · · · · · · ·We see those videos and we have a live tissue

10· ·lab where we use tissue material, and my trainee or if

11· ·it's an individual course or trainees if it's a group

12· ·course, get to actually do these procedures and I help

13· ·them with them.

14· · · · · · · ·I also, on the second day, we go over the

15· ·uses and misuses of energy-based devices, laser and

16· ·radiofrequency.· We go over in detail platelet-rich

17· ·plasma, we go over the administration of platelet-rich

18· ·plasma to the Grafenberg's area which has been

19· ·trademarked as the O-Shot.· We talk about marketing, how

20· ·people know that you exist.· We talk about training your

21· ·staff, and there's an optional third day we have material

22· ·for training or trainees to view actually a real-time

23· ·live case.· And that's reproducible.

24· · · · · Q· · What is your understanding --
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Dr.

·2· ·Chambers, I'm going to interrupt.· Hold on one second.  I

·3· ·see we may have someone or someone's new that have joined

·4· ·us, and I want to make sure since the rule of exclusion

·5· ·is in effect that we don't have any witnesses observing.

·6· · · · · · · ·Mr. White, maybe you could help me with this

·7· ·to identify anybody.· I don't recognize names.

·8· · · · · · · ·MR. WHITE:· I don't either.· And then some of

·9· ·them are just -- I do see one that's just a number, and

10· ·I'm not aware of any of these people if they're

11· ·witnesses.· Maybe perhaps, Your Honor, you can ask and

12· ·make sure that they answer openly.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

14· ·you.· And I saw someone identified as Laura and two phone

15· ·numbers.· Last four:· 1138 and 7898.· I believe the

16· ·others were with us before.· Good morning to the three of

17· ·you.· Would you please identify yourselves and whether

18· ·you're witnesses in this pending matter.

19· · · · · · · ·THE WITNESS:· I am 1138, and I am not a

20· ·witness.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

22· ·Thank you very much, 1138.

23· · · · · · · ·THE WITNESS:· You're welcome.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· 7898.
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·1· · · · · · · ·THE WITNESS:· How do I re-mute myself?

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· There

·3· ·should be an -- If you go to the bottom, there should be

·4· ·a little icon that you click on that says "mute".· Thank

·5· ·you for asking.

·6· · · · · · · ·THE WITNESS:· I'm on the phone.· I'm not on

·7· ·the actual --

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sorry.

·9· ·I'm not familiar enough with the phone to be able to

10· ·coach you with it.· If there is, I would appreciate that

11· ·you figure it out or probably make sure it's quiet or

12· ·there you go.

13· · · · · · · ·Okay.· 7898?· Hello?· Phone number, last four

14· ·7898, are you there?· Okay.· You are Laura.· I saw you

15· ·join us.

16· · · · · · · ·LAURA:· Hi.· I'm Laura.· I was on earlier.

17· · · · · · · ·7898:· 7898.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

19· ·Sorry.· Is 7898 the same as 1138?

20· · · · · · · ·7898:· No, I'm 7898.· No, I'm a witness.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

22· ·are a witness?

23· · · · · · · ·7898:· Dr. Chambers?· Yes.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You're
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·1· ·a witness.· Okay.

·2· · · · · · · ·7898:· 7898.· Correct.· I was on earlier.

·3· ·However, I got disconnected, so I had to get back on

·4· ·again and log in.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

·6· ·you are a witness in this matter?

·7· · · · · · · ·7898:· Correct.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· For

·9· ·Dr. Chambers?

10· · · · · · · ·7898:· Correct.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

12· ·Dr. Chambers?

13· · · · · · · ·DR. CHAMBERS:· She might be there to observe.

14· · · · · · · ·7898:· I'm sorry.· I guess I'm not a witness.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·Then go ahead and mute.· Thank you.

17· · · · · · · ·7898:· Okay.· Thank you.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And an

19· ·observer named Laura.

20· · · · · · · ·LAURA:· Hi.· I'm Laura.· I'm not a witness.

21· ·And I was on earlier.· I might come and go throughout the

22· ·day.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

24· ·Thank you very much.· I just saw you pop on.· All right.
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·1· ·Thank you to the three of you for confirming that you are

·2· ·observers.

·3· · · · · · · ·Everyone good with that?

·4· · · · · · · ·MR. WHITE:· Yes.

·5· · · · · · · ·DR. CHAMBERS:· Yes.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·7· ·Thank you.· Dr. Chambers, you may proceed.

·8· · · · · Q· · (BY DR. CHAMBERS:)· Dr. Goodman, what is your

·9· ·understanding of my medical practice?

10· · · · · A· · My understanding is that you are an

11· ·obstetrician gynecologist practicing both obstetrics and

12· ·gynecology and have taken additional training in sexual

13· ·medicine and in cosmetic gynecology, specifically female

14· ·genital cosmetic and reconstructive procedures, and that

15· ·your practice is partly general GYN.· I don't know,

16· ·Dr. Chambers, whether you still do obstetrics.

17· · · · · Q· · I do.

18· · · · · A· · Good for you.

19· · · · · Q· · I do.

20· · · · · A· · I miss it a little bit except for the

21· ·middle-of-the-night calls.· And that a significant part

22· ·of your practice -- I don't know what percentage -- is

23· ·devoted to the field of sexual medicine and to cosmetic

24· ·gynecology, and that you hold yourself out as having had
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·1· ·individual training in those two areas.· Excuse me.

·2· ·Additional training.

·3· · · · · Q· · Do you think the training I have with you was

·4· ·sufficient enough for me to do this kind of work, the

·5· ·cosmetic gynecology work?

·6· · · · · A· · Yes.· Yes.· You, from my experience, you have

·7· ·good hands, you're intelligent, you understand the field,

·8· ·and I've trained you.· And hopefully, you've learned and

·9· ·have progressed.· I haven't seen your work.

10· · · · · Q· · Okay.· How do we size or measure patients'

11· ·vaginas in cosmetic gynecology?

12· · · · · A· · Let me give you an analogy to obstetrics.

13· ·And I'm not sure if you've had any children, Ms. Ghusn,

14· ·but women that are in labor are examined by their OB-GYN

15· ·to see or by their midwife or by their obstetrical nurse

16· ·to see how they're progressing.

17· · · · · · · ·And that exam takes place manually where

18· ·their birth attendant puts her finger, usually two

19· ·fingers, into the vagina and puts it up to the top of the

20· ·vagina to measure the cervix.· And what she will do is

21· ·take and see if she can fit her finger or fingers inside.

22· ·And sometimes, she can fit her fingers inside and

23· ·actually separate them.· And then she estimates:· Okay.

24· ·Here are my two fingers.· I know that each finger is a
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·1· ·centimeter and a half, and it looks like I've got two --

·2· ·I could put two more fingers in there, so I think she's

·3· ·about six centimeters.· Frequently, six.

·4· · · · · · · ·Healthcare practitioners, especially

·5· ·OB-GYN's, measure with their fingers.· So if I'm

·6· ·measuring a woman's -- if I'm getting an idea of a

·7· ·woman's pelvic strength, if I'm getting an idea of the

·8· ·size of her pelvis and she's coming in saying that she's

·9· ·not feeling much in the way of friction, it's harder for

10· ·her to orgasm, she's not able to achieve

11· ·vaginally-activated orgasm and she would like to do

12· ·something to improve friction and maybe her vaginal

13· ·opening, the perineum, the perineal body is broken down

14· ·secondary to childbirth, I want to get an idea of the

15· ·muscular strength.· I want to get an idea of the size.

16· ·It's really for me to understand how large she is, what

17· ·the muscular strength is, and what I'm able to do.

18· · · · · · · ·And obviously, I want to find out about her

19· ·partner because I don't want to get the size so small if

20· ·she has a robust-sized partner.· So how I measure is with

21· ·my fingers.· Personally, I will use two or three fingers.

22· ·Sometimes I'll separate them a little bit to get an idea

23· ·of general size.· I don't -- some people, you know, are

24· ·very specific about two fingers, three fingers, four
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·1· ·fingers, six centimeters, seven centimeters.

·2· · · · · · · ·I'm not one of those people.· I just get an

·3· ·idea of size compared to and an idea of muscular

·4· ·strength.· That's part of the reason to use your fingers

·5· ·to have your patient do what's called Kegel squeeze or

·6· ·squeeze the levator, the bulbospongiosus, the

·7· ·bulbocavernosus muscles to get an idea of where are they,

·8· ·have they separated, what can I do for this woman.· Long

·9· ·answer to an easy question.· We measure with our fingers.

10· · · · · Q· · So when you say we have the patient do Kegel

11· ·exercises, is that being done with our fingers inside of

12· ·the vagina?

13· · · · · A· · Yes.

14· · · · · Q· · And is that a standard thing that we do?

15· · · · · A· · Yes.· Well, it depends on what you mean by

16· ·"we".

17· · · · · Q· · OB-GYNs and cosmetic surgeons.

18· · · · · A· · The answer is yes.

19· · · · · Q· · Okay.· In cosmetic GYN surgery, is the term

20· ·"fisting" ever used to discuss measurements?

21· · · · · A· · The term fisting is used, but not used as it

22· ·applies to measurement.· One of the causes of --

23· ·relativity minor cause because to my knowledge not many

24· ·individuals engage in the procedure of fisting, but one
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·1· ·of the causes of breakdown of perineal and vaginal muscle

·2· ·strength is the sexual activity that's called fisting.

·3· ·But as far as measuring, again, all I can speak for is

·4· ·myself.· I'm not in other people's exam rooms, but no,

·5· ·I've never used the term fisting as it relates to

·6· ·measurements.

·7· · · · · Q· · Would you expect one of your trainees to use

·8· ·that term?

·9· · · · · A· · Oh, to use the term fisting, yes, because --

10· · · · · Q· · And in terms of measurements.

11· · · · · A· · I don't know, Dr. Chambers.· I don't use it.

12· ·I could see where a trainee might say or in describing

13· ·measurements to describe that the size of the introitus

14· ·would allow admission of a fist, I'm not dealing so much

15· ·with a patient population that engages in fisting, so I'm

16· ·not able to give you a real cogent answer on that

17· ·question.

18· · · · · Q· · Gotcha.· Why is preoperative and

19· ·postoperative pictures necessary in cosmetic GYN surgery?

20· · · · · A· · Let me preface that by saying I will not

21· ·operate on a woman who does not allow me to take

22· ·photographs, and that's the case with most experienced

23· ·cosmetic surgeons.

24· · · · · · · ·Preoperative photographs are very important.
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·1· ·They're important.· Obviously, frequently, the patient

·2· ·would like to see what kind of progress she's made, but

·3· ·they're exquisitely important medical/legally to as part

·4· ·-- it's part of documentation.· Photographs to a cosmetic

·5· ·and plastic physician are the same as office notes.

·6· ·They're part of the medical record.· They're documenting

·7· ·what the patient is coming in for.

·8· · · · · · · ·If you're doing a penile enlargement

·9· ·procedure, you want to document the size of this

10· ·gentleman's penis before you do the surgery.· If you're

11· ·doing a labial reduction procedure -- so I got carried

12· ·away on that, but I think I've answered your question.

13· ·It's part of documentation.· It's called photo

14· ·documentation.

15· · · · · Q· · Is it appropriate for a cosmetic GYN surgeon

16· ·to show these photographs of other patients as part of a

17· ·gallery of his or her work during an initial

18· ·consultation?

19· · · · · A· · With permission, yes.· When I have personally

20· ·-- and everyone has their own way of doing this.· My

21· ·patients sign a disclaimer that allows me to take

22· ·photographs and allows me to use them as I may wish.

23· ·Some patients -- not a very large number, but not a

24· ·modest number, will say yes, you can take photographs,
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·1· ·but I don't wish you to share them.· I don't wish you to

·2· ·share them online.· I don't wish you to share them at a

·3· ·meeting.· I don't wish you to share them with other

·4· ·patients.· And I have a symbol that I use for those

·5· ·files.· Did I answer the question?

·6· · · · · Q· · Yes, you did.· Yes, you did.· Does the

·7· ·posting of marketing material in the office bring

·8· ·disrepute to the medical profession?

·9· · · · · A· · Marketing material?· I don't believe it does.

10· · · · · · · ·MR. WHITE:· Objection.· Objection, form of

11· ·the question.· What marketing material are we talking

12· ·about?

13· · · · · · · ·DR. CHAMBERS:· Dr. Goodman?

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Go

15· ·ahead.· More specific question.

16· · · · · Q· · (BY DR. CHAMBERS:)· Dr. Goodman, marketing

17· ·materials advertising your surgical skills.· What's your

18· ·opinion on having them in the office?

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

20· ·Dr. Goodman?

21· · · · · · · ·THE WITNESS:· I can't hear you.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

23· ·must be muted.

24· · · · · · · ·THE WITNESS:· You can't hear me because I'm
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·1· ·trying to formulate my --

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·3· ·That's fine.

·4· · · · · · · ·THE WITNESS:· -- answer and I had a senior

·5· ·moment.· I think it's very -- I think it's very fair and

·6· ·reputable that physicians have marketing materials in

·7· ·their office.

·8· · · · · · · ·Certain specialties, there's a very long

·9· ·active specialty and a respected specialty of surgical

10· ·specialty called plastic surgery.· Plastic surgeons have

11· ·marketed themselves for a long time.· Other specialties

12· ·have been less inclined to market, but that's increasing

13· ·as medicine is changing.· So there's nothing wrong with

14· ·marketing.

15· · · · · · · ·I think it's not the style of some

16· ·individuals.· It is the style of other individuals.· If

17· ·you're a physician who is paid by a third-party and

18· ·you're working in an HMO or you're working in a

19· ·healthcare facility where you go in 9:00 to 5:00 and you

20· ·see the patients that are assigned to you, there's no

21· ·need for marketing unless that institution wishes to

22· ·market for you.· If you're in private practice and you're

23· ·working for yourself, then you have competition, and

24· ·marketing is one of the ways that you distinguish
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·1· ·yourself.

·2· · · · · Q· · Okay.· How is the marketing of a traditional

·3· ·OB-GYN practice?

·4· · · · · · · ·MR. WHITE:· Objection.· The question is

·5· ·vague.

·6· · · · · Q· · (BY DR. CHAMBERS:)· Is there a difference

·7· ·between the marketing of a traditional OB-GYN practice

·8· ·versus that of a cosmetic GYN surgeon?

·9· · · · · · · ·MR. WHITE:· I'm going to object again,

10· ·"traditional" being vague.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:  I

12· ·think, Dr. Goodman, go ahead.· Overruled.· Do you

13· ·understand the question?

14· · · · · · · ·THE WITNESS:· Yeah.· I do understand the

15· ·question.· Traditionally, obstetrician-gynecologists have

16· ·not marketed themselves because they've been mostly paid

17· ·by third-parties, and traditionally, OB-GYN's have held

18· ·themselves above other surgeons who market themselves

19· ·saying no, we don't market ourselves.· It's, you know,

20· ·it's cheap.· We shouldn't do that.· It's, you know,

21· ·beneath us which is one of the reasons why the specialty

22· ·have been taken over by big medicine and why so many

23· ·individuals are leaving the specialty.

24· · · · · · · ·The practice of medicine has radically
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·1· ·changed.· And this is one of the reasons why so many

·2· ·physicians are looking for other areas of medicine that

·3· ·they can take into their practice so that they're not

·4· ·really slaves of big business.· And if you're in that

·5· ·situation, then you need to market.

·6· · · · · · · ·People need, number one, people need to know

·7· ·that you're there.· And number two, once they know that

·8· ·you're there, they need to speak with someone on the

·9· ·phone that can be kind to them that they don't have to

10· ·wait 20 minutes on the phone tree that only has five

11· ·seconds for them.· That's part of marketing as well.

12· · · · · · · ·And then another part of marketing is when

13· ·that person sees you, you need to take time with them and

14· ·explain to them all, you know, marketing is at many

15· ·different levels.· It's not just putting a poster up and

16· ·saying:· Look how good I am.· And so marketing is moving

17· ·more into medicine than it used to be in the past.

18· · · · · Q· · Okay.· Dr. Goodman, you're also trained in

19· ·sexual health medicine?

20· · · · · A· · Yes.

21· · · · · Q· · Would you please briefly discuss the umbrella

22· ·term "sexual medicine" and its place in gynecologic care

23· ·for women, specifically with relations to the

24· ·back-and-forth interaction between patient and provider.
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·1· · · · · A· · Well, it's wonderful that sexual medicine is

·2· ·creeping.· And the word is creeping.· It's very slow into

·3· ·the practice of gynecology and obstetrics.· OB-GYNs are

·4· ·primary practitioners for women.· And OB-GYN's are

·5· ·ill-trained and ill-equipped to talk about sex.· There's

·6· ·such a stigma talking about sex.· We all do it.· We all

·7· ·enjoy it.· We do it in our own ways.· We can joke about

·8· ·different parts of our bodies, but there's a stigma about

·9· ·sex and sexual organs.· And it's such an amazing part of

10· ·human life.· It just is not talked about.

11· · · · · · · ·The field of sexual medicine involves both

12· ·men and women, and it's really the field of discussing,

13· ·educating, acknowledging and helping individuals that you

14· ·help care for in this important area of their life, and

15· ·that's the field of sexual medicine and sexual medicine

16· ·can be internal medicine.· It can be in surgery.· It

17· ·certainly belongs in obstetrics and gynecology.· It

18· ·belongs in urology, urogynecology and many different

19· ·areas.· And slowly, slowly, slowly, it's getting there.

20· · · · · · · ·Unfortunately, residency training programs in

21· ·OB-GYN do not spend a lot of time in sexual medicine.

22· ·This is one of the reasons for the society that I'm a

23· ·fellow of, the International Society for the Study of

24· ·Women's Sexual Health.· They are devoted to sexual
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·1· ·medicine, and they're a multi-specialty society.· There's

·2· ·pelvic floor physical therapists, there's psychologists,

·3· ·there's psychiatrists, there's urogynecologists, there's

·4· ·OB-GYNs, there's sociologists and so forth all dedicated

·5· ·to this, I think we would all agree, important area.

·6· · · · · Q· · Would you please speak to the doctor/patient

·7· ·relationship, the communication between the two, between

·8· ·the physician and the patient.

·9· · · · · A· · Do you have six hours?

10· · · · · · · ·MR. WHITE:· Objection, vague.

11· · · · · · · ·THE WITNESS:· I was waiting for you,

12· ·Mr. White, to make an objection.· Can someone give me

13· ·some guidance on that and I'll be happy to answer that?

14· · · · · Q· · (BY DR. CHAMBERS:)· Certainly I can.· Just be

15· ·specific about the type of topics that would be discussed

16· ·and how the questions being asked of the patient, how

17· ·that would be compared to a generalist asking the same

18· ·question.

19· · · · · · · ·MR. WHITE:· I'm going to object again.· Is

20· ·this a question for Dr. Goodman specifically how he did

21· ·his practice or -- I don't know how he can speak to --

22· ·calls for speculation as to how he can speak for every

23· ·gynecologist in the country.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Of
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·1· ·course.· And I'll sustain that, Dr. Chambers.· You can

·2· ·ask the question how is it generally used and also in his

·3· ·particular practice.

·4· · · · · Q· · (BY DR. CHAMBERS:)· Yes.· Dr. Goodman, how

·5· ·are these questions generally asked of patients who seek

·6· ·out sexual dysfunction treatment?

·7· · · · · A· · Well, first, they're rarely asked.· You know,

·8· ·physicians are under pressure to see many patients, bring

·9· ·in more income.· So the last thing -- and again, keeping

10· ·in mind that our specialty, obstetrics and gynecology,

11· ·deals intimately, obviously, with women, but with sexual

12· ·issues.· You don't get pregnant -- at least it hasn't

13· ·happened for a couple thousand years -- you don't get

14· ·pregnant without having sex.· So this is an area just

15· ·innate to our specialty.

16· · · · · · · ·That said, with the time pressures and with

17· ·the stigma about sex, a lot of times these questions

18· ·aren't asked because the last thing a physician wants to

19· ·do with ten minutes to see the patient is to say:· How is

20· ·your sexual relations?· How is the relationship with your

21· ·partner?· Because she or he is opening a can of worms as

22· ·she's asking this question with her hand on the door.· So

23· ·a lot of times it's not asked, and that's unfortunate.

24· · · · · · · ·But how it would be asked or should be asked
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·1· ·-- again, I know in my practice and I know in practice of

·2· ·other people I've spoken with, frequently we'll have a

·3· ·question on our intake questionnaire or our daily

·4· ·questionnaire if it's a return visit which has to do with

·5· ·is there anything involving your sexual life or

·6· ·experience involving your personal life or involving your

·7· ·relationship that you would like to talk about.· Again,

·8· ·this is ideal medicine.· And unfortunately, this is not

·9· ·practiced that much except by people who have trained in

10· ·sexual medicine.· God bless them all for getting into

11· ·this, you know, this area.

12· · · · · · · ·And all you need to do is open the door

13· ·because most of our patients are so ready to walk through

14· ·that door, but the door usually is closed.· So how you

15· ·one would ask is having a question on the questionnaire,

16· ·a non-leading question, but basically:· Is there anything

17· ·you'd like to discuss regarding your sexual life or, you

18· ·know, some such question.· And a non-leading question

19· ·saying:· Is everything okay sexually?· Is there anything

20· ·you'd like to ask me about?

21· · · · · Q· · Okay.· Would you please explain what's the

22· ·purpose of all of these cosmetic organizations and why

23· ·they consist of physicians from different medical

24· ·specialties including OB-GYN?
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·1· · · · · A· · Well, sexual medicine, again, is a

·2· ·multi-specialty area.· It's not just OB-GYN's.· It's all

·3· ·of the other M.D. and non-M.D. practitioners that I

·4· ·mentioned.

·5· · · · · · · ·The importance of organizations, there's many

·6· ·different things for organizations.· And I did make some

·7· ·notes on that which I may refer to.· Actually, I don't

·8· ·need to refer to them.· What are the importance of the

·9· ·organizations?

10· · · · · · · ·Well, there's obviously fellowship.· There's

11· ·obviously networking.· I think that's a big part of it.

12· ·But also, a huge part of it is standardization, is having

13· ·-- since no one is really looking over the shoulder of

14· ·many of these subspecialists, these organizations serve

15· ·as a body, as quasi -- and the emphasis on "quasi"

16· ·regulatory body and as an educational body.

17· · · · · · · ·I mean, I lecture frequently.· I train

18· ·frequently.· But I've never been to a meeting that I

19· ·haven't learned more than I've given.· And that's what

20· ·medicine is about.· I'm sure that law is about as well.

21· ·Things keep, you know, the bases are the same.· Our

22· ·bodies haven't changed, but many things do change.· The

23· ·importance of the organizations is to teach, to train, to

24· ·reign in, you know, if you're doing a real cowboy doing

http://www.litigationservices.com


Page 106
·1· ·something off the wall and you present that, people are

·2· ·going to know it.· And it all advances the specialty.

·3· · · · · Q· · Okay.· You've had a chance to look at Patient

·4· ·A's consultation note?

·5· · · · · A· · I have.

·6· · · · · Q· · Can you assess my consultation of Patient A?

·7· · · · · A· · Well, Dr. Chambers, you shame me.· I don't

·8· ·think I've ever written such a complete consultation

·9· ·note.· And, you know, in the era of electronic medical

10· ·records, which is just basically scribbling legibly on a

11· ·chart, this is refreshing.

12· · · · · · · ·It's a complete listing of what your patients

13· ·come in to see you for, what her mindset is, what she

14· ·wishes to establish, your evaluation and your

15· ·determination and what you've offered to her.· You know,

16· ·that's it in a nutshell.· It's an excellent consultation.

17· ·I hope you do that on all of your patients.

18· · · · · Q· · Thank you.· Much has been made about --

19· · · · · A· · And I'm not just being a witness on your

20· ·behalf.· This is, you know, if anyone has read this, this

21· ·is a really good consultation.· Sorry.

22· · · · · Q· · Much has been made about the fact that I did

23· ·not document the number of fingers I used to examine

24· ·Patient A.· Do you have any opinion on that?
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·1· · · · · A· · No.· I mean, I've heard that.· Not really.  I

·2· ·go back to the analogy of doing an obstetrical exam.  I

·3· ·mean, frequently, when a woman's in the latter part of

·4· ·labor, you can certainly put more than your two fingers

·5· ·in the vagina.· And certainly after she's delivered, you

·6· ·can put your whole hand into the vagina.

·7· · · · · · · ·So whether you're putting two fingers in and

·8· ·separating them and saying well, this is about four

·9· ·fingers' size or you're putting three fingers or you're

10· ·putting four fingers, you're estimating size.· My finger,

11· ·I know, here the first notch is a centimeter and a half.

12· ·I suspect other -- perhaps a woman's finger is more like

13· ·a centimeter.· Your fingers may be broader than mine, so

14· ·it's not the approximate fingers.· It's estimating the

15· ·size from using the fingers.

16· · · · · · · ·And I can see where you do an exam and say

17· ·oh, she's about four fingers, and you used four fingers

18· ·and you describe it a little bit differently.· I think

19· ·that's a red herring, to be honest with you.

20· · · · · Q· · Okay.· Are you familiar with the O-Shot?

21· · · · · A· · Very much so.

22· · · · · Q· · Tell us about a little bit about that.

23· · · · · A· · I'm a certified O-Shot instructor.

24· · · · · Q· · Can you tell us a little bit about it, its
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·1· ·uses and any available data on its effectiveness?

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sorry,

·3· ·Dr. Chambers.· Will you first refresh what it stands for

·4· ·for me?

·5· · · · · · · ·DR. CHAMBERS:· The O-Shot.

·6· · · · · · · ·THE WITNESS:· O-Shot.· I thought you said

·7· ·OSHA.· That can't be right.

·8· · · · · Q· · (BY DR. CHAMBERS:)· Yeah.· Go ahead,

·9· ·Dr. Goodman.

10· · · · · A· · The O-Shot is a trademarked term trademarked

11· ·by Charles Runnels in Fairhope, Alabama.· I've known

12· ·Charles for years.· I count him among my friends -- not

13· ·just acquaintances but friends -- and we've talked about

14· ·research projects and so forth.

15· · · · · · · ·Again, the O-Shot is trademarked.· It's sort

16· ·of like using the word "Kleenex" when you're talking

17· ·about facial tissues.· The O-Shot is a trademarked term

18· ·when you're talking about the use of PRP or platelet-rich

19· ·plasma injected into a specific area.· Platelet-rich

20· ·plasma -- and I don't want to give a whole treatise on

21· ·platelet-rich plasma because that certainly would take

22· ·hours.

23· · · · · · · ·Platelet-rich plasma has been used initially

24· ·by orthopedic surgeons for many, many years.· That's the
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·1· ·stuff that when they have a star running back who has

·2· ·torn his ACL and is out for the whole season, using

·3· ·platelet-rich plasma sometimes will facilitate healing

·4· ·because what platelet-rich plasma does is it has

·5· ·angiogenic properties, so it causes the growth of new

·6· ·blood vessels.· And it has tissue-reproducing properties,

·7· ·so basically, it helps lay down new tissue and bring

·8· ·blood vessels into that tissue.

·9· · · · · · · ·Platelet-rich plasma is produced from the

10· ·individual, so it's not a foreign substance.· It's

11· ·produced by drawing blood and centrifuging out all of the

12· ·cells except the platelets.· And the platelets have this

13· ·regenerative capacity.· So the platelets are centrifuged

14· ·and added to an aliquot of the serum so you have a

15· ·basically concentrated platelets that are injected

16· ·wherever.

17· · · · · · · ·Orthopedists will inject it into their

18· ·difficult repairs to facilitate the recovery.· Some

19· ·specialists will inject it into scar tissue when they've

20· ·done difficult dissections.· Again, remember I said it

21· ·has properties of facilitating tissue growth and what's

22· ·called neo vasculogenesis.· Neo means new, vasculo means

23· ·blood vessels, genesis means genesis.· So it has the

24· ·properties of building tissue.
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·1· · · · · · · ·Okay.· Material, I think we all know where

·2· ·the Grafenberg's area is, the so-called G-spot.· That's a

·3· ·magical area in many ways.· So there's many different

·4· ·nerves, nerve supply in this area.· The G-spot is just

·5· ·inside the perhaps about two, three centimeters inside

·6· ·the upper vaginal wall is the area where the root of the

·7· ·clitoris -- where the clitoris basically roots, where the

·8· ·bulbs and where the pluri of the clitoris wrap around the

·9· ·urethra.· It's erectile tissue, and it's quite sensitive

10· ·and usually very pleasurable if manipulated correctly for

11· ·the woman.

12· · · · · · · ·It has a dual nerve supply.· It has a

13· ·skeletal nerve supply through the pudendal nerve through

14· ·the clitoral branch of the pudendal nerve, and it has an

15· ·autonomic nerve supply through the hypogastric plexus.

16· ·In other words, it's been proven, evidence based, that a

17· ·woman that's had spinal cord transection below T3-4, she

18· ·has no nerve supply to her clitoris can still have a

19· ·vaginally-activated orgasm because of the nerves in that

20· ·area.· Okay.

21· · · · · · · ·There's also research that shows that the

22· ·thicker this area is, the greater the stimulation and the

23· ·greater the sexual response.· Interesting.· Published in

24· ·the Journal of Sexual Medicine by Broissant and Pierre
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·1· ·Faldet in Paris has been reproduced.· These are

·2· ·ultrasound studies that show -- that compare the

·3· ·thickness of the Grafenberg's area with sexual response.

·4· · · · · · · ·Okay.· So if material is put in that area,

·5· ·one would suspect -- and this has been proven and there

·6· ·is literature, and I've got the literature next to me.

·7· ·I'll quote some of the articles to you.· It's not a

·8· ·richest literature in the world.· It's not -- I'll talk

·9· ·to you why that isn't, but it's been shown that the

10· ·thicker the Grafenberg's area is -- and again,

11· ·platelet-rich plasma trademarked as an O-Shot, which is

12· ·putting some PRP into both the clitoris and especially

13· ·into the Grafenberg's area, thickens that area.· So if

14· ·something is inserted into the vagina and pushes against

15· ·the anterior abdominal wall like a penis or a toy, the

16· ·thicker that area is, the more pressure and the more

17· ·sensitivity there is to the Grafenberg's area.· That's

18· ·the philosophy behind the O-Shot.

19· · · · · Q· · Is there any benefits to someone who has

20· ·urinary incontinence?

21· · · · · A· · Yeah.· Well, that was discovered

22· ·serendipitously, actually, by Dr. Runnels that he had

23· ·some patients that he was giving platelet-rich plasma to

24· ·for sexual enhancement for increasing the odds of what's
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·1· ·called vaginally-activated orgasm that had mild-to-modest

·2· ·urinary incontinence and said, you know, Doc, since I got

·3· ·the O-Shots, I haven't been incontinent.

·4· · · · · · · ·Okay.· Think about the anatomy.· You know,

·5· ·some things are discovered serendipitously.· So many

·6· ·things in medicine are used for one thing, and it turns

·7· ·out they have benefits in other areas; so much in

·8· ·medicine.

·9· · · · · · · ·So if you think:· Okay.· What is one of the

10· ·reasons why women have what's called genuine stress or

11· ·stress urinary incontinence?· It's because they've lost

12· ·support underneath the base of the bladder.· So when

13· ·there's an increase in intraabdominal pressure, they

14· ·cough, they jump on the trampoline, they do exercises,

15· ·they increase their intraabdominal pressure, there's loss

16· ·of support and the bladder, what's called the bladder

17· ·neck, which has an angle, that keeps them continent.

18· · · · · · · ·When they increase that pressure, it's almost

19· ·like a funnel, and that bladder neck prolapses down a

20· ·little bit and they leak a little urine and they go oh,

21· ·my goodness.· And when they do a Kegels exercise, it

22· ·tightens the muscle and it helps.

23· · · · · · · ·Well, you're putting platelet-rich plasma

24· ·into the Grafenberg's area, but some of it, if you think
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·1· ·of the anatomy, the base of the bladder is right next to

·2· ·there.· So serendipitously, this has helped with urinary

·3· ·incontinence.· It is not a urinary incontinence

·4· ·procedure.

·5· · · · · · · ·In other words, if someone comes in and says:

·6· ·I've got incontinence, I'm not going to say let's do an

·7· ·O-Shot.· But if someone comes in and is interested in

·8· ·seeing if they can enhance their sexual function and

·9· ·their odds of vaginally-activated orgasm and they happen

10· ·to have some incontinence as well, then they're a great

11· ·candidate.· Although I'm not going to tell them:· Hey,

12· ·this is going to cure your incontinence, although

13· ·frequently, it helps.

14· · · · · Q· · Got you.

15· · · · · A· · And they said there is -- most of the

16· ·information is anecdotal.· But, you know, research

17· ·information starts as anecdotal information.· There are

18· ·several articles in the literature, not in what I would

19· ·call really, really first-line journals that speak to the

20· ·efficacy of the use of platelet-rich plasma for sexual

21· ·reasons.

22· · · · · · · ·This is a real tough study to do because if

23· ·you're going to do a study like this, you have to -- it

24· ·has to be double or triple-blind.· The patient can't know
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·1· ·what she's getting.· The physician can't know.· You have

·2· ·to compare dry needling with saline with platelet-rich

·3· ·plasma, and you have to have a large study group, and

·4· ·that's going to cost a lot of money, and who is going to

·5· ·pay for that?

·6· · · · · · · ·It's not like some big drug company with some

·7· ·new drug, so it's tough research to do.· It's research

·8· ·I've talked about with Dr. Runnels, and maybe one day

·9· ·we'll do it.

10· · · · · Q· · Thank you.· Now, think back to when did you

11· ·transition from being an OB-GYN to being a cosmetic GYN

12· ·surgeon?· Do you remember?

13· · · · · A· · Yeah, sort of.· I stopped obstetrics in my

14· ·full-time practice in 1988, but between 1988 and the

15· ·early 2000s, I worked as an OB intensivist or a

16· ·hospitalist.· I delivered probably about another 3,000

17· ·babies during that time.· But beginning in 1988, I became

18· ·interested in operative endoscopy and was one of the

19· ·pioneers in this country and taught that.· And so my

20· ·practice really turned from OB-GYN and infertility to a

21· ·gynecology and operative endoscopy practice.

22· · · · · · · ·In 1997, a patient of mine who had had an

23· ·obstetrical laceration where her labrum was transected

24· ·and the edges was sort of floppy asked if I could fix
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·1· ·that.· And this was right at -- nobody was doing that

·2· ·back then.· And so I designed a procedure -- and her

·3· ·other labrum also was pretty robust.· So I designed a

·4· ·procedure which has been called the V-wedge and fixed it

·5· ·and it worked.· And she had a friend who had similar

·6· ·anatomy who came to me, and we did it and it worked

·7· ·again.

·8· · · · · · · ·And around that time, Gary Alterdon of

·9· ·Beverly Hills came up with his first paper on wedges, and

10· ·I began doing this a little bit just as part of the

11· ·practice.· And others began sort of doing this, and there

12· ·was some fledgling organizations that David Matlock down

13· ·in Los Angeles began doing this and training, Red

14· ·Allenstad begin doing this in training.· There was maybe

15· ·a handful of us you could count on one hand that in the

16· ·late '90s and early 2000s began doing this, and then I

17· ·became more and more interested in this.

18· · · · · · · ·I became interested in it because I was good

19· ·at it.· It was really helping -- the satisfaction that a

20· ·woman would experience after the surgery was impressive.

21· ·And so the practice morphed, and I began doing and

22· ·teaching in 2007.· And really for the past, I'd say, 15

23· ·years almost, my practice has been entirely menopausal

24· ·medicine, sexual medicine and genital plastics.· And I
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·1· ·turned over the sexual medicine and menopausal medicine

·2· ·to my -- to a person that I trained as a fellow, and now

·3· ·all I do is genital plastics.· So it's sort of morphed.

·4· ·I've done over 1,200 procedures altogether.

·5· · · · · Q· · Okay.· Think back to when you were just a

·6· ·traditionally-trained OB-GYN.· Did you look at the

·7· ·genitals differently then versus the way you look at it

·8· ·now?

·9· · · · · A· · Oh, goodness, yes.· When I trained docs, we

10· ·all get a little chuckle over this.· You've never had a

11· ·pelvic exam, and neither has Counsel White.· I think that

12· ·the hearing officer probably has.

13· · · · · · · ·But we've done -- Dr. Chambers and I -- we've

14· ·done thousands of exams, and my trainees have done

15· ·thousands of exams.· And we hardly look at the vulva.

16· ·Unless a woman is coming in and specifically talking

17· ·about a vulvar issue, the vulva is sort of in passing.

18· ·We'll open the introitus, put a speculum in, we'll take

19· ·the Pap smear, do our manual and regular exam.

20· · · · · · · ·If she's talking about bleeding problems,

21· ·we'll look for causes of the bleeding in the vagina.

22· ·We'll look at the uterus.· All always try to check the

23· ·ovaries and so forth and so on.· We barely look at the

24· ·vulva.· It's sort of in passing.· But once you become a
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·1· ·cosmetic gynecologist, then you're paying a lot more

·2· ·attention to other areas.· You're paying attention to the

·3· ·vulva because a lot of your clients that are coming in

·4· ·are talking about vulvar issues.· You pay more attention

·5· ·to clitoral anatomy because sometimes they're talking

·6· ·about sexual issues.· You pay attention, more attention

·7· ·to pelvic support.

·8· · · · · · · ·Now, I may have a woman who comes in and

·9· ·she's coming in for her annual exam and she's got a very

10· ·gaping -- a wide open introitus and very poor support.

11· ·I'm not about to say to her:· Hey, you've got to get

12· ·yourself fixed.· That's inappropriate.· But as I become a

13· ·cosmetic gynecologist, I may ask a question:· Is

14· ·everything okay down there?· It's like opening the door

15· ·sexually because women a lot of times are very shy about

16· ·talking about this area that has so much stigma attached.

17· · · · · · · ·So being a cosmetic gynecologist and a sexual

18· ·medicine practitioner does definitely change how you view

19· ·the practice as opposed to a general OB-GYN.· You're

20· ·doing a lot more for your patients both sexually and in

21· ·the area of pelvic support.

22· · · · · Q· · And can you explain why we do not accept

23· ·health insurance payment for these procedures?

24· · · · · A· · Well, if you're honest and not all especially
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·1· ·general gynecologists who do this kind of surgery are not

·2· ·terribly honest, that insurance doesn't cover cosmetic

·3· ·procedures.· I have mixed feelings about that.

·4· ·Financially, it's helpful for me, but it's not proper.

·5· ·And that's philosophically because there is a rich

·6· ·literature, a really rich literature in evidence-based

·7· ·literature in top-line journals that shows that a woman's

·8· ·comfort with her body, especially those parts of her body

·9· ·that has sexual connotations like breasts and bellies and

10· ·butts and vaginas and vulvas, that a woman's confidence

11· ·in that area directly affects her self-confidence and her

12· ·sexual experiences.· But this is all cosmetic.· It's

13· ·considered cosmetic.

14· · · · · · · ·Now I've never operated on a woman that

15· ·doesn't have as part of her issue a functional issue like

16· ·my lips get drawn in.· They get pinched.· When I'm

17· ·exercising, there's this discomfort.· There's usually

18· ·that.· But there's always an aesthetic issue as well.

19· ·And insurance doesn't pay for cosmetic surgery.· So

20· ·that's why.

21· · · · · · · ·And of course obviously, we all work for a

22· ·living.· All of us are getting paid.· And as a

23· ·practitioner, whether you're practicing the law or

24· ·whether you're practicing medicine, you need to get paid.
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·1· ·And you get paid better for cash procedures than you do

·2· ·from an insurance company, so it's a combination.

·3· · · · · Q· · Given the reasons for me sitting here today

·4· ·with you giving expert witness on my behalf, is it fair

·5· ·that I'm being judged as an OB-GYN?

·6· · · · · · · ·MR. WHITE:· Objection, calls for a conclusory

·7· ·statement and speculation.· Calls for a legal analysis.

·8· · · · · · · ·DR. CHAMBERS:· Dr. Goodman --

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Hold

10· ·on, Dr. Chambers.· I'm going to sustain that, for the

11· ·record.

12· · · · · · · ·And, Dr. Chambers, you can rephrase the

13· ·question.· I'd like to hear the answer.

14· · · · · Q· · (BY DR. CHAMBERS:)· Dr. Goodman, should I be

15· ·judged as an OB-GYN or as a cosmetic GYN surgeon given

16· ·what you know about this case?

17· · · · · A· · Dr. Chambers, both.· You are an OB-GYN.· You

18· ·deliver babies.· You do gynecologic surgery.· You should

19· ·be judged as a general OB-GYN in those areas.· But you've

20· ·taken over training.· It's like an orthopedic surgeon

21· ·should be judged as an orthopod and a hand surgeon if

22· ·she's taken additional training in hand surgery.

23· · · · · · · ·So you should be judged as an OB-GYN but also

24· ·as one who has taken the time, energy, effort and
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·1· ·finances to get additional training in the areas of

·2· ·sexual medicine, which general OB-GYNs do not have, and

·3· ·cosmetic gynecology, which general OB-GYNs do not have.

·4· · · · · · · ·God love general OB-GYNs.· I love OB

·5· ·generals.· We're all really -- I don't know.· I don't

·6· ·know of any OB-GYN who is not trying to help his or her

·7· ·patients.· But there's only so much training.· And that's

·8· ·why there's -- that's why individual OB-GYN's that are

·9· ·doing GYN cancer operations get additional training.

10· · · · · · · ·I mean, they didn't have those subspecialty

11· ·boards when I started out.· I was a generalist, and I was

12· ·doing big cancer operations because there wasn't anybody

13· ·else to do them.· If I got a patient with ovarian cancer

14· ·now, no, I'd turn it over to a GYN onc.· But you should

15· ·be judged both as someone who is a cosmetic gynecologist

16· ·and who is a sexual medicine practitioner.· And a general

17· ·OB-GYN, as intelligent and well-meaning and well-trained

18· ·as that individual may be, is ill-suited to judge you in

19· ·those areas in my opinion.

20· · · · · · · ·DR. CHAMBERS:· Thank you very much, Dr.

21· ·Goodman.· Thank you for your time and for your expert

22· ·testimony.· I'm most grateful.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

24· ·you, Dr. Chambers.
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·1· · · · · · · ·All right.· Counsel, we're coming up on --

·2· ·Well, we're over an hour again.· Coming up on 12:30.· And

·3· ·we have another witness at 1:30.· Now last time we did

·4· ·this, we blew through lunch, and I don't think anyone was

·5· ·really happy with that.

·6· · · · · · · ·Dr. Goodman, are you available later on

·7· ·today?· Because we have some other witnesses, and of

·8· ·course Mr. White intends to cross-examine you, and I may

·9· ·have some questions as well.· What does your day look

10· ·like?

11· · · · · · · ·THE WITNESS:· Actually, what I was going to

12· ·do today in the afternoon that I had scheduled has been

13· ·postponed to tomorrow.· No, I have time this afternoon,

14· ·Mr. White and Hearing Officer Ghusn.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

16· ·right.

17· · · · · · · ·Mr. White, do you think it's a good time to

18· ·break then?

19· · · · · · · ·MR. WHITE:· I agree.· Yes.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

21· ·then come back?· Okay.· And let me look at my notes

22· ·again.

23· · · · · · · ·THE WITNESS:· Can we estimate a time though?

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.
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·1· ·That's what I was going to try to do for you.

·2· · · · · · · ·THE WITNESS:· Or you can give me a rough

·3· ·estimate and then text me?

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·5· ·So we have --Mr. White, we have 1:30s, right, with

·6· ·Ms. Carden, Patient C.· Did you give a rebuttal for

·7· ·Ms. LaRue a time or?

·8· · · · · · · ·MR. WHITE:· No, I don't think so.· I don't

·9· ·want to speak for Brandee, but I don't think that she

10· ·probably did because Ms. Larue is just -- she's here.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

12· ·that's not a problem?

13· · · · · · · ·MR. WHITE:· Hold on a second though.· But she

14· ·does leave at 3:45, so we'd have to fit her in.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·So I'm looking at late afternoon.

17· · · · · · · ·What do you see, Mr. White?

18· · · · · · · ·MR. WHITE:· Probably the same.· Yeah.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

20· ·All right.· So ballpark, Dr. Goodman --

21· · · · · · · ·MR. WHITE:· 3:30, maybe.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

23· ·conservative.· It might even be later.

24· · · · · · · ·MR. WHITE:· I was thinking 3:30.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

·2· ·thinking 4:00 is probably realistic.

·3· · · · · · · ·Does that give you a time frame, Dr. Goodman?

·4· · · · · · · ·THE WITNESS:· It does.· I'd make myself

·5· ·available between 3:30 and 4:30 to start.

·6· · · · · · · ·Mr. White, about how much time do you

·7· ·estimate, understanding that sometimes I get loquacious,

·8· ·although I'll try not to.

·9· · · · · · · ·MR. WHITE:· I don't see any more than an

10· ·hour, maybe possibly less.

11· · · · · · · ·THE WITNESS:· Cool.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And I

13· ·may have, let's say, 15 minutes.· Who knows.· And

14· ·Mr. White and Dr. Chambers also may follow up after some

15· ·of my questions.

16· · · · · · · ·THE WITNESS:· I'll be available as of 3:30,

17· ·but if it's earlier, I've got my cell phone in my pocket,

18· ·and I'm all done with my weed eating outside today so I

19· ·can hear the phone ring.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

21· ·Perfect.· Okay.· And so we'll logistically, Dr. Chambers

22· ·can reach out to you.· Is that how we'll work it?

23· · · · · · · ·THE WITNESS:· Yes.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Dr.
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·1· ·Chambers, you can text or call or something Dr. Goodman,

·2· ·and we'll take a break and give him a chance to log on

·3· ·with the sound, right?

·4· · · · · · · ·DR. CHAMBERS:· Will do.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·6· ·Perfect.· Thank you so much for your time, everybody.

·7· ·And is there anything else we need?

·8· · · · · · · ·Ms. Hansen, are you good to go at 1:30?

·9· · · · · · · ·THE COURT REPORTER:· I'm good to go at 1:30.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· See

11· ·everybody then.· Go stretch and eat and get some fresh

12· ·air.

13· · · · · · · · · · · · · · (Recess.)

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Good

15· ·afternoon again.· I'm Hearing Officer Nancy Moss Ghusn,

16· ·and this is the time and place for the continued hearing

17· ·in the matter of Dr. George Chambers.

18· · · · · · · ·We have the parties that we need here.

19· ·However, I am going to check because we have names out

20· ·there, and for those of you who were with us in the

21· ·morning, you know that I'm going to ask if anybody that I

22· ·see is a witness coming up.· And I will go through.

23· · · · · · · ·Ms. Norton, Jennifer Norton, is not a

24· ·witness.· I think you were here this morning.
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·1· · · · · · · ·MS. NORTON:· Correct.· I'm not a witness.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·3· ·And Burbank, I think we checked earlier, is not a

·4· ·witness.· And Laura, I think she said, would be in and

·5· ·out.· It is media?

·6· · · · · · · ·MS. MOONEYHAN:· Can we hold just a moment?

·7· ·We're having some technical difficulties here at the

·8· ·medical board.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sure.

10· · · · · · · ·Let me check with the people that are here

11· ·first.

12· · · · · · · ·MS. MOONEYHAN:· We can't see them.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I see

14· ·the names, so at least we'll have that done.· So and

15· ·forgive me if I mispronounce names.· Natalia Demilanta?

16· ·Natalia Demilanta is not a witness; is that correct?

17· ·We'll come back.

18· · · · · · · ·Jennifer Norton, I think, was here earlier

19· ·and is not a witness; is that correct?

20· · · · · · · ·DR. CHAMBERS:· Ms. Demilanta is not a

21· ·witness.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Is

23· ·that Dr. Chambers?· Did you say that?

24· · · · · · · ·DR. CHAMBERS:· Yes.· Ms. Demilanta is not a
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·1· ·witness.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Do you

·3· ·recognize anybody else, Dr. Chambers?

·4· · · · · · · ·DR. CHAMBERS:· I don't.· Just Ms. Carden.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We

·6· ·know Laura isn't.· Lily Woods?· Confirming.· We would

·7· ·know if they were witnesses, right?· Both sides are here?

·8· · · · · · · ·MS. MOONEYHAN:· I don't recognize any of

·9· ·these names.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· They

11· ·could be using someone else's computer though.

12· · · · · · · ·Lily Woods?

13· · · · · · · ·MS. WOODS:· Hi.· I'm not a witness.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

15· ·Thank you very much.

16· · · · · · · ·Josephine.

17· · · · · · · ·JOSEPHINE:· I am not a witness.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

19· ·you very much.· I think that's good because we had -- I

20· ·think that's everyone.

21· · · · · · · ·Dr. Chambers, Ms. Mooneyhan, are you good

22· ·with that?

23· · · · · · · ·MS. MOONEYHAN:· Yes, I believe that's

24· ·everyone that I could see.· I think we need --
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· How

·2· ·much time?· Do we need a five-minute break for your IT to

·3· ·tweak things?

·4· · · · · · · ·MS. MOONEYHAN:· Yes, please.· Yes, please.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·6· ·Five minutes.· I'll be right back.

·7· · · · · · · · · · · · · ·(Recess.)

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Back

·9· ·on the record in the matter of George Chambers, M.D.

10· · · · · · · ·A couple of preliminary matters.· We have

11· ·checked to see if there were any other witnesses in the

12· ·audience and confirmed there were not.· Thank you all for

13· ·remaining muted.

14· · · · · · · ·Any other preliminary matters, Ms. Mooneyhan?

15· · · · · · · ·MS. MOONEYHAN:· None from me.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

17· · · · · · · ·Dr. Chambers.

18· · · · · · · ·DR. CHAMBERS:· Not from me.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'd

20· ·like to have Ms. Carden sworn, please.

21

22

23

24
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·1· · · · · · · · · · · · ·CASEY CARDEN,

·2· · · · · · · having been first duly sworn, was

·3· · · · · · · examined and testified as follows:

·4

·5· · · · · · · · · · ·DIRECT EXAMINATION

·6· ·BY MS. MOONEYHAN:

·7· · · · · Q· · Ms. Carden, will you please state your full

·8· ·name and spell your first and last name for the record,

·9· ·please.

10· · · · · A· · Yes.· Casey Carden:· C-A-S-E-Y.· C-A-R-D-E-N.

11· · · · · Q· · And do you know the respondent in this

12· ·matter, Dr. George Chambers?

13· · · · · A· · Yes.

14· · · · · Q· · And how do you know Dr. Chambers?

15· · · · · A· · Dr. Chambers was my doctor, and then I worked

16· ·for him as a receptionist.

17· · · · · Q· · Okay.· How long approximately, if you know,

18· ·were you a patient of Dr. Chambers?

19· · · · · A· · Probably like ten years, I would say.· Yeah,

20· ·no.· Probably like eight to ten years.

21· · · · · Q· · Do you know approximately the years?· Do you

22· ·know when did you stop being a patient of Dr. Chambers?

23· · · · · A· · Last year.

24· · · · · Q· · You said you also worked for him as a
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·1· ·receptionist.· Was that your title?

·2· · · · · A· · Yes.

·3· · · · · Q· · And how long do you think you worked for

·4· ·Dr. Chambers?

·5· · · · · A· · I don't know it approximately, but it was

·6· ·under a year.· Maybe like eight or nine months maybe.

·7· · · · · Q· · Do you know when that eight or nine months

·8· ·were?

·9· · · · · A· · I honestly don't.· Was it like 2020 maybe?

10· ·2000 -- maybe beginning -- Honestly, sorry, like I really

11· ·don't know.

12· · · · · Q· · Do you remember COVID restrictions being in

13· ·place while you worked for him?

14· · · · · A· · Yeah, I remember wearing a mask and, you

15· ·know, stuff like that.

16· · · · · Q· · Okay.· Have you spoken to Dr. Chambers

17· ·recently?

18· · · · · A· · Yes.

19· · · · · Q· · Approximately how recently?

20· · · · · A· · A couple weeks ago, I called him.· I wanted

21· ·to let him know that I would be testifying against him,

22· ·and we had a brief conversation.

23· · · · · Q· · Would you say that you're still on friendly

24· ·terms with Dr. Chambers?
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·1· · · · · A· · I wouldn't say like we're friends like we

·2· ·talk often or anything.· I just, I mean, I, you know, I

·3· ·just wanted to like -- I didn't want him to be blind

·4· ·sided to see me testifying against him.· I felt like I

·5· ·wanted to let him know that.

·6· · · · · Q· · Okay.

·7· · · · · A· · And previously, like he had said that his

·8· ·lawyer wanted to like, you know, she had questions for me

·9· ·and, you know, I just wanted to see if that was still

10· ·same.

11· · · · · Q· · Okay.· Why did you leave your employment at

12· ·Dr. Chambers' practice?

13· · · · · A· · It was, I don't know, like sometimes like I

14· ·didn't get paid like consistently.· And I just felt like

15· ·it was just time.

16· · · · · Q· · Okay.· Did you ever act as a chaperon in

17· ·Dr. Chambers' practice?

18· · · · · A· · Yes.

19· · · · · Q· · And how often would you say you acted as a

20· ·chaperon?

21· · · · · A· · Not every day, but I'd say like it was like

22· ·semi-consistent like I don't know.· Not like terribly

23· ·often, but not like, you know, only like once a month.

24· ·I'd say it was irregular, but I don't know.· Maybe like a
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·1· ·couple of times a month if there was like an underage

·2· ·patient or someone that he just wanted me to be in the

·3· ·room.

·4· · · · · Q· · Okay.· So you didn't act as a chaperon with

·5· ·every patient?

·6· · · · · A· · No.· I was like mainly doing reception stuff.

·7· · · · · Q· · Were you Dr. Chambers' only employee while

·8· ·you were employed there?

·9· · · · · A· · Like in the office and then he had someone

10· ·doing insurance stuff out of the office, but I don't like

11· ·I didn't ever like see her.· I think she came in like one

12· ·time and I met her, but yeah.· And then there was another

13· ·nurse that was in the office that she was like doing her

14· ·own plastic surgery practice, but she wasn't like an

15· ·employee of Dr. Chambers.· She was there like towards the

16· ·end of my employment.

17· · · · · Q· · Okay.· How often -- what was your -- Did you

18· ·work full-time?· Part-time?· What were your hours like?

19· · · · · A· · It wasn't 40 hours a week, but I think it was

20· ·like -- it was more than part-time.· Like maybe like 30

21· ·hours a week, I think it would usually work out to be.

22· ·Sometimes it varied because, you know, he would leave

23· ·early if he got called to the hospital or something like

24· ·that, and then there would be no reason for me to be
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·1· ·there if there wasn't patients.

·2· · · · · Q· · Okay.· Sorry.· I forgot to ask one question

·3· ·about acting as a chaperon.· Did you have any training

·4· ·about acting as a chaperon?

·5· · · · · A· · No.

·6· · · · · Q· · Did you ever get COVID while you were working

·7· ·for Dr. Chambers?

·8· · · · · A· · I've had COVID multiple times.· I don't know

·9· ·if I got it while I was working for him.· I'm trying to

10· ·think.· No, I think the first time I got it was after I

11· ·was done working for him, I think, but I'm -- honestly, I

12· ·don't think so.

13· · · · · Q· · Okay.· Thank you.· Do you remember

14· ·Dr. Chambers, if he had a written COVID policy?

15· · · · · A· · Yeah.· We had something in the lobby that

16· ·said like, you know, you have to keep your mask on.· Like

17· ·something along those lines.· I remember he was strict

18· ·about patients wearing masks, but I don't -- I don't

19· ·know.

20· · · · · Q· · The times you did act as a chaperon, where

21· ·did you stand?

22· · · · · A· · Somewhere in the room.· Sometimes like in the

23· ·doorway or, you know, sometimes like behind him or off to

24· ·the side.
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·1· · · · · Q· · When you chaperoned from the doorway, did you

·2· ·have a view of what was going on?

·3· · · · · A· · Oh, yeah.· I mean, like if I was in the

·4· ·doorway, like I would be like actually in the room.

·5· · · · · Q· · Okay.· So I just -- so you considered being

·6· ·in the doorway being in the room?

·7· · · · · A· · Yeah.· Like, I mean, like I would be on like

·8· ·on the inside of the doorway.· Sorry if that's not --

·9· ·yeah.

10· · · · · Q· · You're familiar with Patient A in this

11· ·matter?

12· · · · · A· · Yes.

13· · · · · Q· · I know you have a binder of exhibits, so when

14· ·we say Patient A, you know who we're referring to?

15· · · · · A· · Yes.

16· · · · · Q· · And do you remember her visit to

17· ·Dr. Chambers' office?

18· · · · · A· · Yeah, I do.

19· · · · · Q· · Were you asked to chaperon her visit?

20· · · · · A· · No.· I was doing charts while she was getting

21· ·seen.

22· · · · · Q· · What does doing charts entail?

23· · · · · A· · I was just printing out name labels and

24· ·putting them on paper charts at the back desk.
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·1· · · · · Q· · While you were doing that, could you see into

·2· ·the room?

·3· · · · · A· · I don't -- I think the door was closed.  I

·4· ·don't recall seeing into the room, but --

·5· · · · · Q· · Could you hear what Dr. Chambers and Patient

·6· ·A were discussing?

·7· · · · · A· · Not like what they were discussing, but

·8· ·Dr. Chambers has a pretty deep voice, so like it wouldn't

·9· ·be out of the ordinary for me to be able to kind of like

10· ·not hear what they were talking about, but hear like

11· ·laughter of, you know, kind of like muffled a little bit

12· ·through the doorway.· But no, I don't recall hearing

13· ·anything like -- I don't know.· Maybe I heard them

14· ·talking, but I wouldn't have been able to like decipher

15· ·what they were saying if I did hear it.

16· · · · · Q· · Would you say you had familiarity with

17· ·Dr. Chambers' files in your position as a receptionist?

18· · · · · A· · Yeah.· I mean, like I wouldn't -- like I

19· ·wouldn't be reading people's files as I was putting their

20· ·names on them, but like familiarity how?

21· · · · · Q· · Well, do you know what would have been

22· ·included in them?

23· · · · · A· · I mean, I wouldn't have any reason to like

24· ·open them and look like through them.· Like if I was just
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·1· ·putting the names on them like that would be maybe like

·2· ·opening the first page, confirming that was the person,

·3· ·putting the name on the chart.· Yeah.

·4· · · · · Q· · Regarding Patient A's visit, did you speak to

·5· ·her before her examination?

·6· · · · · A· · Yes.· She and I had a pretty long

·7· ·conversation when she first arrived.

·8· · · · · Q· · Okay.· Was Dr. Chambers there during that

·9· ·conversation?

10· · · · · A· · I don't think so.· I mean, he might have been

11· ·behind me somewhere like in the back office, but no, I

12· ·remember being like at the front desk and talking to her

13· ·about her purse, talking about, you know, being moms and

14· ·just generic conversation, but she was really friendly.

15· · · · · Q· · Did you speak to her after her encounter with

16· ·Dr. Chambers?

17· · · · · A· · Yes.· Yeah.· I checked her out and then we

18· ·discussed she was going to be doing -- Is it okay if I

19· ·say this?

20· · · · · Q· · Well, sure.· I mean, my next question was

21· ·going to be what the contents of that conversation were.

22· · · · · A· · Okay.· So she was going to be doing like a

23· ·vaginal like reconstructing surgery, and she seemed

24· ·really excited about it, you know.· We talked about how
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·1· ·we don't do a lot for ourselves as moms and you kind of

·2· ·neglect yourself and, you know, she's excited about it

·3· ·saying she was finally going to do something for herself

·4· ·that she deserved and she hoped that I could do something

·5· ·for myself as a mom and just, you know, stuff like that.

·6· · · · · Q· · Was Dr. Chambers there while you were having

·7· ·that conversation?

·8· · · · · A· · I don't believe so.

·9· · · · · Q· · Did you ever talk to Patient A?· Did you

10· ·follow up to schedule the surgery?

11· · · · · A· · I did.· I tried to reach out to her, and I

12· ·never got in touch with her after that.· And I remember

13· ·talking to Dr. Chambers about it and just being kind of

14· ·like hey, like, you know, I didn't get in touch with

15· ·Patient A.· That's weird because she was so -- she was

16· ·like overly excited about the surgery and she seemed

17· ·really, you know, like she wanted to do it, so I was

18· ·surprised that she didn't like schedule, you know, like

19· ·immediately.

20· · · · · · · ·Like usually if someone is going to do that,

21· ·when you call them, they're like:· Hey, I want to

22· ·schedule.· Like let's do this now.· And I never -- I

23· ·didn't talk to her again after that.· So I thought it was

24· ·strange.
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·1· · · · · Q· · Okay.· While you were a patient of

·2· ·Dr. Chambers, did you ever have cosmetic gynecological

·3· ·surgery?

·4· · · · · A· · No.

·5· · · · · Q· · Did Dr. Chambers ever offer you money to pose

·6· ·for photos?

·7· · · · · A· · Yeah, once for like the AVN.· I don't know or

·8· ·I don't know some adult porn convention that he would

·9· ·like sponsor or something.· And he asked if I would be

10· ·interested in posing for those pictures, and I said no.

11· · · · · Q· · Just a moment, please.· While you acted as a

12· ·receptionist, did Dr. Chambers ever show you photos of

13· ·his patients' genitals?

14· · · · · A· · I did see a couple photos.· One time a girl

15· ·was there and I was like:· Hey, like, you know, look at

16· ·this.· Like can you believe this?· Like look at this

17· ·work.· And, you know, something like that.· But I think

18· ·like a couple times like I saw like pictures of like the

19· ·vaginal reconstructive surgeries.

20· · · · · Q· · Did Dr. Chambers ever show you those photos

21· ·or were those -- Sorry.· Let me finish there.· Did

22· ·Dr. Chambers ever show you those photos?

23· · · · · A· · Yeah.

24· · · · · Q· · Do you know approximately how many times?
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·1· · · · · A· · I don't.· I don't know.· Not that many.· I'm

·2· ·so sorry.

·3· · · · · · · ·Hazel, you cannot be up here, Honey.· You

·4· ·have to go downstairs.· Go downstairs, okay?· Be careful.

·5· · · · · · · ·I'm so sorry.

·6· · · · · Q· · No problem.

·7· · · · · A· · I apologize.

·8· · · · · Q· · Not at all.· Do you recall the context in

·9· ·which you were shown those photos?

10· · · · · A· · Just the context would have been like, you

11· ·know, showing the work that was done.

12· · · · · · · ·MS. MOONEYHAN:· Thank you.· I have no further

13· ·questions at this time.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

15· · · · · · · ·Dr. Chambers?

16

17· · · · · · · · · · · CROSS-EXAMINATION

18· ·BY DR. CHAMBERS:

19· · · · · Q· · Hi, Casey.· Good afternoon.

20· · · · · A· · Hi.· Good afternoon.

21· · · · · Q· · Did you remain a receptionist the entire time

22· ·you worked with me?

23· · · · · A· · Yeah.

24· · · · · Q· · Did you get promoted to the manager position?
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·1· · · · · A· · Well, yeah.· I mean, I guess like you said,

·2· ·that I would be like office manager.

·3· · · · · Q· · Do you have in front of you the book --

·4· · · · · A· · I don't.

·5· · · · · Q· · -- that shows the exhibits?

·6· · · · · A· · I don't.· I'm so sorry.· I don't have the

·7· ·binder.· I'm in Pennsylvania, and I was nervous about

·8· ·traveling with something like that, so I apologize.  I

·9· ·don't have it.· But I did look at it, so I should be able

10· ·to answer most questions about it.

11· · · · · · · ·DR. CHAMBERS:· Ms. Ghusn --

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

13· · · · · · · ·DR. CHAMBERS:· -- there was an email that she

14· ·sent me on May 18th, 2022.· How can I get her to read

15· ·that?

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Do we

17· ·have that as an exhibit, Ms. Mooneyhan?

18· · · · · · · ·DR. CHAMBERS:· It is.· It is on Exhibit 3,

19· ·page NSBME 0028.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Is

21· ·this one of your exhibits?

22· · · · · · · ·DR. CHAMBERS:· It's one of the Board's

23· ·exhibits.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Hold

http://www.litigationservices.com


Page 140
·1· ·on.· We might be able to do this easily.

·2· · · · · · · ·THE WITNESS:· Okay.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· It's

·4· ·already admitted.· Okay.

·5· · · · · · · ·THE WITNESS:· Sorry.· I should have brought

·6· ·the book.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· It's

·8· ·okay.· We're fine.· It's Exhibit 3.

·9· · · · · · · ·DR. CHAMBERS:· Yes.· Do you have the emails,

10· ·Casey?

11· · · · · · · ·THE WITNESS:· I do.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Just a

13· ·moment, Dr. Chambers.· Hold on.· I'm sorry,

14· ·Ms. Mooneyhan.· What?

15· · · · · · · ·MS. MOONEYHAN:· It's page 28.

16· · · · · · · ·DR. CHAMBERS:· Oh, 28.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

18· ·right.· Ms. Mooneyhan, would you have any objection to

19· ·this being read by one of us if it's admitted into

20· ·evidence?

21· · · · · · · ·MS. MOONEYHAN:· I don't.· My only precaution

22· ·would be when Patient A's name is mentioned that we say

23· ·"Patient A" instead of her actual name.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.
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·1· ·Do you have a preference?· Because this is unusual under

·2· ·the circumstances.· Would you like me to read it, would

·3· ·you like Dr. Chambers to read it, or would you like us to

·4· ·take a break and email it to Ms. Carden?

·5· · · · · · · ·DR. CHAMBERS:· Would you please email it to

·6· ·her so she'll read it?· Because I'd also like her to

·7· ·authenticate it.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·9· ·It's not admitted then.

10· · · · · · · ·MS. MOONEYHAN:· It is admitted.· It is

11· ·admitted.· He included it as part of Patient A's records,

12· ·and it was admitted during our case-in-chief.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

14· ·That's what I was wondering.

15· · · · · · · ·MS. MOONEYHAN:· And I can scan it and email

16· ·it to Ms. Carden.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

18· ·Ms. Carden, do you have access to email where you are?

19· · · · · · · ·THE WITNESS:· Yeah.· Yeah, if you guys send

20· ·it to my email.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Can

22· ·you log on?

23· · · · · · · ·THE WITNESS:· Yeah.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.
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·1· · · · · · · ·THE WITNESS:· Can you tell me, is the email

·2· ·address Casey.Carden@yahoo.com?· Is that the one?

·3· · · · · · · ·MS. MOONEYHAN:· Yes, it is.

·4· · · · · · · ·THE WITNESS:· Yeah, I'll be able to read

·5· ·that.

·6· · · · · · · ·MS. MOONEYHAN:· Okay.· I'm going to need

·7· ·about five minutes.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sounds

·9· ·good.· And it is 2:03, so we'll see you in a few.

10· · · · · · · · · · · · · ·(Recess.)

11· · · · · · · ·THE WITNESS:· I'm here.· I read the email.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sounds

13· ·like it worked.

14· · · · · · · ·THE WITNESS:· Yes, yeah.· I just read it, and

15· ·yeah, I recall.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Just a

17· ·moment.· Are we back on the record?

18· · · · · · · ·MS. MOONEYHAN:· Before we do that, I just

19· ·wanted to let you know there is one more person in the

20· ·waiting room that Ms. Fuentes is going to admit.· Her

21· ·name is Claire Claudie, and I think she was here this

22· ·morning, but I just want to let you know there's going to

23· ·be one more person joining the group.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'll
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·1· ·check.· Thank you, Ms. Mooneyhan.

·2· · · · · · · ·Dr. Chambers, you don't know this person?

·3· · · · · · · ·MS. MOONEYHAN:· You're on mute, Dr. Chambers.

·4· · · · · · · ·DR. CHAMBERS:· She's an observer.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Do you

·6· ·know her?

·7· · · · · · · ·DR. CHAMBERS:· Yes.· She's one of my

·8· ·patients.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

10· ·Not a witness then?

11· · · · · · · ·DR. CHAMBERS:· No.

12· · · · · · · ·MS. CLAUDIE:· Is that me, Claire?

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

14· · · · · · · ·MS. CLAUDIE:· Sorry.· I was having troubles

15· ·logging in.· I'm just an observer.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Just

17· ·go ahead and mute.· Thank you very much.

18· · · · · · · ·See anyone else, Ms. Mooneyhan?

19· · · · · · · ·MS. MOONEYHAN:· No.· The only other person in

20· ·the waiting room is Patient C, and that's where she

21· ·should stay for me.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

23· ·back on record.· Go ahead.

24· · · · · Q· · (BY MR. CHAMBERS:)· Casey, would you please
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·1· ·read aloud what you wrote to me, please, all of it?

·2· · · · · A· · Yes.

·3· · · · · Q· · Thank you.

·4· · · · · A· · A little winded.· Sorry.· "To whom it may

·5· ·concern.· The following is a statement I was asked to

·6· ·write by Dr. George Chambers regarding Patient A.· When

·7· ·asked by Dr. Chambers if I recall the patient, I said

·8· ·that I had.· He asked me to recount the interaction I had

·9· ·with her that day.· Patient A was very pleasant when she

10· ·came in for her appointment."

11· · · · · · · ·"After checking her in, we made small talk

12· ·about her purse, little pleasantries.· When she was

13· ·called back to the room with Dr. Chambers, I was in the

14· ·back desk area making labels for the charts that didn't

15· ·have names on them.· I didn't hear anything out of the

16· ·ordinary.· When Patient A exited the room, we talked

17· ·while I checked her out.· She was very excited at the

18· ·prospect of having the reconstruction surgery, and we

19· ·talked in depth about how we as mothers deny ourselves of

20· ·the things that we need in order to take care of our

21· ·children."

22· · · · · · · ·"She was ecstatic said she had taken care of

23· ·her kids and it was her time to take care of herself.  I

24· ·told her she deserved the procedure and she told me I
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·1· ·hoped I could do something to take care of myself as

·2· ·well.· Our interaction was very pleasant, and the

·3· ·conversation lasted longer than it does with most

·4· ·patients.· Regards, Casey Carden."

·5· · · · · Q· · When we finished the consultation -- Where

·6· ·did you have the conversation with Patient A?

·7· · · · · A· · At the like the desk like not at the front

·8· ·desk, but the desk to the side where I would check out

·9· ·patients where we had our credit card machine and the

10· ·computer to check patients out.

11· · · · · Q· · Where was I during that time?

12· · · · · A· · I mean, I think you were in the back area,

13· ·but like you were always kind of underfoot, so like I

14· ·don't -- I can't say for certain if you were like there

15· ·or you weren't there.· If you were there, I don't

16· ·recall --

17· · · · · Q· · Okay.

18· · · · · A· · -- our conversation.· Sorry.· I honestly

19· ·don't.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

21· ·don't have to speculate, Ms. Carden.

22· · · · · Q· · (BY DR. CHAMBERS:)· No, that's okay.· You

23· ·said you could not recall having COVID while you were

24· ·employed by me.
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·1· · · · · A· · Uh-huh.· Yeah.· I don't.

·2· · · · · · · ·DR. CHAMBERS:· Ms. Ghusn, is it okay if I

·3· ·read a text message from her with the date?

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·5· ·Ms. Mooneyhan?

·6· · · · · · · ·MS. MOONEYHAN:· Well, Your Honor --

·7· · · · · · · ·DR. CHAMBERS:· It goes to that COVID

·8· ·discussion.

·9· · · · · · · ·MS. MOONEYHAN:· I mean, it sort of depends on

10· ·how she's going to frame it.· She's already answered the

11· ·question she doesn't recall.

12· · · · · · · ·DR. CHAMBERS:· Well, I'm reading it to

13· ·confirm that to refresh her memory.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Dates.

15· · · · · · · ·DR. CHAMBERS:· Yes.· Yes.· There's also dates

16· ·here.· May I?

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

18· ·Ms. Mooneyhan?· Just a moment.

19· · · · · · · ·MS. MOONEYHAN:· Well, I think if he can ask

20· ·it in a way if it refreshes Ms. Carden's recollection.

21· ·Obviously, if she doesn't have the text, she can't say

22· ·whether she received it or not or whether it stated that

23· ·date or not.· But if it refreshes her memory, then I

24· ·think it may be appropriate.
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·1· · · · · Q· · (BY DR. CHAMBERS:)· Ms. Carden, do you save

·2· ·your text messages with me?

·3· · · · · A· · No.· And I've had a new maybe one or two new

·4· ·phones since then, so --

·5· · · · · Q· · Got you.· Do you recall Hazel having tested

·6· ·positive for COVID while you were working for me?

·7· · · · · A· · I don't recall, but again, she's also had

·8· ·COVID multiple times.

·9· · · · · Q· · This one was dated December 13th, 2021.

10· · · · · A· · That would have been after her birthday

11· ·party.· I didn't realize I was working for you that late.

12· ·That would fit in the timeline because the first time she

13· ·got it was after her birthday party, which was November

14· ·25th.· So that would --

15· · · · · Q· · Do you recall -- No, you don't recall.

16· · · · · · · ·Ms. Ghusn, may I read the text message?

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

18· · · · · · · ·Ms. Mooneyhan?

19· · · · · · · ·MS. MOONEYHAN:· Well, I have a question about

20· ·its relevance.· I believe he just said that it was dated

21· ·December 13th, 2021, and Ms. Carden testified that she

22· ·worked for him for about eight or nine months

23· ·approximately 2020.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I will
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·1· ·tell you actually, Ms. Mooneyhan, excuse me.· Some of my

·2· ·questions were going to be about trying to nail down

·3· ·these dates and these time frames if she could.· So if

·4· ·this takes care of some of that, I'm going to have fewer

·5· ·questions later because it was kind of broad and vague

·6· ·and this may be helpful, so I find it relevant.

·7· · · · · · · ·DR. CHAMBERS:· Thank you.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That

·9· ·being said, that was your objection based on relevance?

10· · · · · · · ·MS. MOONEYHAN:· Well, yes, because if I

11· ·remember correctly from a few minutes ago, Ms. Carden

12· ·testified that she worked for Dr. Chambers for eight to

13· ·nine months, and some of that was in 2020.· If she had

14· ·COVID, if her daughter had COVID in 2020, December of

15· ·2021, I'm not sure if those times overlap, but if you

16· ·want to explore that.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

18· ·I absolutely would like to get a better -- if possible,

19· ·better handle on dates.· And if this helps, yeah.· Do you

20· ·have any objection to Dr. Chambers reading it?

21· · · · · · · ·MS. MOONEYHAN:· Well, we don't have a copy of

22· ·the text, and it hasn't been produced, and Ms. Carden

23· ·also doesn't have a copy.· So, I mean, we're basically

24· ·relying on Dr. Chambers to --
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Unless

·2· ·we re-send everything again or forward it.· I'm a little

·3· ·impatient about that because I think it could be helpful,

·4· ·but we allowed this previous document to be sent to her.

·5· · · · · · · ·MS. MOONEYHAN:· That was admitted, an

·6· ·admitted exhibit.· This is a text message that he has

·7· ·never shared with anybody.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

·9· ·true.

10· · · · · · · ·DR. CHAMBERS:· Well, it wasn't relevant

11· ·before now.

12· · · · · · · ·MS. MOONEYHAN:· I would argue it's not

13· ·relevant now.

14· · · · · · · ·DR. CHAMBERS:· Well, I think it is.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·The problem, Dr. Chambers, as much as I'd like to get a

17· ·handle on the dates, if we're going to dance around this,

18· ·is it wasn't produced and it's not admitted into

19· ·evidence.· There are relaxed rules of evidence in these

20· ·administrative hearings.

21· · · · · · · ·DR. CHAMBERS:· Well, this was sent from the

22· ·same number that Casey called me from recently, so --

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Do you

24· ·know another way possibly -- Ms. Mooneyhan, would you
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·1· ·object if Dr. Chambers testifies some more, which we've

·2· ·reserved that possibility if he testified to it without

·3· ·reading it?

·4· · · · · · · ·MS. MOONEYHAN:· Well, does Ms. Carden recall

·5· ·sending a text about COVID in approximately 2021?

·6· · · · · · · ·THE WITNESS:· I don't, but to be very, very

·7· ·honest with you, I don't have a great memory, and like I

·8· ·am unsure about the dates that I worked for Dr. Chambers.

·9· ·That's the honest truth.· So the fact that I don't

10· ·recall, it doesn't mean it wasn't sent.· I don't know.

11· ·I'm not -- it -- I don't know.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

13· ·This is what we're going to do.

14· · · · · · · ·And, Dr. Chambers, I'm not tickled about

15· ·this.· I actually like to know and I'd like to have a

16· ·better handle on the dates because I can see Ms. Carden

17· ·is having some difficulty recalling dates and date

18· ·ranges, but there are too many pitfalls in this one.

19· ·There are too many layers, even with relaxed rules of

20· ·evidence, for me to admit it over objection.

21· · · · · Q· · (BY DR. CHAMBERS:)· Okay.· All right.· Was

22· ·there ever a time that you had to call out because you or

23· ·Hazel had COVID?

24· · · · · · · ·MS. MOONEYHAN:· Objection, asked and
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·1· ·answered.

·2· · · · · Q· · (BY DR. CHAMBERS:)· Was there ever a time

·3· ·when we had to reschedule patients because of COVID?

·4· · · · · A· · Because of Hazel's COVID or --

·5· · · · · Q· · Because of COVID in general.

·6· · · · · A· · Yeah, I remember some patients having COVID.

·7· ·Yeah, I remember.

·8· · · · · Q· · Okay.· How about me having to close the

·9· ·office because of COVID?

10· · · · · A· · I don't recall.· Sorry.

11· · · · · Q· · Do you recall me ever having had COVID?

12· · · · · A· · I don't recall it.

13· · · · · Q· · Okay.· All right.· Well, without the ability

14· ·to authenticate this text message, I have no further

15· ·questions for Ms. -- Oh, one more question.· Did I

16· ·examine every patient who I saw in the office?

17· · · · · A· · You mean like --

18· · · · · Q· · Patients coming for a visit.· Did all of them

19· ·require examination?

20· · · · · A· · You mean like an examination where they would

21· ·like dress down and then --

22· · · · · Q· · Correct.· Correct.

23· · · · · A· · No.· Sometimes like the patient would need

24· ·something or --
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·1· · · · · Q· · Did all of them require an examination?

·2· · · · · A· · No.

·3· · · · · Q· · Okay.· Do you recall when Patient A made her

·4· ·appointment to see me, do you recall what that

·5· ·appointment was for?

·6· · · · · A· · I don't recall making the appointment with

·7· ·her, but I do recall her being there, and it was for the

·8· ·vaginal reconstructive surgery.

·9· · · · · · · ·DR. CHAMBERS:· Okay.· Thank you very much,

10· ·Ms. Carden.

11· · · · · · · ·THE WITNESS:· Thank you.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

13· · · · · · · ·Ms. Mooneyhan.

14· · · · · · · ·MS. MOONEYHAN:· I have no further questions.

15

16· · · · · · · · · · · · ·EXAMINATION

17· ·BY ADMINISTRATIVE HEARING OFFICER GHUSN:

18· · · · · Q· · Okay.· Ms. Carden, I just want to clarify a

19· ·couple things to make sure I understood.· So I jotted

20· ·down that you believe you were Dr. Chambers' patient for

21· ·approximately eight to ten years.· Is that correct?

22· · · · · A· · Yeah.· That's like a rough estimate because

23· ·I'm thinking that my daughter is seven and a half.  I

24· ·stopped being his patient like last year, so it would be
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·1· ·like six and a half.· And I think the first time I saw

·2· ·him was maybe like two years before she was born, so --

·3· · · · · Q· · So approximately what year was that?· And

·4· ·Hazel is your daughter?· Let me clarify that too.

·5· · · · · A· · Yeah, sorry.· So she was born November 25th,

·6· ·2015.· And I think like the first time I saw Dr. Chambers

·7· ·was like around two years before that.

·8· · · · · Q· · Okay.· So I understand.· Don't speculate, so

·9· ·approximately 2013, you said, so that would make sense if

10· ·you saw him until approximately you said last year, so

11· ·2022?

12· · · · · A· · Yeah, I believe so.· Yeah.

13· · · · · Q· · You don't remember more specifically when you

14· ·quit going to him as a patient?

15· · · · · A· · I think it was more than a year ago but not

16· ·more than -- I mean now that I know that I was working

17· ·there in December of 2021 then, I mean, it probably would

18· ·be like early 2022.· But again, I am just speculating

19· ·because I honestly don't know.

20· · · · · Q· · Okay.· I also jotted down that you didn't --

21· ·that you stopped working for him because you weren't

22· ·consistently getting paid; correct?

23· · · · · A· · Yeah.

24· · · · · Q· · You said?· And it was time to move on.· Is
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·1· ·that what you said?

·2· · · · · A· · Yes.

·3· · · · · Q· · I'm sorry.· Nothing more specific than that?

·4· · · · · A· · I mean, probably, you know, I was taking

·5· ·classes.

·6· · · · · Q· · Don't speculate.

·7· · · · · A· · Okay.

·8· · · · · Q· · You don't have to speculate.· No probably.

·9· ·Okay.· But you continued being a patient after you

10· ·discontinued working for him; is that correct?

11· · · · · · · ·Sorry.· I couldn't hear you.

12· · · · · A· · Yes.

13· · · · · Q· · Yes?· So you were comfortable being his

14· ·patient?

15· · · · · A· · Yes.

16· · · · · Q· · Why did you stop being his patient?

17· · · · · A· · I don't -- I don't honestly recall.  I

18· ·remember that I had heard this one doctor was good, and I

19· ·went to him.· I guess that's probably the biggest reason

20· ·why.· I don't really recall.· Sometimes with

21· ·Dr. Chambers, you would wait to see him quite a while.

22· ·You could be in the waiting room like two, three hours.

23· ·Having a child is not super conducive to that.

24· · · · · Q· · Okay.· So you also testified -- and I'm
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·1· ·trying to find it in my notes -- that you worked for him

·2· ·for under a year?

·3· · · · · A· · Yeah.

·4· · · · · Q· · Is that right?· Maybe eight to nine months, I

·5· ·think you said?

·6· · · · · A· · Pretty positive it was under a year.

·7· · · · · Q· · And we don't remember what year?

·8· · · · · A· · I'm really embarrassed about it, but

·9· ·honestly, I don't.· I don't have a great memory.

10· · · · · Q· · Okay.· Do you remember there being a

11· ·receptionist there before you were a receptionist?

12· · · · · A· · Yeah.· I remember the receptionist when I was

13· ·a patient there.· I remember them well.· Do you want her

14· ·name?

15· · · · · Q· · No, that's okay.· When you were a patient all

16· ·those years and you went in for your exams, did

17· ·Dr. Chambers have a chaperon?

18· · · · · A· · Yeah.

19· · · · · Q· · Did she have someone in the -- Yes?

20· · · · · A· · Yes.· Yeah.· Her name was -- She was his

21· ·medical assistant, I believe.· Anelle.· Sometimes Shasta

22· ·would be in the room.· She was the receptionist.

23· · · · · Q· · Do you ever remember a time when there wasn't

24· ·a chaperon in the room when you were a patient?
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·1· · · · · A· · I don't recall.

·2· · · · · Q· · Okay.· Again, you don't have to speculate.

·3· ·You remember the people, it sounds like, pretty

·4· ·specifically?

·5· · · · · A· · Yeah.

·6· · · · · Q· · Okay.· How about after the time that you were

·7· ·no longer working for Dr. Chambers but you were still a

·8· ·patient?· Was there another receptionist after you moved

·9· ·on?

10· · · · · A· · There was another receptionist after a while.

11· ·I know for a long time, he didn't have a receptionist and

12· ·yeah, and then he had one.

13· · · · · Q· · Okay.· And so when you went in after you were

14· ·a receptionist and you were still a patient, do you

15· ·recall there being a chaperon in the room?· It's okay.

16· ·Again, you don't have to speculate.· You seem pretty

17· ·certain about previously, but I don't want you to

18· ·speculate.

19· · · · · A· · I wouldn't be -- I wouldn't want to

20· ·speculate.· I don't --

21· · · · · Q· · Thank you.

22· · · · · A· · -- know if she was or not.

23· · · · · Q· · Okay.· Did you communicate with Dr. -- When

24· ·you were a receptionist, did you communicate with
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·1· ·Dr. Chambers by text or email?

·2· · · · · A· · Yeah, mostly not email because I wasn't great

·3· ·with email.· Mostly text.

·4· · · · · Q· · Mostly text.· Okay.· So that was a regular

·5· ·occurrence?

·6· · · · · A· · Uh-huh.· Yes.

·7· · · · · Q· · Okay.· And since we're trying to help me with

·8· ·dates, Hazel is your daughter; correct?

·9· · · · · A· · Yeah.

10· · · · · Q· · Okay.· And you said her birthday was the end

11· ·of November?

12· · · · · A· · Yes.

13· · · · · Q· · Okay.· But you don't recall the text message?

14· ·Okay.· Hold on.· One thing.· One moment.· Do you recall,

15· ·did you have COVID more than once?

16· · · · · A· · I had COVID more than once.

17· · · · · Q· · Do you know how many times?

18· · · · · A· · I think for certain, I tested positive three

19· ·times.

20· · · · · Q· · Was it during the time you were working, do

21· ·you recall, for Dr. Chambers?

22· · · · · A· · I don't recall.

23· · · · · Q· · Okay.· And you said your daughter had COVID

24· ·after her birthday?
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·1· · · · · A· · Yes.

·2· · · · · Q· · I have 11-25, but I don't have a year.· Do

·3· ·you recall that birthday party?

·4· · · · · A· · No.

·5· · · · · Q· · No.· Okay.· Did she have COVID more than

·6· ·once?

·7· · · · · A· · She's had COVID more than once.· Yeah.

·8· · · · · Q· · And she's how old?

·9· · · · · A· · She is seven and a half.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

11· ·Any follow-up, Dr. Chambers or Ms. Mooneyhan, on my

12· ·questions?

13· · · · · · · ·DR. CHAMBERS:· None for me.

14· · · · · · · ·MS. MOONEYHAN:· Yes, I do, Your Honor.

15

16· · · · · · · · · · ·REDIRECT EXAMINATION

17· ·BY MS. MOONEYHAN:

18· · · · · Q· · Ms. Carden, you testified that when you were

19· ·a patient, Dr. Chambers discussed with you posing for

20· ·photos?

21· · · · · A· · Yes.

22· · · · · Q· · Do you recall if the chaperon was present

23· ·during that conversation?

24· · · · · A· · No, it was -- no.· It was over a text
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·1· ·message.

·2· · · · · Q· · Have you ever texted, had text conversations

·3· ·with Dr. Chambers after you quit working for him?

·4· · · · · A· · It wouldn't be weird if I did, so I'm pretty

·5· ·certain that I probably have, but I don't --

·6· · · · · Q· · Okay.· Thank you.

·7· · · · · A· · -- if I would have a conversation after I had

·8· ·my daughter, like he would give out his number to

·9· ·patients to text about, you know, like medical issues or

10· ·stuff like that if you wouldn't get in touch with him.

11· · · · · Q· · One more follow-up about asking you to pose

12· ·for photos.· Did Dr. Chambers initiate that or did you

13· ·ask him about the possibility of posing for photos?

14· · · · · A· · No.· He initiated it.

15· · · · · · · ·MS. MOONEYHAN:· Thank you.· I have no further

16· ·questions.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Any

18· ·follow-up, Dr. Chambers?

19· · · · · · · ·DR. CHAMBERS:· None at all.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

21· · · · · · · ·Ms. Carden, thank you so much for your time.

22· ·I know you're out of town, and I appreciate your patience

23· ·with the time.· And also, I guess your child was there a

24· ·moment ago, so thank you for taking the time to talk to
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·1· ·us today.

·2· · · · · · · ·THE WITNESS:· Thank you.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Will

·4· ·anyone recall her?

·5· · · · · · · ·DR. CHAMBERS:· No.

·6· · · · · · · ·MS. MOONEYHAN:· No.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Then

·8· ·you're excused.

·9· · · · · · · ·THE WITNESS:· Can I ask:· Is this final then?

10· ·Like will I be testifying any more or is that it?

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No.

12· ·You're good to go.· Thank you again.

13· · · · · · · ·THE WITNESS:· Thank you.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

15· ·have a good rest of your day.

16· · · · · · · ·THE WITNESS:· Thank you.· Bye-bye.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Hold

18· ·on one second again, please.· All right.· So we are now

19· ·looking at -- Did we lose you?· Oh, there you are,

20· ·Ms. Mooneyhan.· Are we looking at Patient C now?

21· · · · · · · ·MS. MOONEYHAN:· Yes.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

23· ·And is Ms. Fuentes there to let her in?

24· · · · · · · ·MS. MOONEYHAN:· Yes.· Are we ready to let her
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·1· ·in?· And there's also another person.· We'll let the

·2· ·other person in first so you can ask her, Your Honor.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sure.

·4· ·Yes.· Good afternoon.· Ms. Sarpong, can you hear me?

·5· · · · · · · ·MS. SARPONG:· Yes, I can.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Are

·7· ·you a witness in this proceeding?

·8· · · · · · · ·MS. SARPONG:· I am not.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You're

10· ·here as an observer?

11· · · · · · · ·MS. SARPONG:· I am.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

13· ·Thank you.· And I'd just ask you to remain muted.

14· · · · · · · ·MS. SARPONG:· Thank you.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

16· ·you.· I see your earbuds going in.

17· · · · · · · ·All right.· Patient C, you are muted.

18· · · · · · · ·MS. MOONEYHAN:· Your Honor, before we swear

19· ·in Patient C, can I request that you remind all present

20· ·of your order?

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

22· ·reminded.· Anybody and everybody who is observing this,

23· ·there is an order in effect that all patients, including

24· ·Patient C, who is here with us now, shall not have their
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·1· ·name or likeness revealed.· And I'd ask everyone for

·2· ·their understanding, but I trust that you all understand.

·3· ·Thank you.

·4· · · · · · · ·And, Patient C, good afternoon.

·5· · · · · · · ·THE WITNESS:· Good afternoon.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Can

·7· ·you hear me?

·8· · · · · · · ·THE WITNESS:· Yes.· Can you hear me as well?

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah,

10· ·no, it's great.· We've had really good luck.· I'm really

11· ·happy with this.· I'm probably going to jinx it now,

12· ·knocking on wood, but I'm going to ask the court reporter

13· ·to swear in Patient C, please.

14

15· · · · · · · · · · · · · Patient C,

16· · · · · · · · ·having been first duly sworn, was

17· · · · · · examined and testified as follows:

18

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

20· ·you.

21· · · · · · · ·Ms. Mooneyhan?

22

23

24
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·1· · · · · · · · · · ·DIRECT EXAMINATION

·2· ·BY MS. MOONEYHAN:

·3· · · · · Q· · Patient C, we're going to be referring to you

·4· ·by that name instead of your actual name, but last week,

·5· ·I sent you a packet of documents including a patient

·6· ·designation that was filed on September 21st, 2022.· Do

·7· ·you have that there?

·8· · · · · A· · I believe so.· Yes.

·9· · · · · Q· · And I just want to confirm the other

10· ·patients' names and birth dates have been redacted, but

11· ·is the name and birth date set forth there for Patient C,

12· ·is that your name and birth date?

13· · · · · A· · Yes, ma'am.

14· · · · · Q· · Thank you.· Patient C, do you know the

15· ·respondent, Dr. George Chambers?

16· · · · · A· · Yes.

17· · · · · Q· · And how did you become acquainted with

18· ·Dr. Chambers?

19· · · · · A· · He was my OB-GYN.

20· · · · · Q· · For approximately how long was he your

21· ·OB-GYN?

22· · · · · A· · I'm not sure exact dates.· I believe I saw

23· ·him -- I'm not sure how many visits.· Maybe four to five

24· ·times.· That's a guesstimate.· I'm not sure.
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·1· · · · · Q· · Okay.· Do you have the binder of exhibits

·2· ·that we sent you?

·3· · · · · A· · I do.

·4· · · · · Q· · If you could please turn to Exhibit 10

·5· ·starting at page NSBME 0145.

·6· · · · · A· · Thank you for your patience.· Yes.

·7· · · · · Q· · Okay.· So on page NSBME 0146, it shows a date

·8· ·of September -- in the upper right corner, it says a date

·9· ·of September 24th, 2019?

10· · · · · A· · Yes.

11· · · · · Q· · And then, for example, if you turn over to

12· ·page NSBME 0148, in the upper right-hand corner, it shows

13· ·a date of November 11th, 2019?

14· · · · · A· · Yes.

15· · · · · Q· · And there are some pages in between.· Does

16· ·that sort of approximate -- Does that correspond with

17· ·what your memory is of when you might have been his

18· ·patient?

19· · · · · A· · Yeah.

20· · · · · Q· · Have you had a chance to look at this Exhibit

21· ·10?

22· · · · · A· · Briefly.· I reviewed it last night.

23· · · · · Q· · Okay.

24· · · · · A· · Sorry.
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·1· · · · · Q· · Does that look to accurately represent the

·2· ·number of times approximately that you saw Dr. Chambers?

·3· · · · · A· · Yes.· There wasn't anything that seemed out

·4· ·of order.

·5· · · · · Q· · Okay.· Do you remember what motivated your

·6· ·first visit to Dr. Chambers?

·7· · · · · A· · Yes.· I was experiencing extremely painful

·8· ·periods.

·9· · · · · Q· · And how did you decide to see Dr. Chambers?

10· · · · · A· · I originally had looked online at reviews and

11· ·thought that his reviews were excellent and so chose him

12· ·based upon that and what my insurance would cover.

13· · · · · Q· · And during your visits with Dr. Chambers, did

14· ·he have a chaperone present on each visit?

15· · · · · A· · He did.· Yeah.

16· · · · · Q· · Was the chaperone present for the entire

17· ·length of the visit, the encounter?

18· · · · · A· · Yes, I believe so.

19· · · · · Q· · Are you aware that Dr. Chambers does cosmetic

20· ·gynecological surgery?

21· · · · · A· · Yes.

22· · · · · Q· · Did you ever inquire about such surgery?

23· · · · · A· · No.· Never.

24· · · · · Q· · How did you become aware that he offered it?
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·1· · · · · A· · There was an ad in the bathroom one time when

·2· ·I used the restroom.

·3· · · · · Q· · Can you describe the ad, what it was for,

·4· ·what it was?

·5· · · · · A· · I'm not sure.· There was some pictures in the

·6· ·bathroom, and it showed that some kind of surgery could

·7· ·be done, but no, I think -- yeah, I don't remember

·8· ·anything too specific.· It was a long time ago.

·9· · · · · Q· · Did you ever see an ad offering patients the

10· ·opportunity to model for ads?

11· · · · · A· · No, never.

12· · · · · Q· · Did you ever have any other kind of surgery

13· ·done by Dr. Chambers?

14· · · · · A· · No.

15· · · · · Q· · Did Dr. Chambers ever call you outside, you

16· ·know, at home?

17· · · · · A· · Like did he ever call me at home?

18· · · · · Q· · Yes.

19· · · · · A· · Yes, he did.

20· · · · · Q· · How many times did he do that?

21· · · · · A· · Once.

22· · · · · Q· · And what was the subject of that phone call?

23· · · · · A· · He had offered me money, a thousand dollars,

24· ·to take photos.· I thought -- I don't know how much I
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·1· ·should elaborate.

·2· · · · · Q· · What kind of photos?· Did he say what kind of

·3· ·photos?

·4· · · · · A· · He did not.· That was something that I

·5· ·inquired about, and if I remember correctly, what he just

·6· ·said that I was going to be a model.· And then when I had

·7· ·asked him why because I didn't understand, he just had

·8· ·assured me the price of the amount that I was going to be

·9· ·paid for it and said that like it will be okay

10· ·essentially.

11· · · · · Q· · Did you believe that these photos were meant

12· ·to be nude photos?

13· · · · · A· · I was concerned about that, yes, because I --

14· ·yes.

15· · · · · Q· · Did he mention that?

16· · · · · A· · I don't know what exactly was said, but I

17· ·know that I was uncomfortable with it being somewhat

18· ·implied that it would be nude because I was worried about

19· ·distribution of like how could I protect myself in an

20· ·environment or if, you know, these kind of photos were

21· ·being shared, I wanted to make sure that I was protected

22· ·essentially.· So I do remember something being said that

23· ·it was going to be exposure of some kind.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· May I
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·1· ·clarify?· Is this still part of the same phone call?

·2· · · · · · · ·THE WITNESS:· Yes.· Yes.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·4· ·you.

·5· · · · · Q· · (BY MS. MOONEYHAN:)· How long do you think

·6· ·this phone call took?

·7· · · · · A· · Maybe ten to 15 minutes.

·8· · · · · Q· · Do you remember what time of day it was?

·9· · · · · A· · Late afternoon.

10· · · · · Q· · Did you tell anybody about the phone call?

11· · · · · A· · Yes.· I told my partner at the time and I

12· ·also told a friend of mine who I had originally

13· ·recommended to see Dr. Chambers who was also a patient of

14· ·his.· I was pretty upset, having recommended him to her

15· ·and then experiencing something like that with him.  I

16· ·wanted her to be aware of his character as well.

17· · · · · Q· · Did you ever receive any other phone calls

18· ·from his practice like from somebody else at his work at

19· ·the practice besides Dr. Chambers?

20· · · · · A· · Yes, I did.

21· · · · · Q· · Do you know -- Can you explain that phone

22· ·call or phone calls?

23· · · · · A· · Yes.· I received a phone call from his office

24· ·shortly before he called explaining my results or just

http://www.litigationservices.com


Page 169
·1· ·that my results had come in, and so when he originally

·2· ·called me, I thought it was to discuss those things in

·3· ·further detail.· Yeah.· So I did receive a phone call

·4· ·shortly before that from his office.

·5· · · · · Q· · When you say shortly before, was it the same

·6· ·day?

·7· · · · · A· · Yes.

·8· · · · · Q· · How did this request -- How did this affect

·9· ·you?

10· · · · · A· · I think it still affects me.· I think it's

11· ·interesting having -- I'll talk about how it affected me

12· ·in the moment and maybe how it's progressed over time.  I

13· ·think in the moment, it was a really hard.· It was a

14· ·really hard thing because I was really -- I considered

15· ·it.· It was hard because I was struggling for money at

16· ·the time.· And to have something like that presented to

17· ·me and then to turn it down was hard.· I think so in the

18· ·moment, I felt that way.

19· · · · · · · ·And it then affected my relationship with my

20· ·friend, who I cared about and who had a more intimate

21· ·procedure with him.· That was hard because I felt like I

22· ·had really done my research and felt confident in

23· ·choosing Dr. Chambers as a physician.

24· · · · · · · ·Through time, it's affected me more to
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·1· ·understand, I think, human behavior and humans in general

·2· ·and how lines can be so easily misconstrued.· And I think

·3· ·it was really like even choosing my physician now, my

·4· ·lack of trust in physicians has just really changed since

·5· ·then.

·6· · · · · Q· · Thank you.· You mentioned that you were

·7· ·struggling financially.· Did you ever mention that to

·8· ·Dr. Chambers?

·9· · · · · A· · Yes, I did.· It was something I was very

10· ·concerned about.· There were more tests that had to be

11· ·ran, and I was always concerned whether it was going to

12· ·be covered by my insurance.· In one of our visits, he had

13· ·even given me like coupons to help an offer to say like

14· ·hey, you might be able to use these if they don't.· No,

15· ·it was definitely something he knew I was struggling

16· ·with.· I think even in the phone call, he had presented

17· ·it that way as an opportunity to help.

18· · · · · Q· · Are you acquainted at all with Dr. Chambers'

19· ·ex-wife?

20· · · · · A· · No.

21· · · · · · · ·MS. MOONEYHAN:· I have no more questions at

22· ·this time.· Thank you.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

24· ·you, Ms. Mooneyhan.
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·1· · · · · · · ·Dr. Chambers?

·2

·3· · · · · · · · · · · CROSS-EXAMINATION

·4· ·BY DR. CHAMBERS:

·5· · · · · Q· · Good afternoon, Patient C.· Can you hear me?

·6· · · · · A· · Yes, I can.

·7· · · · · Q· · Have you had any contact with Patients A or

·8· ·B?

·9· · · · · A· · No, none.

10· · · · · Q· · No contact whatsoever?

11· · · · · A· · No.

12· · · · · · · ·DR. CHAMBERS:· Okay.· I have no further

13· ·questions, Ms. Ghusn.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

15· ·you.

16· · · · · · · ·Any follow-up, Ms. Mooneyhan?

17· · · · · · · ·MS. MOONEYHAN:· No, Your Honor.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· One

19· ·moment.· Patient C, thank you very much for your time.

20· · · · · · · ·THE WITNESS:· Likewise.· I am very grateful

21· ·for people taking it seriously.· I appreciate your time

22· ·and your energy.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

24· ·right.· Last chance anybody?· Dr. Chambers or
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·1· ·Ms. Mooneyhan or possible recall?

·2· · · · · · · ·DR. CHAMBERS:· Not from me.

·3· · · · · · · ·MS. MOONEYHAN:· Not from me, Your Honor.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·5· · · · · · · ·Good luck, Patient C.· Have a good rest of

·6· ·your day.

·7· · · · · · · ·THE WITNESS:· Thank you.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·9· ·All right.· I hate to say it but again, jinx it, but

10· ·we're rolling along here.· So I think we are at -- What

11· ·time is it?· It's ten to 3:00.· We have rebuttal witness.

12· ·Right, Ms. Mooneyhan?· We have cross-examination,

13· ·Dr. Chambers, and we have Dr. Goodman.· So but he's

14· ·expecting at 3:30 to 4:30, so we'll put that off.

15· · · · · · · ·DR. CHAMBERS:· I can text him if you want him

16· ·sooner.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No.  I

18· ·think we're probably going at a good order here.· So

19· ·would it be Ms. LaRue would probably be the best thing to

20· ·do next.· And I assume Mr. White is going to come back in

21· ·for cross-examination?

22· · · · · · · ·MS. MOONEYHAN:· Yes.· I'll be examining

23· ·Ms. LaRue, and then Mr. White will be cross-examining.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Why
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·1· ·don't we do it in that order.· What do you think,

·2· ·Ms. Mooneyhan?· LaRue, Chambers, Goodman?

·3· · · · · · · ·MS. MOONEYHAN:· Yes, that sounds good to me

·4· ·if you give me a moment to get Ms. LaRue.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·6· · · · · · · ·How are we doing, Ms. Hansen?· Is this a good

·7· ·time for a break?

·8· · · · · · · ·THE COURT REPORTER:· Yeah, a real short

·9· ·break.

10· · · · · · · · · · · ·(Brief recess.)

11· · · · · · · ·MS. MOONEYHAN:· I'm recalling Janna LaRue.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· There

13· ·you are.

14· · · · · · · ·THE WITNESS:· Hi.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·Hello.· So we just have your first name.· But, Ms. LaRue,

17· ·you were sworn; correct?

18· · · · · · · ·THE WITNESS:· Yes.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

20· ·you remain under oath; correct?

21· · · · · · · ·THE WITNESS:· Yes.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So go

23· ·ahead, Ms. Mooneyhan.

24

http://www.litigationservices.com


Page 174
·1· · · · · · · · · · ·DIRECT EXAMINATION

·2· ·BY MS. MOONEYHAN:

·3· · · · · Q· · Thank you, Your Honor.· Ms. LaRue, just to

·4· ·remind everyone, can you please tell us your title at the

·5· ·State Medical Board.

·6· · · · · A· · Deputy Chief of Investigations and Compliance

·7· ·Officer.

·8· · · · · Q· · And you've investigated the matter that we

·9· ·are discussing today regarding Dr. Chambers; is that

10· ·correct?

11· · · · · A· · Yes.

12· · · · · · · ·MS. MOONEYHAN:· Okay, Your Honor.· I do have

13· ·an exhibit that I would like this witness to look at.  I

14· ·have emailed a copy to you and Dr. Chambers, if you would

15· ·like a moment to --

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

17· ·Thank you.

18· · · · · · · ·MS. MOONEYHAN:· It would be pre-marked as

19· ·Exhibit -- IC Exhibit 17, and we have attached Bates

20· ·stamp numbers, and I'll give you a moment to look at it.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

22· ·you.

23· · · · · · · ·DR. CHAMBERS:· Miss Ghusn, I have a question.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Just
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·1· ·one moment.· Forgive me.· Hold on.· I need to -- the

·2· ·video pops off when I'm looking at emails, so there you

·3· ·are.· Yes, Dr. Chambers.

·4· · · · · · · ·DR. CHAMBERS:· So I'm looking at this new

·5· ·entry that they're trying to make.· I object to it for

·6· ·the same reason why they objected to me introducing a

·7· ·picture of my office and exam room for the same reason

·8· ·they object to me providing you a copy of how you

·9· ·evaluate someone for pelvic pain for the same reason they

10· ·objected to me not entering Casey's text message.· If I

11· ·was not allowed to introduce evidence, how can they?

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

13· · · · · · · ·Ms. Mooneyhan?

14· · · · · · · ·MS. MOONEYHAN:· Thank you, Your Honor.· Of

15· ·course this is rebuttal evidence.· This was not meant to

16· ·be a part of our case-in-chief.· It's offered in rebuttal

17· ·to testimony that Dr. Chambers made regarding this

18· ·placement of advertisements in the Adult Video Network.

19· · · · · · · ·We did ask him about that on direct

20· ·examination, and if his testimony was consistent with

21· ·what we had found out, there would have been no need for

22· ·rebuttal evidence, but rebuttal evidence, of course, is

23· ·introduced to rebut evidence that comes up during the

24· ·testimony, and we weren't planning on introducing this
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·1· ·during our case-in-chief except when it contradicted what

·2· ·he said.

·3· · · · · · · ·DR. CHAMBERS:· My evidence was also rebuttal,

·4· ·and I just read that, and I have two things.· In fact,

·5· ·you have two things that contra -- that's opposite to

·6· ·what's stated here.· So my evidence was rebuttal

·7· ·evidence.· That was not admitted.

·8· · · · · · · ·Why is it okay that you introduce yours?

·9· ·That is my question.· If it was not introduced initially,

10· ·according to the law that was read by Mr. White, when I

11· ·tried to introduce evidence, I object to it being

12· ·presented here as well.· I cannot be allowed to introduce

13· ·evidence that support your case but not allow me to do

14· ·the same for mine.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Right.

16· ·Is that your response:· It's rebuttal evidence and what

17· ·he offered was not rebuttal evidence?

18· · · · · · · ·MS. MOONEYHAN:· Right.· And he was trying to

19· ·offer this in his case-in-chief, and it wasn't as -- This

20· ·is to rebut evidence that came about during direct

21· ·examination.

22· · · · · · · ·DR. CHAMBERS:· And mine was to rebut your

23· ·evidence to show the proximity of Ms. Carden to my exam

24· ·room.
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·1· · · · · · · ·MS. MOONEYHAN:· Your Honor, may I ask that

·2· ·Dr. Chambers be directed to allow you to make your ruling

·3· ·before he argues back?· I've tried to be careful in that

·4· ·regard, and I believe Mr. White has too.· I would like to

·5· ·hear your ruling before Dr. Chambers repeats his

·6· ·arguments.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And I

·8· ·appreciate the actual back-and-forth because he has a

·9· ·point.· And I understand and I've tried to adhere at

10· ·least loosely to the rules of evidence.· And as far as

11· ·and I'm not going to go revisit each piece of evidence.

12· ·But, for example, the last one, the text message, how

13· ·does that compare to this?· I mean, and I don't want to

14· ·be a lawyer is the problem, Dr. Chambers, so --

15· · · · · · · ·DR. CHAMBERS:· It was.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I have

17· ·-- Hold on.· So I have questions.· And, you know, it's a

18· ·fine line, Ms. Mooneyhan, with him not being represented

19· ·as well.

20· · · · · · · ·MS. MOONEYHAN:· Yes, I understand

21· ·Dr. Chambers is not represented, but all of the evidence

22· ·that's going to be presented in a case-in-chief or that

23· ·you believe he may rely on in cross-examination needs to

24· ·be produced when we do the prehearing.· My understanding
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·1· ·-- I did research --

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

·3· ·sure you did.

·4· · · · · · · ·MS. MOONEYHAN:· -- Nevada cases.· Rebuttal

·5· ·evidence is evidence that -- Rebuttal is different than,

·6· ·for example, information that you may use on

·7· ·cross-examination.· Rebuttal evidence is evidence that

·8· ·comes -- that basically contradicts information that came

·9· ·about during the testimony.

10· · · · · · · ·This information -- we had this information,

11· ·but we weren't planning on relying on it at all because

12· ·we believed that the testimony would be consistent with

13· ·what this information showed, but it was not.· So I would

14· ·like to offer it now because it bears on Dr. Chambers'

15· ·credibility.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

17· ·Give me a moment here.

18· · · · · · · ·DR. CHAMBERS:· May I say something?

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

20· · · · · · · ·DR. CHAMBERS:· I have two pieces of documents

21· ·that contra -- that counters what I just read and my

22· ·evidence regarding the text rebuttal to Casey's memory or

23· ·lack thereof.· Again, my fully drafted --

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.
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·1· ·So you're saying you have pieces of evidence --

·2· · · · · · · ·DR. CHAMBERS:· Correct.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·4· ·-- that relate to what you just read?

·5· · · · · · · ·DR. CHAMBERS:· Correct.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·7· ·The other -- as I'm thinking this through, is you're not

·8· ·done with your testimony.· We're not done with

·9· ·Dr. Chambers.· And, you know, even though he's

10· ·representing himself, he would be able to introduce

11· ·evidence as rebuttal as well and then rule on it at the

12· ·time.· Different circumstances than when he introduced it

13· ·before.

14· · · · · · · ·My approach in these hearings is less isn't

15· ·better.· And unless it's completely prejudicial, it's not

16· ·probative, it's not relative or it's immaterial, it comes

17· ·in.· And if there's a hard-and-fast rule of evidence that

18· ·I must adhere to in order to streamline it, then I will

19· ·adhere to it.· So there may be -- and I understand that

20· ·this is unbalanced as Dr. Chambers isn't represented.

21· · · · · · · ·Again, I have to be careful not to be a

22· ·lawyer here and to be a hearing officer, but I need what

23· ·will be helpful to me, and so Dr. Chambers can

24· ·re-introduce some of this as he completes his testimony
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·1· ·with the same circumstances, and we could revisit it

·2· ·then, some of these other pieces of evidence.· And we

·3· ·could look at it a piece at a time to see if it checks

·4· ·the boxes because technically, legally speaking,

·5· ·Ms. Mooneyhan is correct.· And as such, that evidence

·6· ·would come in.

·7· · · · · · · ·And I know you're at a disadvantage,

·8· ·Dr. Chambers.· But again, you're not complete -- your

·9· ·testimony isn't complete.· And I want anything that may

10· ·help me reach conclusions to make my recommendations.· So

11· ·at this point, I'm not going to argue it.· Dr. Chambers,

12· ·okay.· She's right as a matter of law, and it will come

13· ·in and you'll have an opportunity to reintroduce your

14· ·pieces of evidence and to contradict this, okay?· Do you

15· ·understand?

16· · · · · · · ·DR. CHAMBERS:· And how do I get my evidence

17· ·-- Well, you do have both of them actually.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

19· ·So that may simplify things.· I don't want to get ahead

20· ·of ourselves.· You're coming back on as a witness, and we

21· ·could deal with it there, but okay.· But if it's there,

22· ·let me know that it's there so I don't have to deal with

23· ·it later on.· We're good with time, and I don't want to

24· ·blow that because I know we have a couple of hours left,
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·1· ·okay?· So it's coming in and --

·2· · · · · · · ·MS. MOONEYHAN:· Okay.· Thank you, Your Honor.

·3· ·I will have this --

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

·5· ·I'd like to thank you both because it's a civil

·6· ·discussion, and I want you to understand where I stand on

·7· ·this as far as evidence coming in.· So thank you both for

·8· ·that discussion.

·9· · · · · · · ·Ms. Mooneyhan, go ahead.

10· · · · · Q· · (BY MS. MOONEYHAN:)· Thank you.· Ms. LaRue,

11· ·as part of your investigations in this matter, you're

12· ·aware that Dr. Chambers indicated that in part, he was

13· ·seeking photographs for advertisements in the AVN

14· ·program; is that correct?

15· · · · · A· · Yes.

16· · · · · Q· · And did you seek to confirm that information?

17· · · · · A· · Yes.

18· · · · · Q· · And how did you do that?

19· · · · · A· · I went to the AVN Network portal and sent a

20· ·request for public information or information about their

21· ·publications, and I received an email back from the

22· ·vice-president of the AVN Media Network stating that she

23· ·would require me to provide her with the licensee's name,

24· ·so I did.· I sent an email providing Dr. Chambers' name,
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·1· ·and she responded back to me that he had inquired once in

·2· ·2016 about an expo with AVN but never submitted any

·3· ·artwork.

·4· · · · · Q· · Okay.· So did that square with the

·5· ·information you had been given up to that point in time?

·6· · · · · A· · No, it was contradictory to the responses

·7· ·that Dr. Chambers put in his responses to the board in

·8· ·regards to the patients and the allegations that I made

·9· ·with Patient B and Patient C.

10· · · · · Q· · Did you ask AVN -- Did you follow up with

11· ·them to confirm that that was -- that the information

12· ·they had provided was correct?

13· · · · · A· · Yes.· I followed up again -- the first email

14· ·that I sent was in June of 2022.· I followed up again in

15· ·April of 2023, asking the vice-president again via email

16· ·the same question if she could verify the information.  I

17· ·was a little bit more specific about what publications

18· ·that I was looking for, and her response was the same,

19· ·that previously she had told me that he'd inquired in

20· ·2016 and never submitted any artwork.

21· · · · · Q· · Do you have in front of you what we've marked

22· ·as exhibit for identification as Exhibit 17?· It has page

23· ·numbers NSBME 0236 through NSBME 0241.

24· · · · · A· · Yes.
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·1· · · · · Q· · And can you describe that document?

·2· · · · · A· · 0236 is the last inquiry that I made in

·3· ·April.· 0240 -- 0240 and 0241 are the initial copies of

·4· ·what you submit when you go onto AVN's website, they have

·5· ·a box that you can submit for information to answer those

·6· ·questions, and then it starts Ms. Newman vice-president

·7· ·of the AVN Media Network.· Her response to me was they

·8· ·asking me to give her the provider's information, so I

·9· ·did.· I provided her with Dr. Chambers' name and she

10· ·responded back.· Those are pages 239 and 238, and then

11· ·the email chain goes all the way through to the first at

12· ·page 236 and 237.

13· · · · · Q· · So does this document represent a

14· ·true-and-correct copy of the email conversation you had

15· ·back and forth with Ms. Noonan?

16· · · · · A· · Yes.

17· · · · · · · ·MS. MOONEYHAN:· Move to admit, Your Honor.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

19· · · · · · · ·Dr. Chambers, you've stated your objections

20· ·already.· Do you have any other objection?

21· · · · · · · ·DR. CHAMBERS:· I object, but I want to know

22· ·when will I be able to cross-examination Ms. --

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

24· · · · · · · ·DR. CHAMBERS:· -- LaRue?

http://www.litigationservices.com


Page 184
·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Of

·2· ·course.· Yes.

·3· · · · · · · ·DR. CHAMBERS:· Okay.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Of

·5· ·course.· So Exhibit -- IC's Exhibit 17 will be admitted

·6· ·into evidence.

·7· · · · · Q· · (BY MS. MOONEYHAN:)· Thank you.· Ms. LaRue,

·8· ·have you had any further communications with Ms. Noonan?

·9· · · · · A· · No.

10· · · · · · · ·MS. MOONEYHAN:· I have no further questions.

11· ·Thank you.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

13· ·you, Dr. Chambers.

14· · · · · · · ·DR. CHAMBERS:· First of all, Ms. Ghusn,

15· ·Ms. Noonan was not my contact at AVN.· It was a Ms. Sarah

16· ·Harder.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· What

18· ·I'm going to ask you to do -- and again, we're loosely

19· ·with the rules of evidence, but at this point, I'm going

20· ·to ask you to try to adhere to asking questions.

21· · · · · · · ·DR. CHAMBERS:· Will do.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

23· ·And then you'll have an opportunity again to jot it down

24· ·to --

http://www.litigationservices.com


Page 185
·1· · · · · · · ·DR. CHAMBERS:· Yes.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· -- to

·3· ·testify on your own and make argument.

·4· · · · · · · ·DR. CHAMBERS:· Will do.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Right

·6· ·now, she's here for you to cross-examine.

·7

·8· · · · · · · · · · · ·CROSS-EXAMINATION

·9· ·BY DR. CHAMBERS:

10· · · · · Q· · Ms. LaRue, can you go to Section 9, Exhibit

11· ·H:· Chambers 026?

12· · · · · A· · I don't have that binder in front of me.  I

13· ·only have Exhibit 17.

14· · · · · · · ·Brandee, do you want me to come into the

15· ·room?

16· · · · · · · ·DR. CHAMBERS:· I submitted two advertisements

17· ·that were produced by AVN.

18· · · · · · · ·THE WITNESS:· I'm sorry.· I wasn't given a

19· ·copy of those two exhibits, so if you don't mind, I'm

20· ·right around the corner from where Brandee is.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

22· ·what we're to going to do, Dr. Chambers, so she can take

23· ·a look at what you're talking about.

24· · · · · · · ·THE WITNESS:· I don't have in front of me
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·1· ·what you're stating, so --

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·3· ·Ms. Mooneyhan, let's not speak over everybody.· Everyone

·4· ·stop.· Ms. Mooneyhan?

·5· · · · · · · ·MS. MOONEYHAN:· We can take a one-minute

·6· ·break.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

·8· ·Just going to be a second.· She's going to go down the

·9· ·hall so she can see what you're talking about,

10· ·Dr. Chambers.· Okay?

11· · · · · · · ·DR. CHAMBERS:· Ms. Ghusn, can I email you

12· ·guys two things since I have one page to one of them but

13· ·I don't know the page number to the next one?

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:  I

15· ·don't know if that's necessary.· Are these exhibits that

16· ·are already in the binders?

17· · · · · · · ·DR. CHAMBERS:· Correct.· But I want to make

18· ·sure we're looking at the same things.· And also, I would

19· ·like to introduce a copy of the awards ceremony brochure

20· ·with my ad in it that was produced by Avian.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

22· ·Ms. Mooneyhan?

23· · · · · · · ·DR. CHAMBERS:· That I did not previously --

24· ·I gave it to my former attorney, but they did not submit
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·1· ·it.

·2· · · · · · · ·MS. MOONEYHAN:· Yeah, Your Honor, as we

·3· ·discussed previously, I think that's probably more

·4· ·appropriate for Dr. Chambers, any information he wants to

·5· ·offer during his testimony.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· If he

·7· ·wants to question Ms. LaRue about it while she's here.

·8· · · · · · · ·MS. MOONEYHAN:· He can ask her about the

·9· ·things that are already part of the binder, and he can --

10· ·I mean, he can ask her about the information he has as

11· ·well, but I just submit that she's given you all of

12· ·the --

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· He can

14· ·call her as a rebuttal witness too, right?· Okay.· Let's

15· ·stop.· Ms. Mooneyhan, he could call her as a rebuttal

16· ·witness and introduce it then; correct?

17· · · · · · · ·MS. MOONEYHAN:· Well, he could try.· I'm not

18· ·sure Ms. LaRue can verify information from the Adult

19· ·Video Network.· She can say it appears to be.· She

20· ·doesn't work for the Adult Video Network.· She's

21· ·testified as to the information she received directly

22· ·from the Adult Video Network.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So the

24· ·best way to do this, Dr. Chambers, is if she has no
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·1· ·knowledge of this, you can testify to it.· And if you

·2· ·need to recall her as a rebuttal witness, she's in the

·3· ·building.

·4· · · · · · · ·DR. CHAMBERS:· But she's talking to a woman

·5· ·at AVN I never communicated with.· I don't know who this

·6· ·woman is.· And she's introducing evidence from

·7· ·Ms. Noonan, and my contact is Sarah Harder.· I have a

·8· ·printed brochure.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

10· ·Stop.· Stop.· You can testify about that --

11· · · · · · · ·DR. CHAMBERS:· Okay.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

13· ·-- okay?· And you can ask her questions about that.· And

14· ·it sounds like that you have evidence to introduce.

15· · · · · · · ·DR. CHAMBERS:· Correct.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

17· ·right now, I would just like you to ask questions about

18· ·her testimony and --

19· · · · · · · ·THE WITNESS:· I'm going to head into the

20· ·boardroom where Brandee is so I can look at what he's

21· ·talking about, and then she can ask me questions from

22· ·there so I can see what's she's talking about.· Okay?

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

24· ·going to allow her to walk down to the conference room,
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·1· ·Dr. Chambers, so we'll take a brief recess.

·2· · · · · · · ·DR. CHAMBERS:· No problem.

·3· · · · · · · ·THE WITNESS:· Okay.· There we go.· Okay.· I'm

·4· ·ready.· So if you could refer back to the pages you were

·5· ·asking about, I'd be happy to find them in the binder.

·6· · · · · · · ·DR. CHAMBERS:· Okay.· So one of them is

·7· ·Chambers 025.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Which

·9· ·exhibit is that?

10· · · · · · · ·DR. CHAMBERS:· Exhibit G025.

11· · · · · · · ·THE WITNESS:· Okay.

12· · · · · · · ·DR. CHAMBERS:· That's one of them.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Hold

14· ·on.· Okay.· Thank you.· Okay.

15· · · · · Q· · (BY DR. CHAMBERS:)· That's an ad you're

16· ·looking at; correct?

17· · · · · A· · Yeah, it looks like an advertisement.· I've

18· ·seen it before.

19· · · · · Q· · Okay.· And there's another one.· I don't

20· ·remember where it was, but Mr. White had mistakenly

21· ·thought it was the patient in question, Patient B or C.

22· ·There are two ads that I submitted into evidence:· One

23· ·with the patient laying down, with the model laying down

24· ·on her tummy, and the other with her standing up with her
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·1· ·hand over her head or behind her head.

·2· · · · · A· · Okay.

·3· · · · · Q· · Do you have those two?· I have the one.

·4· · · · · A· · I have the one you just mentioned.· Hold on.

·5· ·I don't see the second one.· I only see 025, but I think

·6· ·it's --

·7· · · · · Q· · I think it's mixed up in one of the patient's

·8· ·--

·9· · · · · A· · Yeah.· Yeah.

10· · · · · Q· · Do you have it?

11· · · · · A· · Yes, I have it.

12· · · · · Q· · Okay.· That was produced.· Those two pictures

13· ·were produced by AVN.· Ms. Noonan had mentioned those two

14· ·pictures, those two ads?

15· · · · · A· · Well, there's no -- there's nothing on these

16· ·two advertisements that state that AVN is involved in any

17· ·way at all, so I --

18· · · · · · · ·DR. CHAMBERS:· Okay.· Ms. Ghusn, when can I

19· ·show the awards brochure for AVN?

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So the

21· ·issue here, if you're to do it, is you didn't introduce

22· ·it in your case-in-chief.· If we're going to get

23· ·technical about it, perhaps we'll discuss this without --

24· · · · · · · ·DR. CHAMBERS:· Well --
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No

·2· ·interruptions.· As far as checking the boxes,

·3· ·Ms. Mooneyhan, is because he has cross-examination coming

·4· ·up, and then he could do redirect, so you'll have an

·5· ·opportunity then.

·6· · · · · · · ·MS. MOONEYHAN:· I would submit that's the

·7· ·appropriate time to be explored.· Ms. LaRue has testified

·8· ·she can't tell if they came from AVN or not, so he can

·9· ·address that during his testimony and cross-examination.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

11· ·I'm thinking out loud as you can hear and hoping to not

12· ·drag this out as well, getting bogged down, but that

13· ·would be the correct way to do it, Dr. Chambers.

14· · · · · · · ·DR. CHAMBERS:· Okay.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You're

16· ·not done yet.· You're going to have cross-examination.

17· · · · · · · ·DR. CHAMBERS:· I do have questions.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

19· ·So you want -- and I didn't get that second one.· I got

20· ·Exhibit G jotted down, but I was going to ask about the

21· ·next one.

22· · · · · · · ·DR. CHAMBERS:· It's mixed in with one of the

23· ·other patients.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.
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·1· · · · · · · ·MS. MOONEYHAN:· Your Honor, it's in IC

·2· ·Exhibit 10, page NSBME 0144.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·4· ·you.· And has that been admitted?

·5· · · · · · · ·MS. MOONEYHAN:· It has.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So he

·7· ·can ask questions about that.

·8· · · · · · · ·THE WITNESS:· Should we clarify that this was

·9· ·submitted as part of Patient C's medical records?

10· · · · · · · ·MS. MOONEYHAN:· Well, yes.· That was --

11· ·Ms. LaRue was just pointing out this was submitted as

12· ·part of patient, you know --

13· · · · · · · ·DR. CHAMBERS:· I think it got mixed up with

14· ·it, but it was an example of my ad ran in AVN.· So I

15· ·don't know why --

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

17· ·going to allow it.· And, Dr. Chambers, I'm going to

18· ·caution you not to speak over people.· Wait until we're

19· ·done, okay?

20· · · · · · · ·DR. CHAMBERS:· Thank you.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

22· ·Ms. Mooneyhan, you had said -- or Ms. LaRue, I couldn't

23· ·hear -- that it was Exhibit 10.· It was mixed in and it

24· ·got mixed up.· So it's in.

http://www.litigationservices.com


Page 193
·1· · · · · · · ·MS. MOONEYHAN:· Yes.· It's been admitted.  I

·2· ·don't believe it was mixed up.· I believe and we can ask

·3· ·Ms. LaRue if she received the records.· I believe

·4· ·Dr. Chambers included it in his response to the request

·5· ·for records for Patient C, but --

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· If I

·7· ·allow him to ask questions about this, we're going to be

·8· ·doing this all afternoon.

·9· · · · · · · ·MS. MOONEYHAN:· Of course.· I just want to

10· ·clarify that it wasn't mixed up, that that is what he

11· ·provided, and he can ask Ms. LaRue questions about it to

12· ·the extent that she knows about it.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

14· ·Dr. Chambers, you can ask questions about IC Exhibit 10.

15· · · · · Q· · (BY DR. CHAMBERS:)· And, Ms. LaRue, was that

16· ·exhibit submitted as a part of Ms. -- of Patient B or C's

17· ·record or an example of the advertisement?

18· · · · · A· · This came as part of the records.· When you

19· ·sent your response and the medical records for Patient C,

20· ·this was along with it.· It came right in with the

21· ·original.· This is presented exactly how it was received

22· ·by you from me when you sent it to me.

23· · · · · Q· · I believe it was sent in to address the AVN

24· ·ad as part of Patient C's stuff.· Anyway, I'll save
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·1· ·everything else for when I'm able to introduce the

·2· ·evidence.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

·4· ·right.· Well, this is your opportunity to ask her

·5· ·questions about this one.· This is in.

·6· · · · · · · ·DR. CHAMBERS:· Well, I don't know who

·7· ·Ms. Noonan is.· She's not the one I dealt with from 2013

·8· ·until 2019.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

10· ·okay then.· You can -- okay then.· No more questions

11· ·about Exhibit 10, page 0144; correct?

12· · · · · · · ·DR. CHAMBERS:· Correct.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

14· ·That one is in.· We can check that off if you don't have

15· ·any more questions for Ms. LaRue about that exhibit.

16· · · · · · · ·DR. CHAMBERS:· I have no questions for her.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Any

18· ·more questions or about that exhibit?

19· · · · · · · ·DR. CHAMBERS:· About that exhibit.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Do you

21· ·have any other questions for her?

22· · · · · · · ·DR. CHAMBERS:· Nothing at all.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

24· ·And you understand you can testify as to your -- directly
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·1· ·about who you had contact with or whatever, right?

·2· · · · · · · ·DR. CHAMBERS:· I do.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·4· · · · · · · ·Ms. Mooneyhan, anything?

·5· · · · · · · ·MS. MOONEYHAN:· I have no further questions.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Any

·7· ·possible recall?· I know she's going to be there, so --

·8· · · · · · · ·MS. MOONEYHAN:· No.· I believe Ms. LaRue can

·9· ·be excused.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

11· ·Dr. Chambers, at this point --

12· · · · · · · ·DR. CHAMBERS:· No, I will not be calling her.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

14· ·Thank you, Ms. LaRue, for your time.

15· · · · · · · ·THE WITNESS:· Thank you.· I appreciate it.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

17· ·for your long journey down the hall.

18· · · · · · · ·THE WITNESS:· No problem.· Thank you very

19· ·much.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

21· ·you for being available.· Okay.

22· · · · · · · ·All right, folks.· So we have the rest of

23· ·Dr. Chambers and we have Dr. Goodman.· I believe jumping

24· ·on to the rest of Dr. Goodman's testimony would be the
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·1· ·most expedient thing to do.· We're right on the dot.

·2· ·It's 3:30.· Unless anyone has any better ideas, and then

·3· ·we'll leave the rest of Dr. Chambers for the last bit of

·4· ·testimony.

·5· · · · · · · ·Ms. Mooneyhan and, Mr. White, hello again.

·6· · · · · · · ·MR. WHITE:· Hi.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Are we

·8· ·good with that?

·9· · · · · · · ·MS. MOONEYHAN:· Just to clarify, we're doing

10· ·Dr. Goodman now?

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

12· ·what I'm asking.· Does that make sense to you?

13· · · · · · · ·MS. MOONEYHAN:· Yes.

14· · · · · · · ·MR. WHITE:· Yeah, that will work.· And I

15· ·think we're on cross-examination of that, right?

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We

17· ·are.

18· · · · · · · ·So, Dr. Chambers, are you reaching out to him

19· ·now?

20· · · · · · · ·DR. CHAMBERS:· I am.

21· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

22· ·you.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We're

24· ·taking lots of little breaks.· Is everyone okay right
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·1· ·now?

·2· · · · · · · ·MS. MOONEYHAN:· Can we take a three-minute

·3· ·break until 3:30?

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sure.

·5· · · · · · · · · · · · · · (Recess.)

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·7· ·Dr. Goodman came back, and I will remind you you remain

·8· ·under oath; correct?

·9· · · · · · · ·THE WITNESS:· I understand that.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

11· ·Thank you.· And Mr. White is back.

12· · · · · · · ·MR. WHITE:· Yes.· Are we all ready to go?

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We

14· ·are.

15

16· · · · · · · · · · · · RECROSS EXAMINATION

17· ·BY MR. WHITE:

18· · · · · Q· · Good afternoon, Dr. Goodman.· You specialize

19· ·in labioplasty; correct?

20· · · · · A· · I specialize in -- correct.· One of the

21· ·procedures I do is labioplasty.· I specialize in

22· ·gynecologic surgery and female genital cosmetic and

23· ·reconstructive surgery, so you're close.

24· · · · · Q· · And the O-Shot?
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·1· · · · · A· · I perform the O-Shot.

·2· · · · · Q· · And you've developed some courses; is that

·3· ·correct?

·4· · · · · A· · That is.

·5· · · · · Q· · And you are, I would assume, proud of those

·6· ·courses and certifications that you have developed and

·7· ·teach?

·8· · · · · A· · Yes, that is correctly stated.· I am.

·9· · · · · Q· · And you, I think, in what was designated as

10· ·your CV before but no longer is your CV, which is Exhibit

11· ·R?

12· · · · · A· · My CV is updated over time.

13· · · · · Q· · Right.· Right.· And if you recall, back on

14· ·the second day of hearings back in May, we didn't have

15· ·your CV.· No one had it, and that's why you're here today

16· ·because we had to continue your matter until you had a

17· ·chance to look at your CV?

18· · · · · A· · And thank you for that.

19· · · · · Q· · No, no problem.· And so what was originally

20· ·designated as your CV, which is Exhibit R, I believe, I

21· ·think it's Exhibit R.· Hold on.· Sorry.· I want to get

22· ·this right.· Yes.· Exhibit R.· If you'd turn to page 113,

23· ·Chambers 113.· Do you have your binder?

24· · · · · A· · I have no binder.
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·1· · · · · Q· · You do not have a binder?

·2· · · · · A· · No, I have no binder and I can't access my

·3· ·old CVs because I basically add to them, update them.  I

·4· ·can --

·5· · · · · Q· · Let me just read to you what it says.  I

·6· ·believe it comes from your website.

·7· · · · · A· · My website has been recently updated because

·8· ·I've changed office locations, and I am no longer with an

·9· ·associate that I was with.· So my website has been very

10· ·recently updated.

11· · · · · Q· · Okay.· Well, at the time of this matter and

12· ·what was sent to the IC as one of the exhibits the IC --

13· · · · · A· · What is that abbreviation?

14· · · · · Q· · Sorry.· Investigative Committee.

15· · · · · A· · Okay.· Thank you.

16· · · · · Q· · That's who Ms. Mooneyhan and I represent.· So

17· ·as a part of the exhibits that were sent by Dr. Chambers'

18· ·former counsel, I would represent to you that it says

19· ·here -- and this might jog your memory -- it says:· Since

20· ·2010, he has trained surgeons in techniques via both

21· ·format -- excuse me -- formal in-office, mini fellowship

22· ·training programs and through his training entity:· The

23· ·Labioplasty and Vaginoplasty Training Institute of

24· ·America, Incorporated.· Do you remember that?
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·1· · · · · A· · And that continues.

·2· · · · · Q· · Yeah.· Oh, yeah.· I'm just reading one small

·3· ·part.

·4· · · · · A· · Yeah.

·5· · · · · Q· · You or whoever wrote this -- and you approved

·6· ·it.· You called this a mini fellowship.· Is that correct?

·7· · · · · A· · I wouldn't represent it as such.· It depends

·8· ·on your definition of "fellowship".· Some other trainees

·9· ·call their programs -- their two or three-day programs

10· ·mini fellowships, and we sort of used to call them that.

11· ·And I don't like that designation anymore because it

12· ·really represents it as more than it is.

13· · · · · Q· · Yeah, because, I mean, you doctors work very

14· ·hard to achieve a fellowship, an actual fellowship.

15· ·That's a lot of work; correct?

16· · · · · A· · And I have trained a fellow formally in an

17· ·18-month program.· The programs that I train in, I train

18· ·in many different, you know, modalities.· Sometimes I'll

19· ·do very short half-day courses, I'll do one-day courses,

20· ·and I'm very clear that these short courses do not

21· ·prepare someone for operating in this field.

22· · · · · · · ·I feel and others feel:· Dr. Matlock,

23· ·Dr. Alanstod, several others feel that in two to three

24· ·days, if you take someone that already is savvy in the
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·1· ·field, they can begin doing work in the field so long as

·2· ·they're not getting in over and above their head at the

·3· ·beginning.· So the term "mini fellowship" is a very

·4· ·squiggly term that's used differently by different

·5· ·people.· It depends on your interpretation of the word

·6· ·"mini", but I think it would be misrepresenting it to

·7· ·call it a fellowship, the two and three-day courses.

·8· ·Does that answer your question?

·9· · · · · Q· · You've already answered my next question

10· ·which is I was going to say this master's course is two

11· ·days; correct?

12· · · · · A· · Two to three days.· It's accredited.· It's

13· ·AMA category one accredited, so these aren't -- these

14· ·courses are accredited for 14.5 hours.· They're

15· ·altogether about 18 hours, but some of the times we're

16· ·eating meals, we're informally talking.· It's accredited

17· ·for 14.5 hours.

18· · · · · Q· · Correct.· And you did you weren't a part of

19· ·it, but I did go through that with Dr. Chambers, and out

20· ·of the three CME's or -- excuse me -- slash certificates

21· ·that he sent us, yours was the only one actually that is

22· ·ABA accredited for CME's, for CME hours just so you

23· ·understand.

24· · · · · A· · We worked hard on that.· It's difficult to be
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·1· ·accredited.· You can't have any commercial content.· When

·2· ·I was accredited, a representative of the accrediting

·3· ·organization sat in on the whole course, so it's a lot of

·4· ·hoops to jump through.

·5· · · · · Q· · Fair.· Sure.· Absolutely.· So I think you'll

·6· ·agree with me and I think you said it was squiggly.· Your

·7· ·wording was squiggly.· You referred that if you had the

·8· ·opportunity to change this because it is misleading, you

·9· ·would call it a mini fellowship, would you say?

10· · · · · A· · I don't believe that my CV presently calls it

11· ·that.

12· · · · · Q· · No, no.· I'm referring to what was sent

13· ·originally as your CV mistakenly.· I know you don't know

14· ·that, but it's really, I think, just a printout if your

15· ·website.

16· · · · · A· · Yeah.· And I haven't seen it, Counsel, and so

17· ·can't comment on it.

18· · · · · Q· · Yeah.· And I unfortunately, you don't have a

19· ·binder in front of you, so you don't have anything to go

20· ·on, but I can assure you and represent that everybody

21· ·else is looking at the same thing, and it's something

22· ·that comes from you and is definitely you in the picture,

23· ·and it is Dr. Michael Goodman.com.· So okay.· I'm going

24· ·to move on from there.
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·1· · · · · · · ·O-Shot and these procedures -- I think it was

·2· ·talked about before -- they're not covered by insurance?

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sorry,

·4· ·Mr. White.· I was trying to ask a question and --

·5· · · · · · · ·MR. WHITE:· Sorry.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· -- it

·7· ·was muted.· Can you tell me where you're looking at in

·8· ·these materials?

·9· · · · · · · ·MR. WHITE:· Which part?

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

11· ·here with the printout.

12· · · · · · · ·MR. WHITE:· Okay.· So if you look -- Sorry.

13· ·Yeah.· At the very top of page 113.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· 113.

15· ·Okay.

16· · · · · · · ·MR. WHITE:· It says, "Since 20."

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Got

18· ·it.· I see it.· I got it.

19· · · · · · · ·MR. WHITE:· Okay.· And I was just questioning

20· ·him about the --

21· · · · · · · ·THE WITNESS:· And this might be something

22· ·that really does not represent what I represent myself

23· ·as.· So if I could see that, that would be -- I can

24· ·answer your question a little bit better.
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·1· · · · · Q· · (BY MR. WHITE:)· Yeah.· I understand,

·2· ·Dr. Goodman.· Just understand too that this is what we

·3· ·received which was purported to be your CV, so that's

·4· ·where these questions are coming from.

·5· · · · · A· · Yeah.· Well, I can't say anything more

·6· ·because I haven't -- I don't -- I haven't seen what

·7· ·you're seeing.

·8· · · · · Q· · We are literally not on the same page right

·9· ·now, I don't think.

10· · · · · · · ·DR. CHAMBERS:· Ms. Ghusn, may I say

11· ·something?

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

13· ·going to allow Mr. White -- I don't want to draw this

14· ·out, Dr. Chambers.

15· · · · · · · ·DR. CHAMBERS:· It's to help Dr. Goodman.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No.

17· ·No.· I think if we're in the middle of cross-examination,

18· ·I will say just for later purposes, Dr. Goodman, it's

19· ·stated you have 1822, but you can clear that up later on

20· ·on your own time.

21· · · · · · · ·Okay.· Mr. White?

22· · · · · Q· · (BY MR. WHITE:)· Okay.· And so and I think

23· ·you said you had mixed feelings that all of these

24· ·procedures are not covered by insurance.· You had mixed
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·1· ·feelings.

·2· · · · · A· · I do.· I would like to see some of them

·3· ·covered by insurance.· I think they're necessary

·4· ·procedures, but they're cosmetic and they're not covered

·5· ·by insurance, period.

·6· · · · · Q· · Do you feel that something that's not covered

·7· ·by insurance, if you know, do you profit more that way or

·8· ·less if you have cash-only business?

·9· · · · · A· · On a cash-only, obviously more if I have a

10· ·cash-only business.· And I don't accept insurance.· Then

11· ·I don't profit at all if I don't accept the insurance.

12· ·If I don't buy the car, I can't drive it.

13· · · · · Q· · True.· Dr. Chambers completed your Master's

14· ·course, as he talked about with you in his direct

15· ·examination of you, right?

16· · · · · A· · Correct.

17· · · · · Q· · And that was completed in November of 2013?

18· · · · · A· · I don't have the dates.· If that's what it is

19· ·represented, then that sounds about right.

20· · · · · Q· · Okay.

21· · · · · A· · I know it was a while ago.· That sounds about

22· ·right.

23· · · · · Q· · You want the practitioners who attend your

24· ·course to be properly trained, right?

http://www.litigationservices.com


Page 206
·1· · · · · A· · I do my best.

·2· · · · · Q· · And you want them to be successful?

·3· · · · · A· · Yes.

·4· · · · · Q· · I would also imagine that you'd want them to

·5· ·be safe.

·6· · · · · A· · Definitely.

·7· · · · · Q· · And I would imagine also that you would want

·8· ·them to -- anybody who attends your course, you would

·9· ·want them to be a good representative of people who

10· ·attend your course?

11· · · · · A· · I would hope so.

12· · · · · Q· · You would probably want your practitioners,

13· ·the practitioners who attend your class, to represent the

14· ·very best of the practitioners who are practicing

15· ·labioplasty and other plastic surgeries of the vaginal

16· ·region.· Would you agree with that?

17· · · · · A· · I wish them to be competent, so I'm agreeing

18· ·a little bit lateral to what you said.

19· · · · · Q· · Fair enough.· You realize -- and I think we

20· ·talked about it before a little bit -- you realize

21· ·Dr. Chambers used words like with patients that are

22· ·involved in this matter, he used words like fisting and

23· ·fuck the camera?

24· · · · · A· · Fisting is a word.· In sexual medicine, if

http://www.litigationservices.com


Page 207
·1· ·you use straight medical words like cunnilingus, they

·2· ·don't know what we're talking about.· We say when your

·3· ·partner goes down on you, they know what we're talking

·4· ·about.· So it's a thin line using words that a patient

·5· ·can relate to and not be up on a, you know, high stool

·6· ·and using ivory tower words.· So if we're talking about a

·7· ·sexual activity that involves putting large objects in

·8· ·the vagina, this seems words that our patients use.

·9· · · · · Q· · How about what's wrong with the option of

10· ·saying:· I tried to put my whole hand inside of you?

11· · · · · A· · Nothing wrong.· We are talking about

12· ·semantics here, Counsel.

13· · · · · Q· · I would say that fisting almost qualifies

14· ·something like cunnilingus.· People don't know what that

15· ·means.· There's a lot of people that don't understand

16· ·that as a sexual term or anything.· Wouldn't you agree?

17· · · · · A· · You might not, but many people do.· We all

18· ·come from our own place of understanding.· I haven't used

19· ·that term very much because it just hasn't come up in my

20· ·practice very much.

21· · · · · · · ·But if I had to talk about fisting, I feel --

22· ·and I don't have patients in front of me right now -- if

23· ·I'm using the word "fisting," I'm not quite sure that my

24· ·patient would know what I'm talking about.· If I use the
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·1· ·term putting your whole hand in the vagina, they might

·2· ·not.· If I use the term "cunnilingus," they might not.

·3· ·If I use the term "go down on," they will.· So I'm not

·4· ·sure what you're getting at.· I'll do my best to answer

·5· ·your question, but I'm not sure your path here,

·6· ·Counselor.

·7· · · · · Q· · That's okay.· You understand then the

·8· ·allegations are that Dr. Chambers referred to what he had

·9· ·tried to do is fisting.· The patient didn't bring it up.

10· ·That patient didn't know what fisting was.· Do you

11· ·understand that?

12· · · · · A· · I understand that that's the allegation,

13· ·Counselor.

14· · · · · Q· · So would it change your opinion if the

15· ·patient doesn't bring it up, would you use a word like

16· ·that if the patient hadn't brought it up?

17· · · · · A· · Please give me a context.· It's out of

18· ·context.· I can't help you there.

19· · · · · Q· · Well, I mean, what if the patient said:  I

20· ·was really uncomfortable.· I suffered a lot of discomfort

21· ·with that last part of the treatment you just did, Doc.

22· ·What were you doing?· Would it be better to say:· I tried

23· ·to insert four fingers?

24· · · · · · · ·DR. CHAMBERS:· Objection, Your Honor,
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·1· ·speculation.

·2· · · · · · · ·MR. WHITE:· Well, he asked me to speculate.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

·4· ·Yeah.· I'm going to sustain it.· We're getting into like

·5· ·multiple layers of hypothetical and speculation here.

·6· · · · · · · ·MR. WHITE:· Are you going to sustain the

·7· ·objection?

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·9· ·Uh-huh.· You can ask it in a different way.

10· · · · · Q· · (BY MR. WHITE:)· Okay.· If the patient said:

11· ·What were you putting up there?· If they asked you what

12· ·were you putting up there because it was really

13· ·uncomfortable, would you say my fist?· I fisted you?

14· · · · · A· · I'd probably say my hand, but someone else

15· ·might say their fist.· If I'm doing this, this is a hand.

16· ·If I'm doing this, this is a fist.· And diameter might be

17· ·similar.· I would probably use the word "hand," but that

18· ·doesn't mean that another word can't be used.

19· · · · · Q· · Doctor, when was it ever appropriate because

20· ·you had talked about before -- Let me kind of preface

21· ·this question.· You had talked about before how your

22· ·fingers are, I think, a centimeter and a half in diameter

23· ·above the knuckle?

24· · · · · A· · Correct.· Approximately, yes.
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·1· · · · · Q· · So how would you ever measure somebody you

·2· ·definitely said you wouldn't fist somebody for

·3· ·measurement purposes or even refer to it for measurement

·4· ·purposes, right?

·5· · · · · A· · I am not an expert in fisting.

·6· · · · · Q· · No, I'm not asking you to be.

·7· · · · · A· · And I'm not the person to answer these

·8· ·questions.· I'm not sure why you're asking them.

·9· · · · · Q· · Because they were brought up in your direct

10· ·examination, so I'm going to explore that.

11· · · · · A· · And how --

12· · · · · Q· · Let me ask this.· Let me ask this, Doctor.

13· ·Did plaintiffs or did defense counsel, which is in pro

14· ·se, bring up the term fisting?· In other words, I'm

15· ·asking the hearing officer whether that was brought up

16· ·and whether this line of questioning is appropriate.  I

17· ·believe you can only follow that line of questioning if

18· ·it was brought up.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And I

20· ·will have to -- I'm looking back at my notes which of

21· ·course aren't complete like the court reporter's.

22· · · · · · · ·DR. CHAMBERS:· May I answer that?

23· · · · · · · ·MR. WHITE:· No, no, no.· Hold on.

24· · · · · · · ·THE WITNESS:· Did Dr. Chambers ask me about

http://www.litigationservices.com


Page 211
·1· ·fisting?

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·3· ·Mr. White, are you representing that's -- I'm looking.

·4· ·I'm looking here.

·5· · · · · · · ·MR. WHITE:· I didn't write down time, but in

·6· ·my notes, it talks about fisting as far as not being a

·7· ·form of measurement or he would --

·8· · · · · · · ·THE WITNESS:· Which was brought up.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

10· ·what I'm -- yeah.· I have and of course this is not exact

11· ·language.· Fisting is not used for measurement.· Fisting

12· ·is used as a term for measurement, and then I have an

13· ·incomplete sentence.· It breaks down the perineal, and I

14· ·couldn't get the rest of the sentence.· So it was brought

15· ·up on direct.

16· · · · · Q· · (BY MR. WHITE:)· Okay.· Yeah.· I have also

17· ·that it could break down muscles.· I just kind of took

18· ·down a quick note.

19· · · · · · · ·Doctor, my question is:· You had just shown

20· ·your hand like this with the four fingers.· This would be

21· ·a fist, and we could all agree what a fist is.· When

22· ·would it ever be appropriate, if at all, to do this to

23· ·somebody in a gynecologic practice with one of your

24· ·patients, a fist?
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·1· · · · · A· · Personally, I wouldn't do that, I don't

·2· ·believe.

·3· · · · · Q· · Okay.· Dr. Goodman, you're aware that

·4· ·Dr. Chambers did not do any surgeries for these three

·5· ·patients; correct?

·6· · · · · A· · I hadn't been informed one way or the other,

·7· ·so now I'm so informed.

·8· · · · · Q· · And you can say -- this is yes or no.· You've

·9· ·never checked to see if Dr. Chambers knows how to do

10· ·labioplasty at his practice, have you?

11· · · · · A· · I have not.

12· · · · · Q· · And you've never checked any of his charts at

13· ·his practice, have you?

14· · · · · A· · Only the chart records from Patient A.

15· · · · · Q· · Oh, correct.· Yeah.· But not since he's gone

16· ·to your class as a master course, right?

17· · · · · A· · No, I haven't.

18· · · · · Q· · Or any of his records, right?

19· · · · · A· · No, I haven't.· The same way a residency

20· ·director hasn't checked the records of their residents

21· ·when they're in practice.· Pretty much the same as

22· ·someone who trains, who educates doesn't necessarily

23· ·follow the person to their practice and look at their

24· ·records and look over their shoulders.· And that's
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·1· ·unfortunate that we're not able to do that, but such is

·2· ·the situation with every residency and pretty much every

·3· ·training program.· We do our best to train, and then we

·4· ·let people go and hope they'll do their best.

·5· · · · · Q· · Fair enough.· But if we're going to compare

·6· ·residency to your two-to-three-day course, you have a lot

·7· ·more exposure to your residents than you have with these

·8· ·doctors that show up for your short course?

·9· · · · · A· · Yes and no.· I'm on the staff of training

10· ·programs and sometimes we have very little exposure,

11· ·especially if we're in clinical faculty.· But certainly

12· ·as a residency director, you have far more training, far

13· ·more observation.

14· · · · · Q· · Now, I was going to just by habit say I need

15· ·you to turn to a certain page, but --

16· · · · · A· · I don't know.

17· · · · · Q· · -- I'm going to have to try to represent

18· ·what's in --

19· · · · · A· · May I speak for a minute?

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

21· ·Mr. White, what were you looking for?

22· · · · · · · ·Wait, Dr. Goodman.· Let's try to clear this

23· ·up.

24· · · · · · · ·What are you doing, Mr. White?· Are you
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·1· ·looking for a --

·2· · · · · · · ·MR. WHITE:· I found it, but he doesn't have

·3· ·the binder, so I'm going to have to read it to him, I

·4· ·suppose.

·5· · · · · · · ·THE WITNESS:· Or you can go up on the screen.

·6· ·I'm not sure if you have that capability.

·7· · · · · · · ·MR. WHITE:· We don't have an Elmo in here or

·8· ·anything, I don't think, so no.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No.

10· ·Screen share on Zoom is what he's referring to.

11· · · · · · · ·MR. WHITE:· We're doing this on a laptop.  I

12· ·don't think we have that ability, no.· I'm getting a head

13· ·shake no.

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Is

15· ·this an admitted exhibit?

16· · · · · · · ·MR. WHITE:· No.· It's actually one of

17· ·Dr. Chambers' exhibits of the ACOG Committee Opinion that

18· ·he read before, and it was just two short paragraphs that

19· ·he read before:· Chambers 105.· And it's --

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· We'll

21· ·get there.

22· · · · · · · ·MR. WHITE:· Yeah.· I will tell you it's Q,

23· ·Exhibit Q.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So I
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·1· ·have to translate because the tabs are numbered, but his

·2· ·exhibits are lettered, so hold on.

·3· · · · · · · ·MR. WHITE:· Sorry.· The number is 17 because

·4· ·we have numbers.· Yes.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

·6· ·I did that myself, so hold on.· Thank you.· All right.

·7· ·I'm there.

·8· · · · · Q· · (BY MR. WHITE:)· So, Dr. Goodman, you had

·9· ·said before that you are a member of ACOG; correct?

10· · · · · A· · I have been a member of ACOG.· I resigned

11· ·from ACOG approximately two years ago or I became --

12· ·didn't resign.· I became inactive.· I stopped paying dues

13· ·two years ago.

14· · · · · Q· · Okay.· Would you agree that during that -- or

15· ·maybe you still agree.· Would you agree that that is

16· ·pre-eminent guidelines for gynecologists and OB-GYN's?

17· · · · · A· · For general OB-GYN.· For cosmetic gynecology,

18· ·not at all.

19· · · · · Q· · Well, so I'm looking at what's called ACOG

20· ·Committee Opinion.· Committee on Gynecologic Practice.

21· ·It was number 795, and it was written or at least

22· ·submitted and published in January 2020.· So and I will

23· ·read you what it says.· I want to know if you agree or

24· ·not because this is ACOG, their committee opinion.· This

http://www.litigationservices.com


Page 216
·1· ·is in the abstract.

·2· · · · · · · ·It says:· Women should be informed about the

·3· ·lack of high-quality data that support the effectiveness

·4· ·of genital cosmetic surgical procedures and counselled

·5· ·about their potential complications including pain,

·6· ·bleeding, infection, scarring, adhesions, altered

·7· ·sensation, dyspareunia and need for reoperation.· That is

·8· ·just a snippet of that, but do you agree with that?

·9· · · · · A· · I agree with it.· And the patients I operate

10· ·on are so informed.· And the reason that I got into doing

11· ·research and publishing in this area has to do with ACOG

12· ·and the fact that ACOG has their head in the sand, the

13· ·fact that ACOG feels that gynecologists that are at home

14· ·in this area shouldn't be doing plastic work, and we've

15· ·had a big argument.

16· · · · · · · ·I've offered to train for ACOG.· I've offered

17· ·to lecture for them.· There's no love lost between myself

18· ·and ACOG.· ACOG, I happen to be plaintiff's expert for a

19· ·number of medical/legal actions, and every single female

20· ·genital mutilation that I have seen has been done by

21· ·genital OB-GYNs that are Board certified by ACOG and have

22· ·not been trained as Dr. Chambers has, ACOG does a

23· ·disservice to women by burying their head in the sand.

24· · · · · · · ·I am very aware of the document that you are
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·1· ·quoting from.· I'd have to go to another screen.· I've

·2· ·got it on my publications.· I've got it on my computer.

·3· ·Yes, this data exists, but it exists in journals.· The

·4· ·ACOG chooses not to look at.· It exists in plastic

·5· ·surgery journals that have impact factors as great as

·6· ·ACOG's journals.· It exists in the Journal of

·7· ·Reconstructive -- of Plastic and Reconstructive Surgery.

·8· ·It exists in the Journal of Sexual Medicine.· It exists

·9· ·in the Aesthetic Surgery Journal, but ACOG has chosen not

10· ·to even look there.· So that's my comment.

11· · · · · Q· · Okay.

12· · · · · A· · And that's why I stopped paying dues.

13· · · · · Q· · I was going to ask you that.· Okay.· So and

14· ·if you go down to the very end of the abstract, I'm just

15· ·telling you I know you don't have it in front of you, but

16· ·the end of the abstract says:

17· · · · · · · ·"Patients should be made aware that surgery

18· ·or procedures to alter sexual appearance or function, and

19· ·then in paren (excluding procedures performed for

20· ·clinical indications such as clinically-diagnosed female

21· ·sexual dysfunction, pain with intercourse, interference

22· ·in athletic activities, previous obstetric or straddle

23· ·injury, reversing female genital cutting, vaginal

24· ·prolapse, incontinence or gender affirmation, surgery)
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·1· ·are not medically indicated pose substantial risk, and

·2· ·their safety and effectiveness have not been

·3· ·established?"

·4· · · · · · · ·Is it your same answer as before that you do

·5· ·not agree with ACOG on that?

·6· · · · · A· · I totally do not agree.· There is a rich data

·7· ·about the safety, a rich data in many journals that ACOG

·8· ·has just chosen to ignore.· ACOG will say that breast

·9· ·augmentations are fine.· Is there a medical reason for

10· ·breast augmentations?· Of course there is.· ACOG has

11· ·their head buried -- I'd say it kindly -- in the sand.  I

12· ·would say it a different way if we were having a drink

13· ·together.

14· · · · · · · ·ACOG chooses not to look at this literature.

15· ·It is there.· And if counsel wishes, if the hearing

16· ·officer wishes, I can send you that very rich literature

17· ·in -- we're not talking about open-access journals.

18· ·We're not talking about journals that have an impact

19· ·factor of one or two.· We're talking about very respected

20· ·journals, but they happen to be journals of sexual

21· ·medicine, they happen to be journals of plastic and

22· ·cosmetic surgery.· And ACOG has decided they don't want

23· ·to look at those journals.· Certain people in ACOG have

24· ·decided that.· And this opinion is not just my opinion.
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·1· ·It's shared by many OB-GYN's, and it's shared by

·2· ·virtually every cosmetic gynecologist.

·3· · · · · · · ·And thank goodness there are individuals such

·4· ·as Dr. Chambers who have chosen to get trained instead of

·5· ·just saying well, this is my area, the vulva, I know how

·6· ·to do this.· You just sort of put a clamp on it and cut

·7· ·it.

·8· · · · · · · ·I'm the guy that sees these poor women that

·9· ·have poor self-esteem or have functional issues with the

10· ·labia getting trapped with intercourse or experiencing

11· ·chaffing, and then they go to see their general OB-GYN

12· ·who has not been trained in this and goes ahead and maims

13· ·them.· And these poor women then, after finally deciding

14· ·to do something about it, are so far worse off, it's

15· ·devastating.· And ACOG is responsible.· ACOG is

16· ·responsible for that.

17· · · · · · · ·And individuals such as Dr. Chambers and many

18· ·others who have decided to go ahead get the training, do

19· ·their due diligence are not acknowledged by ACOG.· And I

20· ·hope that you and the hearing officer would understand

21· ·that.

22· · · · · Q· · I'm going to ask you if you wrote that.· And

23· ·this is, by the way, from the same number 795 ACOG

24· ·Committee Opinion.· Did you --
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· One at

·2· ·a time, please, Dr. Goodman.· One at a time so I can hear

·3· ·both of you so the court reporter can get it down.· Thank

·4· ·you.

·5· · · · · Q· · (BY MR. WHITE:)· Did you have a part in

·6· ·writing -- It refers to you on page 110 of Dr. Chambers'

·7· ·documents.· Do you refer to yourself as MP or Goodman MP?

·8· · · · · A· · Yes.

·9· · · · · Q· · Okay.· So do you -- and if this happens to be

10· ·on page or clarification for everybody else that has a

11· ·binder, we're looking at page 108 and 110.

12· · · · · A· · Are we talking about a reference, Counselor?

13· · · · · Q· · Yes.

14· · · · · A· · Okay.· Yeah.· In reference to this, the names

15· ·that are listed, last name and then first two initials.

16· ·So you would be White, D, for example.

17· · · · · Q· · Okay.· So did you write this?· Is that what

18· ·they're referring to you?· And it says here at the top

19· ·left of page 108:· "Although this study."

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sorry,

21· ·Mr. White.· You're giving me pages.· Are we still looking

22· ·at Exhibit G, Q and 17?

23· · · · · · · ·MR. WHITE:· Correct.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank
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·1· ·you.

·2· · · · · · · ·MR. WHITE:· Absolutely.· May I go ahead and

·3· ·read this really quick --

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yes.

·5· · · · · · · ·MR. WHITE:· -- to see if it refreshes

·6· ·Dr. Goodman's memory?· Okay.

·7· · · · · · · ·THE WITNESS:· Are you reading from the ACOG

·8· ·bullet or are you reading a reference?

·9· · · · · Q· · (BY MR. WHITE:)· I'm reading from the ACOG.

10· ·And there's a footnote, and it has your name attached to

11· ·the footnote.

12· · · · · A· · I remember that reference.· I was quoted, but

13· ·I was improperly quoted, and I spoke with ACOG about

14· ·that.· But go ahead.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Where

16· ·is it?· Sorry.· I see page 108 and page 110.· I don't see

17· ·specifically.· Oh, here.· I see it.· Okay.· I got it.

18· · · · · · · ·THE WITNESS:· I believe it might be the

19· ·Aesthetic Surgery Journal.· Go ahead and tell me the

20· ·reference.

21· · · · · Q· · (BY MR. WHITE:)· Okay.· Let me just read it,

22· ·and maybe we can move on from there.

23· · · · · A· · Before -- I'm going to interrupt for a moment

24· ·so I can understand what you're going to read.· Are you
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·1· ·reading -- if you could read me the name of the

·2· ·reference, it will say Goodman MP -- there might be

·3· ·others and the name of the article -- then I'll know what

·4· ·you're talking about.

·5· · · · · Q· · Oh, certainly.· Yes.· It says Goodman MP,

·6· ·plastic OJ --

·7· · · · · A· · Right,

·8· · · · · Q· · -- comma, Matlock, DL?

·9· · · · · A· · Got it.

10· · · · · Q· · Comma, Somopolis --

11· · · · · A· · Somopolis, yeah.

12· · · · · Q· · Dalton, TA.

13· · · · · A· · I believe this is the first article we wrote

14· ·on genital plastic and cosmetic surgery and body image.

15· ·I believe it's a body image article.· I think it was in

16· ·the American Journal of Cosmetic Surgery.· It will say

17· ·near the end what the name of the journal is.· It will be

18· ·abbreviated.

19· · · · · Q· · It says:· Evaluation of Body Image and Sexual

20· ·Satisfaction in Women Undergoing Female Genital Plastic/

21· ·Cosmetic Surgery; Aesthetic Surgery Journal 2016.· And

22· ·it --

23· · · · · A· · Okay.· That's the big article.· Yes.· That's

24· ·the 120-page article.· There was a shorter article first
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·1· ·that didn't really -- wasn't powered high enough, and so

·2· ·then we did a research for about three years and gathered

·3· ·a lot more data.· And I am familiar with the article.

·4· · · · · Q· · So did you write this?· I'm going to start

·5· ·now.· "Although this study reported high patient

·6· ·satisfaction and enhancement in sexual function, these

·7· ·results should be interpreted with extreme caution given

·8· ·the lack of a comparison group and use of

·9· ·poorly-constructed questionnaires none of which were

10· ·validated."

11· · · · · A· · Okay.· That's why I took issue with that.

12· ·That editorializes because number one, we had a

13· ·comparison group.· It had a control group, number one.

14· ·Number two:· All of the testing instruments that were

15· ·used were validated.· So that was straight editorializing

16· ·by an individual who never read the article.

17· · · · · · · ·So I a hundred percent disagree with that

18· ·because it did have a control group, number one.· I'm

19· ·happy to send you the article.· I'm happy to send the

20· ·hearing officer the article.· I can fire that off to you

21· ·while we're talking that it had a control group.

22· · · · · · · ·It was 120 individuals in the study group.

23· ·They were followed for two years.· There were 50

24· ·individuals in the control group.· All of the instruments
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·1· ·-- questionnaires are called testing instruments

·2· ·medically.· All of the testing instruments were

·3· ·validated.· So that was straight editorializing, and

·4· ·that's why I stopped paying dues with ACOG.· Understand a

·5· ·little bit what ACOG is about.

·6· · · · · Q· · Okay.· Thank you, Dr. Goodman.· I'm getting

·7· ·down to it.· I just have a few more questions, I think.

·8· · · · · A· · Would you like me to send a copy of that

·9· ·article?· I can get that to you.

10· · · · · Q· · No.· We're okay, I think.· I think you've got

11· ·your point across.

12· · · · · A· · Okay.

13· · · · · Q· · Dr. Goodman, you would agree that doctors

14· ·need to continue training in this field of cosmetic

15· ·gynecological surgery?

16· · · · · A· · I think any physician continuing medical

17· ·education is wonderful, whether it's reading the

18· ·journals, whether it's going to Congresses, whether it's

19· ·taking post-grad courses, whether you're an endoscopic

20· ·surgeon, whether you're a hand surgeon, whether you're a

21· ·brain surgeon, whether you're a cosmetic surgeon.· It's

22· ·not mandatory.· And to be honest, most physicians don't.

23· ·But I think that's exemplary, and I encourage it.

24· · · · · Q· · Do you offer brush-up courses, for lack of a
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·1· ·better term?

·2· · · · · A· · Yes, I just did one a couple of weeks ago.

·3· ·If any of my previous trainees would like to come and go

·4· ·over some specific things, yes.· We arrange that

·5· ·individually.· And that's only happened twice.· Only

·6· ·three of the trainees have come back for additional

·7· ·training.

·8· · · · · Q· · Only three?

·9· · · · · A· · Only three.

10· · · · · Q· · Okay.· So and those other ones, you would --

11· ·We have evidence that Dr. Chambers has never come back

12· ·for any brush-up courses with you?

13· · · · · A· · He has not.

14· · · · · Q· · In fact, wouldn't you be surprised to know

15· ·that he has not brushed up on any of the other courses

16· ·including antiaging or anything since 2014?

17· · · · · A· · Statistics that I'm aware of show that over

18· ·99 percent of physicians of specialty trained physicians

19· ·don't go back for additional training which is

20· ·unfortunate.· I'm not talking about as far as going to

21· ·meetings, but as far as going back to additional

22· ·training.

23· · · · · · · ·Usually once someone is trained, they hit the

24· ·ground ruining, they're in their practice and they don't
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·1· ·go back.· That said, I encourage additional training.  I

·2· ·encourage my trainees to go to meetings and so forth.  I

·3· ·encourage my patients to do pelvic floor physical

·4· ·therapy.· Doesn't mean they're going to do it.

·5· · · · · Q· · Did you do a lot of extra training after you

·6· ·had learned this procedure or these procedures?

·7· · · · · A· · Yes.

·8· · · · · Q· · Do you have any concern that -- Well, let me

·9· ·back up a second.· During direct examination,

10· ·Dr. Chambers asked you a question regarding body image

11· ·and dysmorphia.

12· · · · · A· · Body image and what?· I'm sorry.

13· · · · · Q· · Dysmorphia.

14· · · · · A· · Yes.· Body dysmorphia.· Okay.

15· · · · · Q· · And do you have any concerns that there could

16· ·be doctors out there that sort of create and encourage

17· ·even more or propagate body dysmorphia by telling a

18· ·patient, you know, things don't look right down here.

19· ·Rather than asking them the question like you say, you

20· ·had said before on direct examination, I would just ask

21· ·them:· Is everything okay down there?

22· · · · · · · ·But if somebody tells you:· Hey, you've got

23· ·some problems down there, but, Doctor, you're sitting in

24· ·a doctor's office and they say I see some problems down
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·1· ·there, you've got a gaping vagina or something like that,

·2· ·do you think that that propagates -- are you concerned

·3· ·that that might propagate the problem?

·4· · · · · · · ·DR. CHAMBERS:· Objection, Ms. Ghusn.· What's

·5· ·the point of this question?

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

·7· · · · · · · ·Mr. White?

·8· · · · · · · ·MR. WHITE:· What?· Is that an objection?

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

10· ·Please, Dr. Goodman.· I understand.· But, Mr. White?

11· · · · · · · ·MR. WHITE:· I don't understand the objection.

12· · · · · · · ·DR. CHAMBERS:· Well, has it been alleged that

13· ·I did something of the sort?· You're asking him a

14· ·question as if I have done something of such.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

16· · · · · · · ·Mr. White?

17· · · · · · · ·MR. WHITE:· Well, there's a question about

18· ·the timing of when you saw or -- excuse me.· I'll address

19· ·the hearing officer.

20· · · · · · · ·Ms. Ghusn, there's a question about the

21· ·timing of when Dr. Chambers saw the two-page list from

22· ·Patient A.· It has not been -- It is still up in the air

23· ·really and inconclusive as to when he saw that, and so

24· ·there could have been -- Let me finish please,
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·1· ·Dr. Chambers.· So it's inconclusive as to whether he saw

·2· ·that at the end of her physical exam or somewhere during

·3· ·it or in the beginning.· And so the question would be:

·4· ·Are doctors like Dr. Chambers propagating body dysmorphia

·5· ·by telling patients they have a problem down there rather

·6· ·than ask the question:· How is everything down there?

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I'm

·8· ·going to just jump in, Dr. Chambers, because this was

·9· ·covered.· I remember it specifically.· And I can't say I

10· ·remember which patient specifically.

11· · · · · · · ·DR. CHAMBERS:· Patient A.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:

13· ·Okay -- thank you -- testifying, and you may disagree or

14· ·have different testimony, but I remember her testifying

15· ·about the allegations or comments you made, so it's fair

16· ·ground.· I don't think it's a huge issue.· I wouldn't

17· ·spend a lot of time on it, but I do remember it, and so

18· ·it's fair.· It's a fair question.

19· · · · · · · ·MR. WHITE:· Okay.· So I think just to clarify

20· ·the record, I believe that Dr. Goodman did say yes, it

21· ·concerns him.

22· · · · · · · ·THE WITNESS:· I am going to ask you to ask

23· ·the question again in a way so as not to lead the

24· ·witness.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:  I

·2· ·don't think he fully answered the question.

·3· · · · · · · ·MR. WHITE:· Well, I'm going to address

·4· ·Ms. Ghusn.· I think, Ms. Ghusn, as a fellow member of the

·5· ·Bar, I am allowed to ask leading questions.· In fact, I

·6· ·am encouraged to ask leading questions on

·7· ·cross-examination.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That

·9· ·is the case, Dr. Goodman.

10· · · · · · · ·THE WITNESS:· Okay.· And I'm allowed to

11· ·demur.· Ask your question.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

13· ·Dr. Goodman, you are under oath to answer if you know the

14· ·answer.

15· · · · · · · ·THE WITNESS:· I understand.

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

17· · · · · Q· · (BY MR. WHITE:)· Does it concern you that

18· ·doctors out there and perhaps Dr. Chambers, the way he

19· ·runs his practice, could propagate body dysmorphia by

20· ·telling vulnerable patients that are there for medical

21· ·advice and possibly surgery that they have a problem?

22· · · · · A· · I see no evidence that Dr. Chambers has acted

23· ·in such a way.· It would concern me whether that person

24· ·was a plastic surgeon, whether that person was an
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·1· ·orthopedic surgeon would ask a question in a leading way.

·2· ·So the answer to your question is it would concern me,

·3· ·but I see no evidence that this was done.

·4· · · · · Q· · Dr. Chambers had asked you a question:· What

·5· ·is your understanding of my medical practice?· Do you

·6· ·recall him asking you that?

·7· · · · · A· · I do.

·8· · · · · Q· · My question is:· How do you know what is your

·9· ·-- How do you get your understanding of his medical

10· ·practice when you've never been to his medical practice?

11· · · · · A· · I believe or I did my best to make that clear

12· ·at the outset of the question which is I've never been to

13· ·his medical practice.· So it's just my understanding if

14· ·he practices obstetrics, if he practices gynecology, I

15· ·know what that field encompasses.

16· · · · · · · ·I know he's been trained in sexual medicine

17· ·and I understand a little bit about sexual medicine.· And

18· ·I know he's been trained in cosmetic gynecology, which I

19· ·know a little bit about.· Exactly what he does in his

20· ·practice, in his office, I know nothing about other than

21· ·what I've seen on one medical record on one patient, and

22· ·it was a decent workup.

23· · · · · Q· · Did you speak with Dr. Chambers to prepare

24· ·for your testimony today?
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·1· · · · · A· · Yes, but we didn't talk about his practice at

·2· ·all.· That was not one of the things.· He gave me a list

·3· ·of the questions he was going to ask, and that was it

·4· ·really.

·5· · · · · Q· · He gave you a list of his questions?

·6· · · · · A· · I have a list.· I had a list.· I had a list

·7· ·of his questions.· Every one of them were asked.· I think

·8· ·he went by that list, but there was no end.· We discussed

·9· ·no answers.· We discussed nothing about what I was going

10· ·to say and so forth.

11· · · · · · · ·He did prepare me for the questions that he

12· ·would be asking me, and I looked them over and most of

13· ·them I could answer.· There was a couple I got some

14· ·evidence from the literature about O-Shots in case I was

15· ·asked about that.· I made a list of the journals that I

16· ·published in so I wouldn't stumble when I was asked about

17· ·that.· That's about all.

18· · · · · Q· · You had talked about preoperative photos,

19· ·that they are so important that you won't even operate on

20· ·a patient unless you're permitted to take those; correct?

21· · · · · A· · Correct.· There's a reason for that.

22· · · · · Q· · Could you give it to us very briefly?

23· · · · · A· · If a patient sends no photos for me, that's a

24· ·red flag.
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·1· · · · · Q· · Okay.· But you get consent before you take

·2· ·any photos; correct?

·3· · · · · A· · Yes.· It's part of the consent that we get.

·4· ·There's a large informed consent document, and that is on

·5· ·the document.

·6· · · · · Q· · And it is written consent, right?

·7· · · · · A· · Correct.· And again, I can send you a copy of

·8· ·that if counsel wishes.

·9· · · · · Q· · No, I, you know, you're under oath, and I

10· ·believe you.· I believe what you're saying here.· You

11· ·would also probably have to agree that you only take the

12· ·amount of photos necessary for medical purposes?

13· · · · · A· · I agree with that.· There are others who take

14· ·an amazing amount of photos.· There is someone who is

15· ·also one of the fathers of cosmetic gynecology, and his

16· ·name is Red Alanstodd who takes maybe 20 photos with

17· ·black velvet for offset to see them better.

18· · · · · · · ·I take a minimum amount of photos.· I usually

19· ·take a straight-on photo.· I'll take a photo from the

20· ·angle that the patient is looking at from above.· I take

21· ·a minimum amount of photographs unless with the patient's

22· ·consent, I'm using her case as a teaching opportunity.

23· ·Then I may take more photographs or if I'm publishing an

24· ·article.
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·1· · · · · Q· · And, Dr. Goodman, are you familiar with

·2· ·deidentification of these photos?

·3· · · · · A· · I'm sorry.· The:· T-H-E or D as in David?

·4· · · · · Q· · D-E like deidentification like --

·5· · · · · A· · No, I'm not.

·6· · · · · Q· · Okay.· Do you take any precautions as to not

·7· ·giving away the identity of the patient that takes the

·8· ·photos?

·9· · · · · A· · I do.· I code them.· The photos live on my

10· ·computer, and they're coded.

11· · · · · Q· · Who takes those photos?

12· · · · · A· · I do most of the time.· Sometimes my medical

13· ·assistant does.

14· · · · · Q· · What kind of camera or cell phone or what do

15· ·you use to take those pictures?

16· · · · · A· · I used to use a Minolta camera.· I now use my

17· ·cell phone.· I take them off the cell phone, put them on

18· ·my computer.

19· · · · · Q· · Your cell phone?

20· · · · · A· · My own cell phone.· I think what Dr. Chambers

21· ·does is probably more secure.· I like that idea.· I'm

22· ·always a little nervous of my cell phone.· I take them on

23· ·my cell phone.· I put them on the computer.· I've never

24· ·had an issue with that, but I agree there's some space
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·1· ·there that things could fall through.

·2· · · · · Q· · You'd have to agree though.· You said secured

·3· ·just now.· You'd have to agree that you're in control of

·4· ·encrypting your cell phone.

·5· · · · · A· · Yes.

·6· · · · · Q· · Whereas if you use a patient's cell phone,

·7· ·you don't know what kind of encryption if any they have

·8· ·or what provider they're using and where they may end up?

·9· · · · · A· · Different ways of looking at it.· One way of

10· ·looking at it it is the patient's cell phone.· It's her

11· ·personal cell phone.· It's in a way more secure because

12· ·it's taken with her phone.

13· · · · · · · ·Another way of looking at it is exactly what

14· ·you said:· That there may not be encryption technology.

15· ·And I'm not an expert in this area.· I can say what I do.

16· ·Others do it in different ways.· I really don't know what

17· ·Dr. Jones does and Dr. Smith does and so forth.

18· · · · · · · ·I know what Dr. Chambers does because we're

19· ·involved in this action.· I know what I do, but that's as

20· ·far as it goes.· And I don't know what's right and proper

21· ·or if there's been any legal determination.· Certainly

22· ·plastic surgeons take photographs all over the place, and

23· ·I'm not sure if there's something in the literature or

24· ·any decisions have been made as far as protecting those
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·1· ·photographs, so I'm ignorant in that area.

·2· · · · · Q· · I want to jump over for a minute, redirect

·3· ·you to there was some questions regarding marketing.

·4· · · · · A· · Yes.

·5· · · · · Q· · And you had said marketing your surgical

·6· ·skills in your office is appropriate.

·7· · · · · A· · Yes.

·8· · · · · Q· · I'll come right out and ask you this.· What

·9· ·about soliciting patients to pose nude and then speaking

10· ·with them during treatment when they're gowned and

11· ·exposed?· You do you feel that that's appropriate

12· ·marketing?

13· · · · · A· · I wouldn't do it, but I'm not the one to --

14· ·I'm not -- I can give you my opinion which is I wouldn't

15· ·do that.· I wouldn't feel comfortable with that.· But

16· ·that doesn't necessarily mean it's inappropriate.· And I

17· ·don't know if I'm the person to make that determination

18· ·which is the best and honest answer that I can give.

19· · · · · · · ·And also, I wasn't there at the time, so I

20· ·don't know how it's presented.· You know, it can be

21· ·presented in one way.· It can be presented in another

22· ·way.· Sometimes we'll present things to patients in a

23· ·certain way, and the patients will hear it differently.

24· ·It's very interesting.
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·1· · · · · · · ·There are a lot of studies that show what

·2· ·doctors say it's recorded and what patients heard.· And

·3· ·the reality is, patients hear -- patients understanding

·4· ·what the doctor said is less than 50 percent.· You ask a

·5· ·patient have you had your -- Did the doctor remove your

·6· ·ovaries with a hysterectomy?· They would be right 50

·7· ·percent of the time.· So we just politely go on and say

·8· ·things.· And what the patients hear is sometimes very

·9· ·different.

10· · · · · Q· · How about --

11· · · · · A· · Long answer, but I'm trying to give the

12· ·flavor of -- I'm trying to give an honest answer to you.

13· · · · · Q· · Yeah.· And I appreciate that.· Thank you.

14· ·What about a poster soliciting -- What about a poster in

15· ·a bathroom soliciting nude photos from your patients for

16· ·an adult video magazine?· Would you do that?

17· · · · · A· · I wouldn't do that because that's not my

18· ·patient population.· If my patient population involved

19· ·that industry, then that might be a way to, you know, to

20· ·market it.· It's not my style.· Would I do it?· No.· That

21· ·doesn't mean it's improper.· What I do doesn't mean it's

22· ·all totally proper.· What I don't do doesn't mean it's

23· ·improper.

24· · · · · Q· · Just a few more questions.· You had talked
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·1· ·about there are many organizations regarding sexual

·2· ·health.

·3· · · · · A· · There are many organizations --

·4· · · · · Q· · On direct exam.· Sorry.

·5· · · · · A· · Go ahead.· The answer is yes, there are.

·6· · · · · Q· · And you had said something about

·7· ·standardization, right?

·8· · · · · A· · You'll have to refresh my memory as far as

·9· ·what I said about standardization.

10· · · · · Q· · That's the only word I wrote, so are you --

11· ·Do you think that better standardization or I suppose

12· ·less society's in charge of sexual health, in sexual

13· ·gynecological health would be perhaps better if

14· ·streamlined?

15· · · · · A· · Can you say that in a different way?  I

16· ·don't --

17· · · · · Q· · Yeah.· Would it be --

18· · · · · A· · I don't understand the question.

19· · · · · Q· · Would it be better if there were less

20· ·organizations regarding, I guess, gynecological plastic

21· ·surgery cosmetic surgery and not more?

22· · · · · A· · Not necessarily.· That's like saying should

23· ·there be five political parties, you know, the

24· ·libertarians, the liberals, the ultraconservatives,
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·1· ·Republicans, conservative Republicans.· Human nature is

·2· ·such that it's rare for three people to agree on

·3· ·anything.· And certainly physicians, who are all prima

·4· ·donnas so, you know, it would be nice to have more

·5· ·standardization, but that's not going to occur.

·6· ·Everybody goes on their own path.

·7· · · · · Q· · You would agree that as far as having a vast

·8· ·knowledge, a vast working knowledge of women's issues and

·9· ·even men's for that matter, in sexual terms, that most

10· ·doctors out there don't have the same kind of knowledge

11· ·as, say, a sexual therapist?

12· · · · · A· · Definitely.· Those doctors that haven't, you

13· ·know, been additionally trained, either trained in one of

14· ·SSTAR's courses or one of ISSWSH's courses or in the

15· ·course that Dr. Chambers took.· I'm not as familiar with

16· ·that particular course as I am with some of the others,

17· ·but there are courses and training.

18· · · · · · · ·I took a couple of courses of training, and

19· ·most doctors have not.· They certainly don't get a lot of

20· ·time in sexual medicine in their medical school training

21· ·or in their residency.· They'll get a thimble full, but

22· ·that's about all.· So I wish more doctors would be

23· ·trained and feel comfortable in talking about that area,

24· ·but --
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·1· · · · · Q· · And you had mentioned -- Sorry.

·2· · · · · A· · Only a handful have been trained.

·3· · · · · Q· · And you mentioned it was really important,

·4· ·you know, sex and you had said something like everybody

·5· ·does it, everybody has fun in their own way.· Right?

·6· · · · · A· · Sex is the most fun you could have without

·7· ·laughing.· Woody Allen said that.

·8· · · · · Q· · So why wouldn't a -- and I just want to get

·9· ·your opinion as the expert here that he is called to

10· ·support his side of this case.· Why wouldn't a doctor

11· ·like you or Dr. Chambers either employ or refer someone

12· ·-- and maybe you do refer someone that has real

13· ·deep-seeded sexual issues, why wouldn't you refer them to

14· ·a sexual therapist or have you?

15· · · · · A· · Oh, I definitely do.· I definitely do.  I

16· ·mean, I have knowledge in sexual medicine, but nowhere

17· ·near as much as some of, you know, my colleagues.· So of

18· ·course if, you know, if this is a sexual issue that you

19· ·see, especially if you're an OB-GYN, you're a primary

20· ·care provider for women.· Women come in for their annual

21· ·exams.· They come in if they're pregnant.· They may come

22· ·in with vaginitis and different things, and it's an

23· ·opportunity to open the door.

24· · · · · · · ·Sometimes just opening the door and getting
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·1· ·people talking, that's all that's needed with your

·2· ·knowledge.· But certainly, if there is a dysfunction and

·3· ·there's a psychosexual dysfunction, then of course you'd

·4· ·want to refer that out.

·5· · · · · Q· · Thank you for your honest answer.· I don't

·6· ·mean to pick on you, but here I'm going to have to pick

·7· ·on you a little bit.· So you had said before OB-GYN and

·8· ·then having some sexual sex health knowledge is the same

·9· ·as an orthopedic surgeon and having the knowledge to work

10· ·on hands.· But surely, you're not comparing a

11· ·two-to-three-day class to learn sexual health and some

12· ·CME's to, I think it's required that -- at least from

13· ·what I've been able to look at -- it's required if you're

14· ·going to become a hand surgeon, you have to have a

15· ·fellowship in like upper extremity not just --

16· · · · · A· · Oh, certainly.· Of course not.· Of course

17· ·not.· Well, first, you know, in my particular courses, I

18· ·talk about sexual health, but I am not giving the sexual

19· ·health courses.· I'm just letting my trainees know that

20· ·that's an area that they should be cognizant of.· And

21· ·I'll let them know the questions to ask, and I'll let

22· ·them know some questionnaires that they can use.· And

23· ·I'll let them know if it looks like that there may be a

24· ·sexual dysfunction that that's a patient that they should
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·1· ·refer.

·2· · · · · · · ·So of course even if you're talking about the

·3· ·rudimentary aspects of performing a labioplasty or a

·4· ·vaginal reconstruction, I'm teaching surgeons, number

·5· ·one, how to stay out of trouble; number two, the basic

·6· ·rules and sort of how to do things.· But no, this is

·7· ·nowhere like a hand fellowship at all.· It's the best we

·8· ·can do in the circumstances.· It's better than nothing.

·9· · · · · Q· · Thank you.· Now, I just have a couple more.

10· ·That's it.· Dr. Goodman, you do not practice medicine in

11· ·Nevada?

12· · · · · A· · No, I don't.

13· · · · · Q· · And you never have; correct?

14· · · · · A· · Correct.

15· · · · · Q· · So is it fair to say you're not familiar with

16· ·the standards for which the Investigative Committee has

17· ·alleged against Dr. Chambers with respect to the Nevada

18· ·statutes and regulations?

19· · · · · A· · No, I have not.

20· · · · · · · ·MR. WHITE:· Okay.· That's all I have.· Thank

21· ·you.

22· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· All

23· ·right.· So we're a little after 4:30, Dr. Chambers.· Are

24· ·you going to have redirect for Dr. Goodman?
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·1· · · · · · · ·DR. CHAMBERS:· I just have a couple of

·2· ·questions for Dr. Goodman.

·3· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·4· ·Hold on one second.· And I have a couple of questions as

·5· ·well before we cut him loose.

·6· · · · · · · ·Go ahead, Dr. Chambers.

·7

·8· · · · · · · · · · · REDIRECT EXAMINATION

·9· ·BY DR. CHAMBERS:

10· · · · · Q· · Dr. Goodman, other than for you and me, how

11· ·many other OB-GYNs do you know who went specifically to

12· ·be trained for sexual health medicine and cosmetic GYN

13· ·surgery?

14· · · · · A· · How many that have been dual trained?

15· ·Understanding that these are not, you know, year and a

16· ·half or two-year training fellowships, not a lot.· And

17· ·again, this is my impression.· I have no statistics on

18· ·this, Dr. Chambers, but I know that the men and women

19· ·that I've trained, very few of them have had additional

20· ·sexual medicine training.

21· · · · · Q· · Okay.· And you operate on --

22· · · · · A· · And an addendum there which is why I bring it

23· ·up.· And I encourage my trainees to join an organization

24· ·like I encourage them to go to their post-grad courses
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·1· ·and so forth.· How many do, I don't know.

·2· · · · · Q· · Okay.· When you operate on patients who

·3· ·travel to the States from overseas, how do you assess

·4· ·their postoperative course if they're not local?

·5· · · · · A· · About 75 percent of my patients come from out

·6· ·of the area.· They drive either over three hours or fly

·7· ·in, both from the United States and offshore.· I make

·8· ·sure if someone is flying from a distance from New York

·9· ·City or Miami or from London or something like that that

10· ·they, number one, stay a requisite amount of time.· It's

11· ·not like:· Okay.· We're done.· Goodbye.· They stay for

12· ·several days.· I encourage them for staying close to a

13· ·week, number one.· I always evaluate them before they hit

14· ·the road.

15· · · · · · · ·Number two:· I make sure that I know of a

16· ·practitioner in their area.· I know someone in Germany.

17· ·I know someone in Poland, and I know people in New York,

18· ·etcetera.· So I make sure that I know someone that's sort

19· ·of in their area in case they get into trouble that they

20· ·can go to.

21· · · · · · · ·We then have a virtual visit somewhere seven

22· ·to ten days after their surgery in which the patient

23· ·sends me photographs and we talk on the phone either by

24· ·the FaceTime or one of the other platforms or just on the
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·1· ·phone.· My patients have my cell phone number.· They're

·2· ·welcome to call me at any time if there's a question.

·3· ·They can send me photographs if they're concerned about

·4· ·something.· I also like to see them somewhere around a

·5· ·month or six weeks afterward for a final visit and any

·6· ·time they wish.· And that's how I manage.

·7· · · · · · · ·DR. CHAMBERS:· Thank you.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Any

·9· ·other questions, Dr. Chambers?

10· · · · · · · ·DR. CHAMBERS:· No, Ms. Ghusn.

11· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Follow

12· ·up, Mr. White?

13· · · · · · · ·MR. WHITE:· No, Ms. Ghusn.· Thank you.

14

15· · · · · · · · · · · · · EXAMINATION

16· ·BY ADMINISTRATIVE HEARING OFFICER GHUSN:

17· · · · · Q· · I have a couple of questions, Dr. Goodman.

18· ·First, did you have an opportunity to review the

19· ·complaint filed by the IC?

20· · · · · A· · Yes, I did, but it was a good while ago.  I

21· ·haven't re-reviewed it for this portion of my testimony.

22· ·So my --

23· · · · · Q· · What did you review?

24· · · · · A· · What did I review?· I reviewed the complaint.
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·1· ·I believe it was the complaint.· I don't think I have it

·2· ·in my records.· I probably have it on a different screen.

·3· ·I'd have to go and get to it in my documents.· I believe

·4· ·I have it in my documents, and I believe that --

·5· · · · · Q· · That's okay.· We may get there.· Thank you.

·6· ·And actually, there it is.· Because there were quite a

·7· ·few allegations, and I was wondering your thoughts on

·8· ·then but I'll move on to another question regarding the

·9· ·IC's expert, Dr. Rick Rafael.

10· · · · · · · ·And I think you know there was pretty good

11· ·discussion that went on for a while that he concluded and

12· ·he was allowed to share his conclusions without

13· ·interruption and he reached three conclusions.· And I

14· ·want to extend that same opportunity to you.· Are you

15· ·okay?

16· · · · · A· · Yeah.· I'm getting over bronchitis.

17· · · · · Q· · Okay.· Let me see if I have any other more

18· ·specific questions first.· I know we've been pretty

19· ·thorough.· So did I understand you that you've just

20· ·reviewed Patient A's files and none of the others?

21· · · · · A· · I reviewed the complaint, and I do remember

22· ·reviewing a little bit about Patient B and C, but I'd

23· ·have to go back to the records to refresh my memory.

24· · · · · Q· · Okay.· Well, you were very clear earlier that
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·1· ·you were impressed with Dr. Chambers' -- his note

·2· ·keeping.· I'm not sure what to call it properly.· The

·3· ·records he -- His notes from the exam of Patient A?

·4· · · · · A· · Call it history and physical.

·5· · · · · Q· · Okay.

·6· · · · · A· · Or an H&P.· Yes, I reviewed that, and I did

·7· ·see the allegations.· And as I mentioned, things change a

·8· ·lot in the patients' minds after they leave the office

·9· ·after they speak with someone, after they quote or

10· ·misquote and they hear from different people.· There's a

11· ·lot of different reasons that patients get confused.

12· · · · · Q· · Okay.· Again, I would like to give you the

13· ·opportunity.· It would be helpful to me if there aren't

14· ·any objections.· I see Mr. White looking at his watch.

15· · · · · A· · Does he get overtime?

16· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:  I

17· ·realize the time.· Yes.

18· · · · · · · ·MR. WHITE:· No, it wasn't for the time, but

19· ·that's okay.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Stats.

21· ·No stats today, Mr. White.

22· · · · · · · ·MR. WHITE:· Yes.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So I

24· ·have written down Dr. Rafael 's three conclusions.· But
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·1· ·I'd like to hear if you would like to share any.· And I

·2· ·don't know if Dr. Chambers or Mr. White would have any

·3· ·objection to my reading my notes of his three

·4· ·conclusions.

·5· · · · · · · ·Mr. White?

·6· · · · · · · ·MR. WHITE:· Yeah, we do object, Your Honor.

·7· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·8· · · · · · · ·MR. WHITE:· The IC objects to Dr. Goodman's

·9· ·conclusions in that he -- first of all, he wasn't asked

10· ·that on direct.· He doesn't have the requisite expertise

11· ·in Nevada law which is what I just brought up at the very

12· ·end of his cross-examination.

13· · · · · Q· · (BY ADMINISTRATIVE HEARING OFFICER GHUSN:)  I

14· ·still am going to and I can give that weight --· allow

15· ·him extend the same opportunity we extended to Dr. Rafael

16· ·with the understanding that he's not a licensed Nevada

17· ·physician.

18· · · · · · · ·So, Dr. Goodman, would you like to share any

19· ·conclusions after your review of the records about the

20· ·allegations?

21· · · · · A· · Well, as I understand, there are three.

22· ·There's allegations from three different individuals.

23· ·There's an allegation from a woman that from all I can

24· ·see in the records, and there's no reason for me to not
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·1· ·believe the records which were dictated or which were

·2· ·dictated at the time or shortly after the meeting that

·3· ·patient came in for issues that included sexual issues

·4· ·and included the fact that she was unhappy with

·5· ·appearance and function of her genitalia in a sexual way.

·6· ·And this must have been very -- and this must have been

·7· ·very hard for her to do.· And there must have been a lot

·8· ·of emotion involved.

·9· · · · · · · ·I've been practicing for 50 years.· I've done

10· ·a lot of different things in medicine.· I've worked with

11· ·a lot of patients, and I think I have a decent handle as

12· ·a lot of seasoned attorneys do as well who work with

13· ·people that sometimes there's confusion afterward and

14· ·sometimes there's embarrassment afterward.· And sometimes

15· ·a person will discuss aspects of the visit with others.

16· · · · · · · ·And then when they admit something to their

17· ·trusted provider, something that's very personal,

18· ·especially something that's sexually personal and then

19· ·they go to explain it, it gets very confused and they get

20· ·very defensive that oh, my goodness.· I'm saying that I

21· ·was not happy in my sexual relationship.· I'm saying I'm

22· ·not happy with this or that.· And it's very hard for them

23· ·with all of the stigma that are applied to this to then

24· ·admit yeah, I went in because I'm having some orgasm
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·1· ·issues, and I feel loose and so forth.· It's very hard to

·2· ·say that.

·3· · · · · · · ·And so then they get sideways and then the

·4· ·person he spoke with said:· He did what?· He said what?

·5· ·And he gets very confused.· And what ends up is something

·6· ·that I feel that you're seeing here.· I am not seeing

·7· ·that anything dastardly was done in the case of Patient A

·8· ·from all that I can see including seeing what her

·9· ·complaint was.· I really don't feel that there was.

10· · · · · · · ·As far as the advertising for photographs --

11· ·and I don't know Patient B and I don't know Patient C and

12· ·their individual situations.· Was it appropriate to

13· ·advertise and talk about taking nude photographs in the

14· ·way that Dr. Chambers did?· I wouldn't do it that way.

15· ·No, that's not my style.· But that doesn't mean it brings

16· ·dishonor to the profession.· That doesn't mean it's

17· ·entirely inappropriate.

18· · · · · · · ·I think Dr. Chambers may have learned from

19· ·this.· His practice is a little different than mine.· So

20· ·assuming that I don't feel there's anything terribly

21· ·nefarious that went on with Patient A, I think he did his

22· ·best to understand what her complaints were and to give

23· ·her options.

24· · · · · · · ·The language that he used, I don't know.  I
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·1· ·wasn't there.· We say something and the patient hears

·2· ·something very different.· There's country songs, rock

·3· ·songs have been written about that.· He said/she heard.

·4· ·I forgot the name of who wrote that song.· He said/she

·5· ·heard.· We have that all the time.· I'm sure attorneys

·6· ·know about that.· And I think that's a he said/she heard

·7· ·kind of situation.

·8· · · · · · · ·As far as the other two, it's not

·9· ·inappropriate to market.· This is a way of saying okay.

10· ·I will reimburse you for photographs that I can use

11· ·appropriately in my practice.· Was it a good way of doing

12· ·it?· That's open to debate.· But I don't think it's

13· ·anything that would say this brings dishonor on the

14· ·profession and his license should be taken away or

15· ·anything like that.· I don't think it reaches that level

16· ·at all.

17· · · · · · · ·I believe that's about all I have to say.  I

18· ·know Dr. Chambers minimally.· I trained him.· He seemed

19· ·like an honorable individual.· We've spoken in the course

20· ·of this.· He's very emotional about it because he's

21· ·passionate about his specialty.· He feels he's been done

22· ·wrong, and he's very passionate about it.

23· · · · · · · ·He's acting in pro se, which is not what I

24· ·would recommend, so it puts him in a difficult position
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·1· ·being both his attorney and being the defendant,

·2· ·especially in an action where you're considered guilty

·3· ·until proven innocent.· This is one of the few areas,

·4· ·unfortunately, that people are considered guilty until

·5· ·proven innocent and that's --

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

·7· ·I'm going to stop you here, Dr. Goodman.

·8· · · · · · · ·MR. WHITE:· I would actually like to comment

·9· ·on that.· He's been given -- All due process has been

10· ·given, afforded.· He's been afforded all of the due

11· ·process rights he has and then some possibly.

12· · · · · · · ·THE WITNESS:· I know I get into trouble with

13· ·that, but --

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And

15· ·okay.· Yes, Dr. Goodman.· I don't want to get too far

16· ·afield here.

17· · · · · · · ·THE WITNESS:· Okay.

18· · · · · Q· · (BY ADMINISTRATIVE HEARING OFFICER GHUSN:)

19· ·That's not for our discussion today.· Let me ask you

20· ·another question --

21· · · · · A· · Sure.

22· · · · · Q· · -- if I may.· Maybe to wrap this up because

23· ·it did come up.· Do standards of care and practice, do

24· ·they differ greatly between jurisdictions?
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·1· · · · · A· · In relating to cosmetic gynecology, it used

·2· ·to.· It no longer does because patients right and left

·3· ·cross jurisdictions.· So standards of care in cosmetic

·4· ·gynecology should not be different in Las Vegas or

·5· ·Henderson or San Francisco or Peoria, Illinois.· If they

·6· ·have the same complaints, there should be similar

·7· ·standards of care, and I so testified in court to that.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·9· ·you, Dr. Goodman.

10· · · · · · · ·Any follow-up?

11· · · · · · · ·DR. CHAMBERS:· None, Ms. Ghusn.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

13· ·you, Dr. Chambers.

14· · · · · · · ·Mr. White?

15

16· · · · · · · · · · · FURTHER CROSS-EXAMINATION

17· ·BY MR. WHITE:

18· · · · · Q· · Yes.· Dr. Goodman, are you familiar or did

19· ·you hear testimony from Patient A?

20· · · · · A· · No, I did not.· I've heard no testimony from

21· ·any of the people involved in this other than and -- I

22· ·haven't heard Dr. Chambers' testimony.

23· · · · · Q· · Did Dr. Chambers make you aware of what the

24· ·testimony was from Patient A?
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·1· · · · · A· · No, I don't believe -- Dr. Chambers, did you?

·2· ·I don't remember that.

·3· · · · · · · ·DR. CHAMBERS:· I did not.

·4· · · · · Q· · (BY MR. WHITE:)· Same question for Patients B

·5· ·and C.

·6· · · · · A· · Not at all.· I don't know what they said.

·7· · · · · Q· · And then you had kind of mentioned I thought

·8· ·I heard that you said that you saw Patient A's complaint.

·9· ·Are you referring to the complaint, the formal complaint

10· ·in this matter or did you see Patient A's written

11· ·complaint?

12· · · · · A· · Oh, no, no, no.· I saw there was a complaint

13· ·in front of the Board, a multi-page complaint.· And I was

14· ·provided a copy of that which I believe I have in my

15· ·documents that I have that I spoke to her earlier.· But

16· ·no, this was written up by the Board, I think by the IC,

17· ·or it was in legalese.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Sounds

19· ·like the formal complaint.

20· · · · · · · ·THE WITNESS:· Yes, I believe that's it.· Yes.

21· ·This.

22· · · · · Q· · (BY MR. WHITE:)· And again, just to

23· ·reiterate, you do not know the standards of Nevada law

24· ·that have been applied in this matter?
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·1· · · · · A· · Correct.

·2· · · · · · · ·MR. WHITE:· Okay.· Nothing further.· Thank

·3· ·you.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·5· ·you.

·6· · · · · · · ·Anything else?

·7· · · · · · · ·DR. CHAMBERS:· Thank you, Dr. Goodman.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

·9· ·you so much for your time, Dr. Goodman.· Nice to meet

10· ·you, and thank you so much for making yourself available

11· ·today.· I'm glad it all worked out.

12· · · · · · · ·THE WITNESS:· Likewise.· Thank you for both

13· ·of your courtesies in this matter.

14· · · · · · · ·MR. WHITE:· Certainly.· Thank you,

15· ·Dr. Goodman.

16· · · · · · · ·THE WITNESS:· My place is only to educate.

17· ·You guys make the decision.

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

19· ·you again.· Have a good evening.· All right, folks.  I

20· ·actually thought we might get through today.· We were

21· ·making really good progress.· There's just a lot to talk

22· ·about.· I understand that.

23· · · · · · · ·We have -- Mr. White, you have your

24· ·cross-examination of Dr. Chambers remaining and also
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·1· ·possibly Dr. Chambers redirect which would be your

·2· ·testimony in response to the cross-examination and

·3· ·closing arguments.· Is that correct?

·4· · · · · · · ·DR. CHAMBERS:· I thought I was cross-examined

·5· ·this morning by Mr. White.

·6· · · · · · · ·MR. WHITE:· Yeah.· I think we might be on

·7· ·redirect.· I'm not sure.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You're

·9· ·correct.· Sorry.· You're right.· Right.· So we have

10· ·Dr. Chambers -- thank you.· You have your redirect, and

11· ·then we have closing arguments.· Yes.

12· · · · · · · ·MS. MOONEYHAN:· And, Your Honor, if I may.

13· ·Our IT staff and Ms. Fuentes, who has been assisting us

14· ·in running the meeting, they --

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· 5:00

16· ·o'clock.· I understand.

17· · · · · · · ·MS. MOONEYHAN:· -- they have to leave by 5:00

18· ·o'clock.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

20· ·why I'm bringing this up while we have time is there's

21· ·not a lot left but, Dr. Chambers, I assume you want to

22· ·have your redirect after --

23· · · · · · · ·DR. CHAMBERS:· Yes.

24· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· -- and
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·1· ·both want to have your closing arguments, correct,

·2· ·Mr. White?

·3· · · · · · · ·MR. WHITE:· Correct.

·4· · · · · · · ·MS. MOONEYHAN:· Can I ask if we're going to

·5· ·set a date for --

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

·7· ·what I'm doing.· That's what I want to do before 5:00

·8· ·o'clock.

·9· · · · · · · ·MS. MOONEYHAN:· Sorry.· I thought

10· ·Dr. Chambers was going to give his redirect at this

11· ·point.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· No,

13· ·no.· I just want to get it in so we can cut IT and

14· ·Ms. Fuentes loose by 5:00 clock.· There's no way we're

15· ·going to do that today.

16· · · · · · · ·MS. MOONEYHAN:· Yeah.· Thank you.

17· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

18· ·Not at all.· So, everyone, if you want to try to set it

19· ·another time or because we're going to be rushing into

20· ·looking at our calendars right now with an audience.

21· · · · · · · ·MS. MOONEYHAN:· Can we have a moment to

22· ·consult our calendar here?

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And I

24· ·figure it looks like I don't even think it would take
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·1· ·half a day, but let's plan a couple -- a morning or an

·2· ·afternoon just to have it, okay?

·3· · · · · · · ·MS. MOONEYHAN:· I think we're available as

·4· ·soon as tomorrow, but we'll look at some dates where we

·5· ·have a half day available and we'll get back to you.

·6· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·7· · · · · · · ·Dr. Chambers, can you look at your calendar?

·8· · · · · · · ·DR. CHAMBERS:· I'm available as soon as

·9· ·tomorrow.· I really would like this thing over with.

10· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

11· ·Let me look at mine as well.· I am game to do that.

12· · · · · · · ·MS. MOONEYHAN:· Okay.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Ready

14· ·when you are.· If you can hear me.

15· · · · · · · ·MS. MOONEYHAN:· We have checked our

16· ·calendars.· We're just waiting to hear about the Board's

17· ·calendar.· We heard that the room is clear.· Okay.· So

18· ·we're all available tomorrow.

19· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I can

20· ·do it.· I'll do it.

21· · · · · · · ·MS. MOONEYHAN:· Okay.· The room is available

22· ·and we're all available.· And yes, and --

23· · · · · · · ·MS. MOONEYHAN:· IT just stated they sent the

24· ·Zoom link for tomorrow this evening.
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·1· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·2· ·Can we do 9:30 tomorrow morning?

·3· · · · · · · ·MS. MOONEYHAN:· Yes.· Certainly.

·4· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·5· ·Great.· We should be done tomorrow morning.

·6· · · · · · · ·DR. CHAMBERS:· Now I have a question,

·7· ·Ms. Ghusn.· How do I introduce the new evidence that

·8· ·shows my relationship with AVN dating back a decade?

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· And I

10· ·am in a tough position, Dr. Chambers.

11· · · · · · · ·DR. CHAMBERS:· Because it was brought up.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· You

13· ·can introduce it and I will rule on it.· I can't tell you

14· ·how to do it.· Maybe you can talk to someone, but

15· ·certainly you are free to introduce whatever evidence

16· ·you'd like.

17· · · · · · · ·THE WITNESS:· In other words, do I email it

18· ·to you, to all of you before the meeting or do I do it

19· ·during the hearing?

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Oh,

21· ·it's something that's not in the --

22· · · · · · · ·THE WITNESS:· Correct.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· --

24· ·packet already?· Please email it --
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·1· · · · · · · ·DR. CHAMBERS:· Okay.

·2· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· -- to

·3· ·Mr. White.· That would be appropriate just so we're ready

·4· ·to go tomorrow and we don't have to take a break for

·5· ·that.· And what else would I like to say?

·6· · · · · · · ·Doctor, Mr. White, there's going to be a

·7· ·point when we wrap this up, and I am going to want to

·8· ·know what exhibits are admitted that I can consider

·9· ·because it's a pretty full binder, and I'm not sure

10· ·everything is admitted, so I want to recap it.

11· · · · · · · ·MR. WHITE:· I believe we've admitted

12· ·everything of our -- all of our exhibits are admitted.

13· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

14· ·Because I want to run down and then also with

15· ·Dr. Chambers, if you could help me out with that so I'm

16· ·not considering things that haven't been admitted.

17· · · · · · · ·MR. WHITE:· I certainly can't do that.· I'd

18· ·have a conflict of interest if I advocate and help him

19· ·out.· I wouldn't be able to do that.

20· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Well,

21· ·no.· Of course.

22· · · · · · · ·MR. WHITE:· I don't understand your question.

23· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· I need

24· ·to know what's admitted, and I have some marked without
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·1· ·wading through it.

·2· · · · · · · ·MR. WHITE:· I'm getting it from my assistant,

·3· ·Ms. Fuentes, who are keeping track of it.· All of our

·4· ·exhibits are admitted.· None of Dr. Chambers's are.

·5· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

·6· ·Thank you.

·7· · · · · · · ·MR. WHITE:· Sorry.· I misunderstood you

·8· ·before.

·9· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Yeah.

10· ·No.· I was surprised at that.· So, Dr. Chambers, there

11· ·you have it.

12· · · · · · · ·DR. CHAMBERS:· Are they saying what is in the

13· ·binder currently is not admitted?

14· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· That's

15· ·what they're saying.

16· · · · · · · ·DR. CHAMBERS:· How can it be in the binder

17· ·and not be admitted?

18· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· So

19· ·this is what I'd like to do.· I'd like to have this

20· ·discussion first thing tomorrow morning because we're at

21· ·5:00 o'clock.

22· · · · · · · ·And, Dr. Chambers, it is a disadvantage not

23· ·to be represented as far as these matters.· I have

24· ·reiterated over and over again that I am willing to take
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·1· ·evidence, and I am not going to strictly apply the rules

·2· ·of evidence.· I've made that clear to both sides.· That's

·3· ·the best I can do.

·4· · · · · · · ·So we're good at 9:30.· Dr. Chambers, it's

·5· ·your redirect and closing arguments.· Anything else,

·6· ·Counsel?

·7· · · · · · · ·MR. WHITE:· And any recross.

·8· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Of

·9· ·course.· And any questions I have, too.· We'll finish up

10· ·with Dr. Chambers.· That's all we have left.

11· · · · · · · ·MR. WHITE:· Correct.· Thank you.

12· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Thank

13· ·you.· Dr. Chambers, yes?

14· · · · · · · ·DR. CHAMBERS:· Yes.· I'm okay with that.

15· · · · · · · ·ADMINISTRATIVE HEARING OFFICER GHUSN:· Okay.

16· ·Thank you very much.· And, Ms. Mooneyhan.· See you

17· ·tomorrow morning.

18· · · · · · · ·(The proceedings concluded at 5:01 p.m.)

19· · · · · · · · · · · · · · ·-o0o-
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·1· · · HEALTH INFORMATION PRIVACY & SECURITY: CAUTIONARY NOTICE

·2· Litigation Services is committed to compliance with applicable federal

·3· and state laws and regulations (“Privacy Laws”) governing the

·4· protection andsecurity of patient health information.Notice is

·5· herebygiven to all parties that transcripts of depositions and legal

·6· proceedings, and transcript exhibits, may contain patient health

·7· information that is protected from unauthorized access, use and

·8· disclosure by Privacy Laws. Litigation Services requires that access,

·9· maintenance, use, and disclosure (including but not limited to

10· electronic database maintenance and access, storage, distribution/

11· dissemination and communication) of transcripts/exhibits containing

12· patient information be performed in compliance with Privacy Laws.

13· No transcript or exhibit containing protected patient health

14· information may be further disclosed except as permitted by Privacy

15· Laws. Litigation Services expects that all parties, parties’

16· attorneys, and their HIPAA Business Associates and Subcontractors will

17· make every reasonable effort to protect and secure patient health

18· information, and to comply with applicable Privacy Law mandates,

19· including but not limited to restrictions on access, storage, use, and

20· disclosure (sharing) of transcripts and transcript exhibits, and

21· applying “minimum necessary” standards where appropriate. It is
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23 transcripts and exhibits - including access, storage, use, and

24· disclosure - for compliance with Privacy Laws.
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·1· · · RENO, NEVADA -- JUNE 2, 2023 -- 9:30 A.M.

·2· · · · · · · · · · · · -o0o-

·3

·4· · · · · ·HEARING OFFICER GHUSN:· We are on the

·5 record in the continued hearing of Dr. George

·6 Chambers.· This is a continued hearing, and we

·7 anticipate that we'll wrap up.· Nothing's for sure.

·8 We may need cross-examination of Dr. Chambers and

·9 his -- I expect, redirect after that, and closing

10 arguments.

11· · · · · ·I will remind any observers to remain

12 muted, please.· And I don't think we have any other

13 witnesses except for Dr. Chambers, who I will

14 remind, you remain under oath; correct?

15· · · · · ·DR. CHAMBERS:· Correct.

16· · · · · ·HEARING OFFICER GHUSN:· Okay.· And it

17 looks like -- now, Ms. Smith, you're welcome to stay

18 on camera or off camera.· It's up to you.

19 Completely your call.

20· · · · · ·Any preliminary matters, counsel?

21· · · · · ·MR. WHITE:· I think we have to, possibly,

22 deal with what we were all sent in an email early

23 this morning, about three o'clock in the morning, I

24 guess, or almost four o'clock in the morning, from

25 Dr. Chambers.
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·1· · · · · ·Do you want to address that Ms. Ghusn, or

·2 do you want to address it as it comes up?

·3· · · · · ·HEARING OFFICER GHUSN:· Yeah.· I figured

·4 we would address it when it was his turn, after your

·5 cross.· I could take it now, if you'd like, or why

·6 don't we just go ahead and do the cross.

·7· · · · · ·DR. CHAMBERS:· I thought I was already

·8 crossed.

·9· · · · · ·HEARING OFFICER GHUSN:· I'm sorry.· I keep

10 saying that.· I apologize for that.

11· · · · · ·Yes.· Yes, you were.· So, it is your turn

12 for the redirect, and we will take it.· Go ahead,

13 Mr. White and Dr. Chambers.

14· · · · · ·DR. CHAMBERS:· Would you mind dealing with

15 the email?

16· · · · · ·HEARING OFFICER GHUSN:· That's what we're

17 talking about.

18· · · · · ·All right.· And Mr. White, you're correct.

19· · · · · ·MR. WHITE:· What's that?

20· · · · · ·HEARING OFFICER GHUSN:· Let's take it now.

21· · · · · ·MR. WHITE:· Oh, take it now.· Okay.· Well,

22 you want to have him go first and --

23· · · · · ·HEARING OFFICER GHUSN:· Yes, I did.

24· · · · · ·MR. WHITE:· You've seen the email.· Okay.

25 I'm sorry.· You hadn't seen it before that?
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·1· · · · · ·HEARING OFFICER GHUSN:· No.· I saw it this

·2 morning.

·3· · · · · ·MR. WHITE:· Okay.· Yeah, I just thought is

·4 he going to try and -- I mean, obviously he's going

·5 to try to get those things in.· We're obviously

·6 going to object.

·7· · · · · ·We can talk about that now or we can wait

·8 until he does his redirect and tries to lay

·9 foundation for these things.

10· · · · · ·HEARING OFFICER GHUSN:· Just take it.

11 Deal with it now.

12· · · · · ·DR. CHAMBERS:· Okay.· Well, an email was

13 introduced yesterday.

14· · · · · ·HEARING OFFICER GHUSN:· I'm sorry.· Hold

15 on, Dr. Chambers.

16· · · · · ·Mr. White, were you finished?

17· · · · · ·MR. WHITE:· Yes.

18· · · · · ·HEARING OFFICER GHUSN:· Okay.

19· · · · · ·MR. WHITE:· I'll wait to hear what he has

20 to say.

21· · · · · ·HEARING OFFICER GHUSN:· Okay.· Go ahead,

22 Dr. Chambers.

23· · · · · ·DR. CHAMBERS:· An email was introduced

24 yesterday during testimony by a rebuttal witness,

25 Ms. Johnna LaRue that questions my credibility as to
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·1 whether or not I lied about my dealings with the

·2 Adult Video Network Media and the purposes for the

·3 photographs that were taken.

·4· · · · · ·And it is my contention that I should be

·5 able to rebut that evidence with my evidence showing

·6 a ten-year relationship with the AVN, that I have

·7 included ad in various publications in their

·8 company, that I have never communicated with

·9 Ms. Noonan, the author of that email to Ms. LaRue,

10 and go from there.

11· · · · · ·I do not believe justice or the truth will

12 be learned if that is evidence kept out.

13· · · · · ·HEARING OFFICER GHUSN:· Thank you.

14· · · · · ·Mr. White?

15· · · · · ·MR. WHITE:· Our objection would be based

16 on lack of foundation.· We don't know where these

17 came from.· Obviously -- and I'm just looking at

18 them this morning for the first time.

19· · · · · ·HEARING OFFICER GHUSN:· And I have not,

20 just so you know.

21· · · · · ·MR. WHITE:· Okay.· And some of these

22 actually -- I don't know if they could be -- they're

23 ads, it like looks like there's a picture of a

24 string of emails, like screen shots of emails that

25 are all advertisements.· The last email is from AVN,
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·1 so I'm not sure what that would prove anyway.

·2· · · · · ·But I just wanted to say that it's not

·3 exactly true how he just couched that.· How

·4 Dr. Chambers just couched what happened.

·5· · · · · ·So, he had answered, if everybody will

·6 recall, back on May 2nd -- one of the reasons that

·7 we introduce rebuttal evidence is because he had

·8 said that he had done these ads, and then when he

·9 was asked about on direct exanimation, when we

10 called him as a witness and Ms. Mooneyhan was

11 questioning him, if you go back to the transcript,

12 which we all have available to us now, on page 88,

13 starts out with:

14· · · · · ·"QUESTION:· Who was your contact

15· · · · · ·in the Adult Video Network for

16· · · · · ·placing these ads?

17· · · · · ·"ANSWER:· I can't remember her

18· · · · · ·name."

19· · · · · ·And I'm going to skip around a little bit,

20 but just kind of to give it context.

21· · · · · ·Then over to page 90, talking about the

22 photographer:

23· · · · · ·"QUESTION:· And you don't

24· · · · · ·remember her name?

25· · · · · ·"ANSWER:· I don't.· Not off the
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·1· ·top of my head."

·2· ·And then we skip to page 93:

·3· ·"QUESTION:· In terms of

·4· ·compiling the ads, though, do

·5· ·you do that yourself?

·6· ·"ANSWER:· No.· I used --

·7· ·professionally done.· It was

·8· ·professionally done by a young

·9· ·woman who helped design my

10· ·website.· The company that I've

11· ·used to design any website

12· ·before.

13· ·"QUESTION:· What's the name of

14· ·that company?

15· ·"ANSWER:· I'd have to look it up

16· ·and tell you.

17· ·"QUESTION:· Do you remember the

18· ·woman's name?

19· ·"ANSWER:· No.

20· ·"QUESTION:· And just to clarify,

21· ·that woman put together the ad

22· ·for the AVN program?

23· ·"ANSWER:· That was done through

24· ·AVN.· They directed me to the

25· ·company that designed the ads
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·1· · · · · ·for their pages because they had

·2· · · · · ·to meet certain specifications."

·3· · · · · ·So, he says that we're attacking his

·4 credibility all the time, but it's not exactly the

·5 way it is.· We're also just trying to get to the

·6 bottom of it.

·7· · · · · ·All this stuff that he sends at

·8 four o'clock in the morning, or almost four o'clock

·9 in the morning, could have been sent prior to

10 hearing time in May.· He had plenty of time.· He

11 had -- he blames his attorneys all the time for not

12 sending things in, but that was back in November.

13· · · · · ·And then between November and January when

14 his attorneys were off the case, he could have

15 realized that some of these things were not sent in.

16· · · · · ·And then his hearing was continued from

17 February to May.· And then there was another month's

18 span in between May and now, where we could have

19 presented those things, knowing it was very

20 important, and he springs them on us -- on everyone,

21 actually, this morning.

22· · · · · ·I think they lack foundation.· Like I

23 said, I see pictures of screen shots of

24 advertisements that came to his email.

25· · · · · ·I see some -- maybe some preliminary
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·1 talks, looks like another email back on

·2 October 30th, 2013.· I don't know what particular

·3 order these are in.· And then October 31st, 2013,

·4 talking about possibly doing an ad.· And then I see

·5 from AVN Adult Entertainment Expo, it looks like --

·6· · · · · ·HEARING OFFICER GHUSN:· Again, Mr. White,

·7 I haven't seen these, and you're telling me what

·8 they are.

·9· · · · · ·MR. WHITE:· Oh.· I'm sorry.· Are you going

10 to look at them?

11· · · · · ·HEARING OFFICER GHUSN:· I'm going to rule

12 on them, and then we're going to move on.

13· · · · · ·MR. WHITE:· Do you want to go page by

14 page?

15· · · · · ·HEARING OFFICER GHUSN:· I can take a look

16 at them.· I don't want to beat this to death or

17 prolong this.

18· · · · · ·Is there anything else?

19· · · · · ·DR. CHAMBERS:· Yes.· He said I sprung it

20 on them.· I didn't think these things were relevant,

21 and the last time I tried to introduce evidence

22 during the hearing, I was told I was not allowed to.

23· · · · · ·Therefore, between May and now, I didn't

24 feel I had the right to introduce this.

25· · · · · ·But it was sprung on me yesterday.· I have
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·1 no way of verifying the email gotten by Ms. LaRue.

·2· · · · · ·The emails that I submitted, many of them

·3 with full text, have the contact information of the

·4 people who sent them.· Very easily verified.

·5· · · · · ·There is a contact information for

·6 Ms. Sara Harter.· There's information for the woman

·7 who designed the page, Ms. Jess Dena.· Everything is

·8 there.

·9· · · · · ·If you want the full truth to be known,

10 these things need to be introduced.· And if you'll

11 note, the contact information for all these people

12 are included in what I sent you.

13· · · · · ·HEARING OFFICER GHUSN:· Thank you.

14· · · · · ·Mr. White, anything else?

15· · · · · ·MR. WHITE:· Well, I still think they lack

16 foundation.· They're ads.· They shouldn't be given

17 much weight, if they are to be introduced or

18 admitted, because they really are just ads.· You can

19 tell from reading them that they're just -- some of

20 these are blast emails that went out to probably a

21 number -- numerous, numerous people that may have

22 looked into or inquired about advertising.· That's

23 what I see here.

24· · · · · ·I see not complete invoices, not even

25 signed by somebody purported to work for the AVN.
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·1· · · · · ·It's all signed by Dr. Chambers and filled

·2 out, but there's nothing that says that it was ever

·3 done.

·4· · · · · ·Then, as far as -- I know you haven't

·5 looked at them yet, I'm just trying to -- it's kind

·6 of hard to do it out of context and argue these.

·7· · · · · ·HEARING OFFICER GHUSN:· I understand that.

·8 I thought it would be better if I didn't look at

·9 them first and that we had this discussion.

10· · · · · ·MR. WHITE:· Okay.

11· · · · · ·HEARING OFFICER GHUSN:· I appreciate --

12· · · · · ·DR. CHAMBERS:· Um --

13· · · · · ·HEARING OFFICER GHUSN:· Dr. Chambers?

14· · · · · ·DR. CHAMBERS:· Take the two email -- the

15 two pictures away that showed the multiple listing

16 of emails, you do have a full conversation between

17 Ms. Harter and myself in the email dated January 29,

18 2016.· You have the conversation between me and

19 Ms. Dena, on January 4, 2016.· You have the

20 conversation again with me in 2014.

21· · · · · ·You have a picture of the front cover, the

22 table of content, and the page of my ad picture in

23 one of the AVN awards program.

24· · · · · ·So I don't understand when you say it

25 lacks foundation and it cannot be verified.· You

http://www.litigationservices.com


Page 15
·1 have the document right there.

·2· · · · · ·So if the suggestion is that I fabricated

·3 this, it's very easy to check.· And I stand here

·4 right now and say if you call any of those

·5 numbers and it suggests that I fabricated those

·6 data, I will personally give up my medical license

·7 to practice in the State of Nevada this very minute.

·8 That's how I feel about those things it sent you.

·9· · · · · ·HEARING OFFICER GHUSN:· Thank you,

10 Dr. Chambers.

11· · · · · ·Anything else, Mr. White?

12· · · · · ·MR. WHITE:· Just one moment, Your Honor.

13· · · · · ·(Off-the-record discussion.)

14· · · · · ·Okay.· We're back.· Thank you for that.

15· · · · · ·Your Honor, it's -- that's -- it usually

16 comes down to when you're trying to introduce

17 something that, whether in rebuttal or in your case

18 in chief, you always have to establish foundation --

19 a foundational basis for its admission.· That would

20 be our argument, that it lacks foundation.

21· · · · · ·Also, should you -- like I stated before,

22 I just want to remind you, should it be -- I also

23 want to state that he knew these ads were important

24 to get in.· It had been talked about before, and how

25 many years he had inquired, possibly, 2013, 2014,
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·1 2016, possibly 2020, it was made an important thing

·2 back in -- and the reason for us having to bring in

·3 Ms. LaRue as a rebuttal witness and her continued

·4 trying to request contact with AVN is because he was

·5 very unclear, as I just read in the transcript, from

·6 back in May.· He didn't remember anybody.

·7· · · · · ·He knew it was important from the

·8 beginning because the reason he took the pictures of

·9 his patients, and one of the things that we have

10 charged him with as the Board, is that that was just

11 unprofessional and not a way to treat your patients

12 when they're at your office for a visit for medical

13 help.

14· · · · · ·And then he has been talking about how,

15 no, I did that.· Those pictures, they're separate.

16 I have a separate advertisement on the window.· They

17 are on the window, in the bathroom --

18· · · · · ·HEARING OFFICER GHUSN:· And Mr. White,

19 we're getting into your closing argument a little

20 bit too, I think.

21· · · · · ·MR. WHITE:· A little bit, but I think it

22 has to do with just the fact that -- the reason.  I

23 just wanted to give the reason we had to call a

24 rebuttal witness.

25· · · · · ·And also I just -- like I said, I do think
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·1 these lack foundation; however, if you're inclined

·2 to admit them, I would certainly just give them the

·3 weight they deserve, which some of these don't

·4 deserve much.

·5· · · · · ·HEARING OFFICER GHUSN:· Okay.  I

·6 appreciate that.· And I appreciate, again, the

·7 discussion and the argument.

·8· · · · · ·As I said, I thought it was prudent not to

·9 open them and take a look, but to be prepared, as

10 throughout this hearing, I think you've heard me say

11 along the same lines the approach in administrative

12 hearings with respect to evidence that comes in is

13 no secret.

14· · · · · ·And I will admit them, and I heed

15 Mr. White's recommendation as to the weight given to

16 them.

17· · · · · ·I don't want to prolong it.· As far as I

18 understand the situation, I lived it also with you

19 as far as the months that have passed and what has

20 happened in the interim, whether it had to do with

21 Dr. Chambers' counsel or he had opportunities or

22 whatever.

23· · · · · ·I will also mention for the record, NRS

24 622A.370 2 where it states, and I will paraphrase:

25· · · · · ·"The hearing officer is not
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·1· · · · · ·bound by the strict rules of

·2· · · · · ·procedure or rules of evidence

·3· · · · · ·when conducting the hearing,

·4· · · · · ·except that evidence must be

·5· · · · · ·taken and considered in the

·6· · · · · ·hearing pursuant to NRS

·7· · · · · ·233B.123."

·8· · · · · ·And I'm not going to dig in deep into the

·9 rules of evidence, but a couple of notes.

10· · · · · ·So, 322B.123 states in relevant part:

11· · · · · ·"Irrelevant, immaterial, or

12· · · · · ·unduly repetitious evidence must

13· · · · · ·be excluded.· It may be

14· · · · · ·admitted, except when precluded

15· · · · · ·by statute if it is of a type

16· · · · · ·commonly relied upon by a

17· · · · · ·reasonable and prudent

18· · · · · ·person" --

19· · · · · ·Which also has definitions, and, again,

20 I'm not going to follow that whole line.

21· · · · · ·-- "in the conduct of their

22· · · · · ·affairs."

23· · · · · ·Blah, blah, blah.

24· · · · · ·"Subject to the requirements of

25· · · · · ·this subsection when a hearing
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·1· · · · · ·will be expedited and the

·2· · · · · ·interest of the parties will not

·3· · · · · ·be prejudiced substantially, any

·4· · · · · ·part of the evidence may be

·5· · · · · ·received in written form."

·6· · · · · ·Again, I believe that, especially in the

·7 light of the rebuttal evidence introduced yesterday

·8 and under the relaxed rules of evidence in an

·9 administrative hearing, it's proper for these to

10 come in and for the parties to argue as to the

11 weight and credibility given.

12· · · · · ·So that's what we're going to do, and

13 we're going to move on from there.· Any comments or

14 questions before we do that?

15· · · · · ·MR. WHITE:· No, Your Honor.

16· · · · · ·DR. CHAMBERS:· No, Your Honor.

17· · · · · ·HEARING OFFICER GHUSN:· Okay.· Thank you,

18 Mr. White and Dr. Chambers, for the fruitful

19 discussion.

20· · · · · ·THE REPORTER:· I'm sorry to interrupt,

21 Ms. Ghusn.· Do you have an exhibit number, please?

22· · · · · ·HEARING OFFICER GHUSN:· I haven't been

23 doing Dr. Chambers' job for him as far as keeping

24 track.· That's how come -- and Mr. White made a

25 comment along the same lines yesterday.
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·1· · · · · ·But here we are wanting to keep the record

·2 straight, if we could pull it together between us.

·3 So we are --

·4· · · · · ·MR. WHITE:· Your Honor, just to clarify,

·5 we are just talking about the emails -- the email we

·6 received last night with the attachments?· And for

·7 clarification for the record, are we going to admit

·8 this as one exhibit?

·9· · · · · ·HEARING OFFICER GHUSN:· My recommendation

10 would be anything that's weighted to be admitted as

11 one exhibit, and not unrelated exhibits.

12· · · · · ·MR. WHITE:· Okay.

13· · · · · ·DR. CHAMBERS:· I'm assuming the reason for

14 his is question because the email also included

15 photographs of my office that you had questioned me

16 about yesterday and --

17· · · · · ·HEARING OFFICER GHUSN:· Again -- and

18 that's why I said I would not include them as a

19 group if they're unrelated.

20· · · · · ·MR. WHITE:· They are unrelated.· Well,

21 there are emails -- there are pictures of his

22 office, which are, you know, a different argument as

23 far as rebuttal to AVN -- purported AVN contacts and

24 advertisements.

25· · · · · ·The last -- it looks like the last, let's
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·1 see here, three pages, at least the way I have them

·2 printed out in front of me, are of his office, a

·3 couple of different views of his office, it looks

·4 like from his desk.

·5· · · · · ·HEARING OFFICER GHUSN:· And I will

·6 interrupt.· Again, I believe anything related to AVN

·7 can be admitted as a group in one exhibit.· Let's

·8 not mix them up with the other exhibits.

·9· · · · · ·DR. CHAMBERS:· No, that was not related to

10 AVN.· I included those as a way of answering the

11 questions you asked me yesterday.

12· · · · · ·HEARING OFFICER GHUSN:· Right.· And my

13 discussion, and I assume Mr. White's too, this was

14 related to AVN, and we haven't discussed as far as

15 text message or map of your office.

16· · · · · ·MR. WHITE:· Yeah.· Sorry about that.  I

17 didn't quite get done.

18· · · · · ·And there's also a text in there from

19 Casey that's not related to AVN also.

20· · · · · ·HEARING OFFICER GHUSN:· Let's finish what

21 we're doing here, Mr. White, as far as what exhibit,

22 the one that was just admitted.

23· · · · · ·MR. WHITE:· That's what I am trying to

24 figure out.· Sorry.· Yeah, I'm trying to figure that

25 out, and we're going to have to list it as, I guess,
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·1 Exhibit U, the stuff regarding AVN.

·2· · · · · ·HEARING OFFICER GHUSN:· And I will print

·3 it out later.· I don't want to do that on everyone's

·4 time now.· I will take a look later.

·5· · · · · ·That would be U.

·6· · · · · ·(Dr. Chambers' Exhibit U was

·7· · · · · ·admitted.)

·8· · · · · ·HEARING OFFICER GHUSN:· And I appreciate

·9 the assistance from counsel and Ms. Fuentes, any

10 assistance you can give me.

11· · · · · ·MR. WHITE:· You can't see her, but she's

12 following my lead, and she's writing stuff down.

13· · · · · ·HEARING OFFICER GHUSN:· I know.· I know

14 what's going on in there, and I understand it.· And,

15 again, I do appreciate the assistance in keeping

16 track of the exhibits.· Dr. Chambers should

17 appreciate it as well.

18· · · · · ·DR. CHAMBERS:· Yes, I do.· Thank you.

19· · · · · ·MR. WHITE:· No problem.

20· · · · · ·HEARING OFFICER GHUSN:· I don't want to

21 get this in a week or two and think, oh, crud.· If

22 we had just been careful about keeping track of

23 this.

24· · · · · ·MR. WHITE:· Right.

25· · · · · ·HEARING OFFICER GHUSN:· Whenever your
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·1 ready, Mr. White.

·2· · · · · ·MR. WHITE:· I think -- I thought he was on

·3 his redirect.

·4· · · · · ·HEARING OFFICER GHUSN:· He is.· I just

·5 don't want to --

·6· · · · · ·MR. WHITE:· He's on his redirect.

·7· · · · · ·HEARING OFFICER GHUSN:· Okay.· So we're

·8 good as far as Exhibit U?· We're not waiting for

·9 that are anymore?

10· · · · · ·DR. CHAMBERS:· I'm good.

11· · · · · ·MR. WHITE:· Oh, I'm sorry.· We're going to

12 put in anything like the emails that have to do

13 with -- anything that has to do with AVN, we'll put

14 in as Exhibit U.

15· · · · · ·I think Ms. Fuentes has marked down --

16 they're just marked at this point, not admitted, the

17 text from Casey Carden, and then the three pictures

18 of his office are marked but not admitted as

19 separate exhibits.

20· · · · · ·Is that correct?

21· · · · · ·MS. FUENTES:· Yes.

22· · · · · ·MR. WHITE:· Yes.· That's where we are

23 right now.

24· · · · · ·DR. CHAMBERS:· And how do we go about

25 getting them admitted?
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·1· · · · · ·HEARING OFFICER GHUSN:· Okay.· Hold on.

·2 So I've got U, and I have in my exhibit binder,

·3 exhibits from Dr. Chambers, A through T, and now I

·4 have U.

·5· · · · · ·We may have to do some housekeeping at the

·6 end, so when we walk away from this, I know what we

·7 have here.· All right.

·8· · · · · ·So, the question about the maps and the

·9 texts, Mr. White, do you have argument?· About the

10 -- do you want to -- it's up to you.

11· · · · · ·MR. WHITE:· I think that would probably

12 be -- just -- this is just a suggestion, Ms. Ghusn,

13 I think that would probably something he may try and

14 get in on redirect, and we can attack those issues

15 as they come up or deal with those issues as they

16 come up.

17· · · · · ·HEARING OFFICER GHUSN:· Okay.· I'm fine

18 with that either way.

19· · · · · ·MR. WHITE:· Okay.

20· · · · · ·HEARING OFFICER GHUSN:· Since we took

21 these first, I didn't know if you would prefer to

22 take everything at once.

23· · · · · ·Let's just jump in with the testimony.  I

24 agree.· And I would just like to say let's keep our

25 eye on the ball here of what we're doing and what's
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·1 important and what are the important issues, and not

·2 get bogged down in the weeds over -- and skirmishes

·3 over smaller matters that may not be as important.

·4· · · · · ·And there may be other ways -- and I am

·5 directing this more to you, Dr. Chambers, since

·6 you're representing yourself, things that you can

·7 testify to, if you have personal knowledge to.

·8 Okay?

·9· · · · · ·DR. CHAMBERS:· Yes.

10· · · · · ·HEARING OFFICER GHUSN:· There are ways to

11 do things, and we don't have to fight about

12 everything.

13· · · · · ·But if you have personal knowledge and

14 you're testifying, you're good, mostly.· Okay?

15· · · · · ·DR. CHAMBERS:· Okay.

16· · · · · ·HEARING OFFICER GHUSN:· Subject to any

17 objections, which Mr. White will offer up.· Okay?

18· · · · · ·DR. CHAMBERS:· Okay.

19· · · · · ·HEARING OFFICER GHUSN:· Okay.

20· · · · · ·DR. CHAMBERS:· Now, as I can't question

21 myself, I prepared a statement.· Is that okay with

22 you, Ms. Ghusn?

23· · · · · ·HEARING OFFICER GHUSN:· That is fine.

24· · · · · · · · ·REDIRECT EXAMINATION

25
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·1 BY DR. CHAMBERS:

·2· · · · · ·Yesterday we saw numerous attempts to

·3 discredit me personally, academically, and

·4 professionally.

·5· · · · · ·But I would first like to address the

·6 gotcha moment from rebuttal witness, Ms. Johnna

·7 LaRue.

·8· · · · · ·Ms. LaRue was called as a rebuttal witness

·9 by Ms. Mooneyhan to present evidence from Ms. Beth

10 Noonan, vice president of Adult Video Network Media

11 to say that I requested an ad for 2016 AVN expo, but

12 didn't submit artwork.· While I've never dealt with

13 Ms. Noonan, there was also no know mention of my

14 other dealings with AVN.

15· · · · · ·Thank you, Ms. Ghusn, for allowing me to

16 submit my evidence showing the evidence from

17 yesterday was wrong.

18· · · · · ·The evidence I submitted shows, one, a

19 plethora of communication between me and the AVN

20 network dating back to 2013.

21· · · · · ·One is an email dated January 29, 2016,

22 between Ms. Sara Harter, AVN Media director of sales

23 and me, in which I requested my copy of the AVN 2016

24 show guide featuring my ad, because I had not

25 received a copy.
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·1· · · · · ·Ms. Harter's response dated January 29,

·2 2016, was, "We're just waiting on our shipment to

·3 get back from the show, and I'll get it sent out

·4 ASAP."

·5· · · · · ·An email dated January 4, 2016, from

·6 Ms. Jessie Dena, graphic designer for the AVN, in

·7 which she sent me a low resolution copy of my ad to

·8 proof.· You have a copy of said ad in the folder

·9 already.· I responded the same date by writing, "I

10 love it.· Cheers."

11· · · · · ·Ms. Dena responded on January 5, 2016, by

12 writing, "Thanks, Doc.· Hope to see you at the

13 show."

14· · · · · ·I also submitted a copy of the contract I

15 signed for the AVN adult entertainment expo dated

16 December 30, 2015.· I submitted a photo of the

17 cover, table of content listing my ad on page 31, as

18 well as photo of my ad on page 31 of the 2014 AVN

19 awards show program.

20· · · · · ·There's an email dated October 30, 2013,

21 between Ms. Terry Hernandez and me -- she's from

22 AVN -- in which I attach my ad for an invoice of the

23 November issue of AVN magazine.

24· · · · · ·I responded on October 31, 2013, telling

25 her that there was an error in the billing.
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·1· · · · · ·I sent another email dated November 4,

·2 2013, requesting the correct invoice so that I could

·3 make my quarterly payment.

·4· · · · · ·I submitted a copy of one of the invoices

·5 from my ad in the AVN magazine.

·6· · · · · ·I also submitted an email dated

·7 January 19, 2019, from me to Ms. Harter, requesting

·8 information about ad space in the 2020 AVN awards

·9 show program.

10· · · · · ·Yesterday, Mr. White wanted to know if I

11 saw anything wrong with the fact that the National

12 Society of Cosmetic Physicians does not have a

13 website, just a link.· While I've not been a member

14 since 2015, and I have not kept up with their

15 affairs, so I did not understand the point of the

16 question.

17· · · · · ·What I do know is that I met Dr. Red

18 Alinsod, Dr. Michael Goodman, and Dr. Otto Plasic,

19 who Mr. White discussed with Dr. Goodman yesterday,

20 at the 7th Annual Congress on Aesthetic Vaginal

21 Surgery in 2012, sponsored by the National Society

22 of Cosmetic Physicians.

23· · · · · ·These three prominent physicians are

24 amongst the founders of cosmetic GYN surgery, and

25 who are highly published in their subspeciality.
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·1· · · · · ·So if the organization no longer has a

·2 website, it is of no importance to me.

·3· · · · · ·In terms of my skills as a cosmetic GYN

·4 surgeon, I do have a gallery of my work, which I

·5 show to potential patients during their initial

·6 consultations.

·7· · · · · ·Yes, my staff has seen my gallery because

·8 they're my staff, and they helped put the gallery

·9 together.· There are before and after photographs of

10 my work.· They compare to the works of my

11 contemporaries.· The photos in the gallery have been

12 de-identified.

13· · · · · ·I have not gone back for a repeat course

14 in cosmetic GYN surgery for the same reason I have

15 not gone back for a review course in how to perform

16 a hysterectomy, a Caesarian section, or advanced

17 operative laparoscopic surgeries, and that is

18 because I'm competent in those areas.

19· · · · · ·I'm not trying to invent or design a

20 surgical technique as Dr. Goodman was doing when he

21 was doing multiple tries and experimentation to

22 present the world with what we now have.

23· · · · · ·Mr. White asked Dr. Goodman, and I'm

24 paraphrasing because I cannot recall the exact

25 quote, he asked Dr. Goodman if he had a problem with
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·1 doctors like me who promote body dysmorphia --

·2· · · · · ·MR. WHITE:· I'm going to object.· Hold on

·3 one second.· I'm going to object to the form of this

·4 statement, this part at least.

·5· · · · · ·This is not a redirect of himself.· This

·6 is now a redirect of Dr. Goodman.· He had that

·7 opportunity.· That time has passed.· The arguing

·8 over how Dr. Goodman was -- whether he was

·9 convincing and credible and --

10· · · · · ·DR. CHAMBERS:· That's not what I was

11 doing.

12· · · · · ·MR. WHITE:· -- all the other things we

13 talked about in the law.

14· · · · · ·Let me finish please.

15· · · · · ·All the other things we talked about in

16 the law about witnesses, that time has passed.

17· · · · · ·He's now vouching for the credibility of

18 Dr. Goodman.· He had the opportunity to rehabilitate

19 his witness yesterday, and that time is gone.· And I

20 cannot recross Dr. Goodman right now.

21· · · · · ·DR. CHAMBERS:· May I answer, Ms. Ghusn?

22· · · · · ·HEARING OFFICER GHUSN:· Yes, you may.· And

23 I'd like to know, actually, the content of the

24 comment, because I'm not sure if it has to do with

25 rehabilitation of an expert or remarking on --
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·1· · · · · ·DR. CHAMBERS:· I --

·2· · · · · ·HEARING OFFICER GHUSN:· Yeah, I don't

·3 think we got there yet.

·4· · · · · ·DR. CHAMBERS:· I am not trying to

·5 rehabilitate Dr. Goodman, because he was an

·6 excellent witness.

·7· · · · · ·There was a question about --

·8· · · · · ·MR. WHITE:· Objection.· Vouching for the

·9 witness.

10· · · · · ·HEARING OFFICER GHUSN:· Okay.· Sustained.

11· · · · · ·DR. CHAMBERS:· There was a question

12 regarding the timing of which Patient A gave me the

13 document that she did.· He could not remember when

14 the document was given to me.

15· · · · · ·It was in the transcript, and so the

16 assumption was made that it was given to me after,

17 and I was promoting cosmetic surgery and thus

18 promoting dysmorphia, and I wanted to address that.

19· · · · · ·HEARING OFFICER GHUSN:· I don't believe it

20 has to do with commenting on the expert witness, but

21 remarking on his own procedures.

22· · · · · ·Let's see where it goes.· I'm going to

23 overrule it.

24· · · · · ·MR. WHITE:· Okay.· Let me -- may I just

25 make one more comment?
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·1· · · · · ·HEARING OFFICER GHUSN:· Go ahead,

·2 Mr. White.· Yeah, make a record.

·3· · · · · ·MR. WHITE:· To put into context, I did ask

·4 Dr. Goodman regarding whether certain doctors out

·5 there, including, maybe, doctors like Dr. Chambers,

·6 were propagating body dysmorphia by advertising, and

·7 maybe, sort of, encouraging -- let's just put it in

·8 context, women, since we're talking about three

·9 women patients -- women to get, possibly, surgeries

10 done that maybe were unnecessary.

11· · · · · ·That's what I did ask, so it did have to

12 do with Dr. Goodman -- my cross of Dr. Goodman.· So

13 now he's attempting to rehabilitate Dr. Goodman's

14 answer.

15· · · · · ·HEARING OFFICER GHUSN:· Okay.· Except I'm

16 not sure he is, Mr. White.· I just don't think we're

17 there yet.· I thought he was trying to comment on

18 his approach and his reasons for doing it.

19· · · · · ·I actually am not sure at this point if

20 that's what's going on.

21· · · · · ·MR. WHITE:· Okay.

22· · · · · ·HEARING OFFICER GHUSN:· Do you understand

23 what I'm saying?· I think it's premature.

24· · · · · ·MR. WHITE:· I respect your ruling.

25· · · · · ·HEARING OFFICER GHUSN:· You may understand
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·1 that is what he's saying.· I don't, as far as

·2 rehabilitating Dr. Goodman.· That isn't -- I didn't

·3 get that from where he was going, but I could be

·4 wrong.

·5· · · · · ·I just feel like we're not there yet.

·6· · · · · ·DR. CHAMBERS:· You're correct, Ms. Ghusn.

·7· · · · · ·HEARING OFFICER GHUSN:· Dr. Chambers, we

·8 may interrupt again.

·9· · · · · ·DR. CHAMBERS:· That's fine.

10· · · · · ·HEARING OFFICER GHUSN:· I'm going to allow

11 you to continue with that understanding.

12· · · · · ·DR. CHAMBERS:· Thank you.

13 BY DR. CHAMBERS:

14· · · · · ·The timing of the presentation of the list

15 given to me by Patient A on May 2nd, 2023, was

16 transcribed in Volume I of the transcripts,

17 page 149, line 3.· I asked:

18· · · · · ·"QUESTION:· At what point during the

19 encounter did you give me this form?

20· · · · · ·"ANSWER:· At the very beginning."

21· · · · · ·Mr. White, I do not promote body

22 dysmorphia.· That may be your perception, but it is

23 wrong.

24· · · · · ·Patient A had a 12-year problem with the

25 fact that she was poorly repaired after having an
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·1 extensive obstetrical laceration that extended down

·2 her perineum to her rectum.· This was mentioned on

·3 the very first line of the form she gave to me.

·4· · · · · ·This had caused her significant

·5 psychological trama, along with urinary and fecal

·6 disfunction, orgasmic sexual disfunction, and

·7 dyspareunia.

·8· · · · · ·I speculated that it was the reason why

·9 Drs. Parker, Wilson, and Lewis recommended

10 perineorrhaphy or perineoplasty, same thing, but did

11 not perform the surgery given all the sexual issues

12 involved, so Dr. Lewis referred her to me.

13· · · · · ·I turn away more patients than I operate

14 on because they do not need surgery or they're

15 depressed or they're, in fact, having body

16 dysphoria, given the numerous cosmetic surgeries,

17 they have yet still dissatisfied with their body

18 image.

19· · · · · ·I stay clear of those people because they

20 will become a nightmare for the surgeon who operates

21 on them.· This is the reason for my multiple office

22 visits before the actual surgery that we talked

23 about yesterday.

24· · · · · ·I'm proud of the fact that I was elected

25 to the Alpha Omega Alpha Honor Medical Society in
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·1 2000.· Amongst doctors of my generation, there are

·2 not too many of us working in Nevada.

·3· · · · · ·I was wrong when I said in May that only

·4 ten percent of doctors are chosen, but it is also

·5 not 25 percent or one in four doctors, as stated

·6 yesterday.· We're not that common.

·7· · · · · ·Each school may elect up to 20 percent of

·8 the graduating class of students, of the 25

·9 residents or fellows, of the ten faculty, and three

10 to five alumni, who, based on merit, demonstrate the

11 characteristics of being excellent physicians.

12· · · · · ·During the 2020 to 2021 COVID years, the

13 impact on business owners was devastating, as

14 everyone knows.· I did not take any of the money

15 from the government, personally nor professionally,

16 to support my business.· I suffered through it like

17 everyone else, and I survived.· I came out on the

18 other end, surviving.

19· · · · · ·Making payroll was sometimes difficult,

20 but I did make payroll.· And because of the

21 difficulties, I felt it trickled down to Casey, and

22 that's why Casey left my employment.

23· · · · · ·Thank you.

24· · · · · ·HEARING OFFICER GHUSN:· Is that your

25 completed statement, Dr. Chambers?
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·1· · · · · ·DR. CHAMBERS:· Yes, it is, Ms. Ghusn.

·2· · · · · ·HEARING OFFICER GHUSN:· Mr. White, any

·3 recross?

·4· · · · · ·MR. WHITE:· One moment please.

·5· · · · · ·HEARING OFFICER GHUSN:· Sure.

·6· · · · · ·THE REPORTER:· Ms. Ghusn, once again, I

·7 apologize for the interruption.· I just wanted to

·8 get clarification in my mind what Dr. Chambers just

·9 did, and now Mr. White is recrossing, what was

10 Dr. Chambers -- what did he present?

11· · · · · ·HEARING OFFICER GHUSN:· It's confusing

12 because we've jumped around and out of order.· This

13 would have been his redirect, if he were to have

14 counsel.· Instead he is offering it in the form of a

15 statement.

16· · · · · ·Now, Mr. White can recross at this point.

17 But we jumped around to accommodate witness

18 schedules.

19· · · · · ·Thank you for asking, Ms. Smith.

20· · · · · ·THE REPORTER:· Of course.

21· · · · · ·HEARING OFFICER GHUSN:· Mr. White, we

22 could take a break if you'd like.· I feel like you

23 didn't expect this to happen so quickly.

24· · · · · ·MR. WHITE:· Yes.· It's not that it was so

25 quickly, it's the form of how we're doing this.  I
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·1 do need a few minutes, because the form of him just

·2 making a five-minute statement is a little different

·3 than having a lawyer question him, and then --

·4· · · · · ·HEARING OFFICER GHUSN:· Absolutely it is.

·5 Yes.

·6· · · · · ·MR. WHITE:· So it does throw you off a

·7 little bit, when you've done this a few times.· So,

·8 yeah, I would like a few minutes.· Maybe if we could

·9 take five, ten minutes?

10· · · · · ·HEARING OFFICER GHUSN:· Do you want to do

11 10:30, and make it even?

12· · · · · ·MR. WHITE:· Let's go 10:30, make it even.

13· · · · · ·HEARING OFFICER GHUSN:· Okay.

14· · · · · ·Dr. Chambers, you're good?

15· · · · · ·DR. CHAMBERS:· Yes, I'm fine with it.

16· · · · · ·HEARING OFFICER GHUSN:· Thank you.

17· · · · · ·(Recess from 10:18 to 10:30 P.M.)

18· · · · · ·HEARING OFFICER GHUSN:· Back on the

19 record.· Ready to go.

20· · · · · ·MR. WHITE:· Are we ready?

21· · · · · ·HEARING OFFICER GHUSN:· Yes, sir.

22· · · · · · · · ·RECROSS-EXAMINATION

23 BY MR. WHITE:

24· · · Q.· ·Dr. Chambers, Patients B and C where not

25 there for cosmetic procedures.· You'd have to agree
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·1 with that; correct?

·2· · · A.· ·I agree.

·3· · · Q.· ·And you'd also agree, by the timeline,

·4 that the emails and communications with AVN that you

·5 just talked about, and I believe were admitted now,

·6 these were four, five, and six years before you had

·7 any encounters with Patients A, B, and C, mainly B

·8 and C?

·9· · · A.· ·You will also see in the timeline

10 communication dating 2019, 2017, and 2018, so it was

11 during the timeline I saw the patients.

12· · · Q.· ·I see 2016, and all I see is a low res

13 copy.· And then in 2014, was the purported ad

14 itself.· I see 2016, communication.

15· · · · · ·I'm really talking about the ad itself,

16 and where do you see --

17· · · A.· ·Well, those are old ads.· There's

18 communication with me and Sara Harter.

19· · · · · ·If you look at the reel that you

20 discounted earlier -- and the reason I did it like

21 that was to show the many times I communicated with

22 her.

23· · · · · ·And if you look next to her name, you'll

24 see the amount of times, six times, four times, six

25 times, eight times, dating, if you look at bottom,
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·1 July 12, 2017, all the way up to January 29, 2016,

·2 in that one reel.· November 2, 2018.· June 14, 2019.

·3· · · · · ·When you're trying to inquire about the

·4 upcoming year's advertisement, you have to start

·5 inquiring early before the spots are filled up.

·6· · · Q.· ·Let me point out something you had just

·7 mentioned.· June 14, 2019, you see it says

·8 "advertisement" next to that?

·9· · · A.· ·Correct.

10· · · Q.· ·Are you claiming that you had contact with

11 Sara Harter when she just sent you a blast email on

12 advertising in AVN?· Is that your testimony?

13· · · A.· ·Hold on.

14· · · · · ·HEARING OFFICER GHUSN:· Counsel, are you

15 referring to an email or an ad, 6/14/19?

16· · · · · ·MR. WHITE:· I'm actually referring to the

17 first page, that I have printed out, of the ads --

18 not ads.· Excuse me.· It looks like a screen shot of

19 emails of just a string of emails, but they say

20 "advertisement."

21· · · · · ·THE WITNESS:· It is.· It is.

22· · · · · ·Here's a better one, June 14, 2019:

23· · · · · ·"Hello, Ms. Harter.

24· · · · · ·"I'm interested in placing an ad

25· · · · · ·in one of the 2020 AVN award
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·1· · · · · ·program.· Would you please send

·2· · · · · ·me information regarding my

·3· · · · · ·options.

·4· · · · · ·"Thank you."

·5 BY MR. WHITE:

·6· · · Q.· ·Which page is that?· Since we don't have

·7 them numbered yet.

·8· · · A.· ·That would have been the one that starts

·9 off at the top with "Sara," and it listed her

10 salutation, her contact information, and then about

11 two-thirds of way down, it says, "June 14, 2019."

12· · · Q.· ·Okay.· So you responded to an

13 advertisement?

14· · · A.· ·Correct.

15· · · Q.· ·Did you have any further discussion with

16 her, and do you have proof of that?· I don't see it

17 anywhere.

18· · · A.· ·For 2020, no.· By the time --

19· · · Q.· ·Yeah, for 2020.

20· · · A.· ·By the time I was able to gather money and

21 things to put the ad in, it was too late for the

22 2020 program.

23· · · Q.· ·Okay.· Okay.· Now, do you recall how many

24 patients you may have made these $1,000 offers to,

25 like you did with B and C?
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·1· · · A.· ·It was on the door, so everyone had seen

·2 it who went into the lavatory.

·3· · · Q.· ·The question is:· How many did you make

·4 the offer to?· How many either --

·5· · · A.· ·How many did I talk to?

·6· · · Q.· ·-- (inaudible) or you made the offer?

·7· · · · · ·HEARING OFFICER GHUSN:· I'm going to

·8 caution both you, please, one at a time for our

·9 court reporter.· Okay?

10· · · · · ·Dr. Chambers, let him ask the question.

11· · · · · ·THE WITNESS:· Okay.

12· · · · · ·So, I can't remember how many people

13 talked to me about it.

14 BY MR. WHITE:

15· · · Q.· ·Now, at some point you had to realize, and

16 you would have to agree, that you knew that the

17 pictures you took would not qualify; right?

18· · · A.· ·What do you mean?

19· · · Q.· ·You were taking pictures of the models.

20 You took pictures of models; right?

21· · · A.· ·Correct.

22· · · Q.· ·Of people that you say were models that

23 were your patients?

24· · · A.· ·Correct.· And their pictures were on the

25 door.
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·1· · · Q.· ·You knew that they wouldn't qualify,

·2 though, for AVN magazine; right?

·3· · · A.· ·Some of those were not in AVN; however,

·4 those pictures were on the back of the door,

·5 highlighting different labias, and why patients

·6 would want those procedures done.

·7· · · · · ·That was the primary purpose of those

·8 shots.

·9· · · Q.· ·And the reason I say that is because you

10 even said in your testimony that the boudoir

11 photographer that you said you hired for Patients B

12 and C, that wouldn't qualify either for AVN

13 magazine, would it?

14· · · A.· ·Of course it would.· Of course it would.

15· · · Q.· ·You said AVN had a specific criteria that

16 you had to adhere to?

17· · · A.· ·Well, they had specific criteria for the

18 dimensions of the ad, and -- they had specific

19 criteria for the dimensions of the ad, and that's

20 where Ms. Jessie came in.

21· · · · · ·So we gave her -- I gave her all the stuff

22 we needed.· I gave her the data, I gave her my

23 photographs, the special one of me in the ad, I gave

24 her that, I gave her some of the pictures I'd taken,

25 and we decide which ones to include.
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·1· · · Q.· ·Who did AVN ask you to use to take the

·2 photographs?

·3· · · A.· ·AVN did not ask me to use anyone to take

·4 the photographs.

·5· · · Q.· ·Okay.· Who did they ask you to use to

·6 design the ads?

·7· · · A.· ·The ad was -- so they got all the pieces,

·8 and Ms. Dena, the graphic designer, put those

·9 together to meet the criteria for the ad.

10· · · Q.· ·So this -- so what we have here that you

11 sent us is, potentially, the -- that you put one ad

12 in in 2014?

13· · · A.· ·Actually, they had -- there are different

14 publications I had the ad in.· One was a program,

15 the awards program, one was a show guide, and one

16 was the AVN magazine, over the years.

17· · · · · ·But they're different publications that I

18 used or included for my ad.

19· · · Q.· ·But we don't have proof of that; right?

20· · · A.· ·You have it right in front of you.

21· · · Q.· ·Which one is it?

22· · · A.· ·I gave it to you in those emails that we

23 included.· And if Ms. LaRue would take up the task,

24 all she has to do is call the numbers on those

25 emails.
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·1· · · Q.· ·So, what other magazine are you talking

·2 about?· I see the AVN awards show 2014 official

·3 program.· I see APAC, Adult Performer Advocacy

·4 Committee, but there's no proof that that's an ad in

·5 there, and --

·6· · · A.· ·There's the --

·7· · · Q.· ·-- then so -- so, the picture you have

·8 that we've seen many times of the person laying down

·9 in your ad --

10· · · A.· ·Correct.

11· · · Q.· ·-- which does that belong to?

12· · · A.· ·That was featured in the 2014 AVN awards

13 show program, and that I sent you overnight.

14· · · Q.· ·Right.

15· · · A.· ·Page 31.

16· · · Q.· ·Yep.· I see that.· Also see APAC.· What

17 does that have to do with anything as far as this

18 APAC?

19· · · A.· ·What do you mean APAC?

20· · · Q.· ·You sent it.· Adult Performer Advocacy

21 Committee.· It's open to a page, table of contents.

22· · · A.· ·Oh, that's in the -- that's in the award

23 show program.· That's a table of content.

24· · · Q.· ·Okay.

25· · · A.· ·So that people attending the program would
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·1 know the categories of nominations and where to find

·2 who was involved in those -- who were included in

·3 those categories.

·4· · · · · ·So that's a table of content from the

·5 program, and at the very bottom, it shows, on

·6 page 31, in the ad section, Chambers & Associates.

·7· · · Q.· ·Okay.· So, this is from the one magazine.

·8 You said you --

·9· · · A.· ·That is the AVN.

10· · · Q.· ·-- (inaudible) magazine.

11· · · A.· ·That is the AVN awards show program, the

12 program itself, the awards program.

13· · · Q.· ·Okay.

14· · · A.· ·There's also a monthly -- there was also a

15 monthly subscription to AVN magazine, and there was

16 also my submission, in 2016, to the AVN show guide.

17· · · Q.· ·But you don't have your monthly

18 subscription ad here to the industry magazine, do

19 you?

20· · · A.· ·It's the industry magazine.

21· · · Q.· ·Yeah.· That's what I said.

22· · · A.· ·You have the picture.· You have the

23 photographs.· And I believe you have the invoice,

24 one of the invoices.

25· · · Q.· ·Dr. Chambers, I just have the one photo.
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·1 That's it.· I don't have a photo of another ad in

·2 another industry magazine.

·3· · · A.· ·You have --

·4· · · Q.· ·I don't know if you did --

·5· · · A.· ·Hold on.· You have the email, at the top

·6 it says, "Jess Dena, January 4, 2016."

·7· · · Q.· ·Give me a moment.

·8· · · A.· ·You'll see the photograph of my second --

·9· · · Q.· ·You gotta give me a moment to get there.

10· · · A.· ·Okay.

11· · · Q.· ·Okay.

12· · · A.· ·It's the page where half the woman printed

13 in the email.

14· · · Q.· ·Okay.· Yeah, I see that it's an email that

15 they sent you a low res proof.

16· · · A.· ·Correct.

17· · · Q.· ·Low res copy for you to proof it?

18· · · A.· ·Correct.

19· · · Q.· ·Okay.· And that's where it ended?

20· · · A.· ·And at the bottom, it says, "Thanks, Doc.

21 Hope to see you at the show."

22· · · · · ·If you look at the very bottom of that

23 picture I sent, the attachment, another email from

24 Jessie Dena.

25· · · Q.· ·Okay.
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·1· · · A.· ·They don't put your ad together before you

·2 pay them.· So, you have to pay them, they put

·3 everything together, and then they send to you the

·4 proof.

·5· · · Q.· ·Okay.· And where's proof of your payment?

·6· · · A.· ·I don't have it there, but I am sure they

·7 can give you --

·8· · · Q.· ·No.· It's okay.· Thanks.

·9· · · · · ·MR. WHITE:· I have no further questions.

10· · · · · ·HEARING OFFICER GHUSN:· Okay, Mr. White,

11 that's it for your recross?

12· · · · · ·MR. WHITE:· Yes.

13· · · · · ·HEARING OFFICER GHUSN:· Okay.· I think

14 we're tricking down here.

15· · · · · ·Dr. Chambers, you have to keep it very

16 narrow at this point, and then we're going to head

17 to closing arguments.

18· · · · · ·DR. CHAMBERS:· I have no questions, Your

19 Honor.

20· · · · · ·MR. WHITE:· You know what?· One moment.

21· · · · · ·(Off-the-record discussion.)

22· · · · · ·We're back.

23· · · · · ·HEARING OFFICER GHUSN:· Still no more

24 questions, counsel?

25· · · · · ·MR. WHITE:· No more questions.

http://www.litigationservices.com


Page 48
·1· · · · · ·HEARING OFFICER GHUSN:· Okay.· Just so it

·2 doesn't come back to bite us, the other documents

·3 that were hanging out there, let's address rather

·4 than ignore.

·5· · · · · ·One was the text from Casey Carden, and I

·6 guess -- I don't know what else is there as far as a

·7 map of the office.

·8· · · · · ·Frankly, Dr. Chambers, I'm going to let

·9 Mr. White address those individually, and you can

10 respond.

11· · · · · ·All I need is information and facts, and I

12 know that the description of the office was given.

13· · · · · ·Mr. White, I know you would like to object

14 to the admission of those two documents.

15· · · · · ·MR. WHITE:· Yeah.· I think, probably, the

16 easiest way to say it is there was zero foundation

17 laid for these -- for the texts from Casey Carden

18 and the pictures of his office.

19· · · · · ·He had that opportunity just now, and it

20 was never done.

21· · · · · ·HEARING OFFICER GHUSN:· Well, I'm

22 asking --

23· · · · · ·MR. WHITE:· There's no foundation.· We

24 don't know -- we have no idea that this purports --

25 how would I know -- and I would think Your Honor
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·1 too, how do you know this is a picture of his

·2 office?· We don't even know anything about this.

·3· · · · · ·I'm looking at a picture of a countertop,

·4 it looks like a granite countertop, and then a

·5 carpet and a door.

·6· · · · · ·There's zero foundation laid.· You can't

·7 even see that it says anything as far as there's no

·8 one in the picture.· There is nothing that says it's

·9 Dr. Chambers's office anywhere.

10· · · · · ·So those three pictures should not come

11 in.· There's no foundation, no authentication.

12· · · · · ·DR. CHAMBERS:· May I speak, Ms. Ghusn?

13· · · · · ·HEARING OFFICER GHUSN:· Go ahead.

14· · · · · ·DR. CHAMBERS:· You know, it's amazing how

15 much proof is needed.· It's very simple to prove

16 those pictures.

17· · · · · ·MR. WHITE:· Objection.

18· · · · · ·DR. CHAMBERS:· It's very --

19· · · · · ·HEARING OFFICER GHUSN:· Okay.· Wait.

20 Wait.

21· · · · · ·Mr. White, I mean, this could be a simple

22 matter.· And as I said, the purpose here is for me

23 to have an understanding, and I feel like I do have

24 an understanding from your testimony, from the

25 testimony of Ms. Carden of how things were laid out.
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·1 So, let's not get bogged down in the weeds here.

·2· · · · · ·MR. WHITE:· Okay.

·3· · · · · ·HEARING OFFICER GHUSN:· You know, whether

·4 or not it's -- they need to be authenticated or the

·5 foundation, I assume Dr. Chambers could do that.· We

·6 don't want to go back and open things up.· I figure

·7 they would be there to help me see what I'm

·8 envisioning, which is the purpose of this hearing.

·9· · · · · ·But it is true, Dr. Chambers, I will allow

10 you to speak to that now, just so we understand what

11 we're doing here.

12· · · · · ·DR. CHAMBERS:· Thank you.

13· · · · · ·So, the simplest way to prove or

14 authenticate those pictures is to send them to your

15 four witnesses.· They've been in my office, they

16 know what it looks like.

17· · · · · ·HEARING OFFICER GHUSN:· Dr. Chambers, I'm

18 just not going to waste anyone's time.· We're not

19 doing that. We're not calling people.· We're not

20 brining people back.

21· · · · · ·DR. CHAMBERS:· Okay.· Ms. Ghusn, you said

22 that my description of the layout of the office in

23 Casey's yesterday was fine, so I'm fine with that.

24· · · · · ·The reason I sent the picture of the text

25 was because you had wanted a timeline yesterday, and
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·1 Casey could not remember when she was there versus

·2 when COVID affected the practice.· And that was the

·3 only reason why I sent the text message.

·4· · · · · ·If it's not significant, we don't have to

·5 introduce it.· Nor do we have to introduce the

·6 pictures, because it was not meant to complicate

·7 things; it was just mean to simplify them.

·8· · · · · ·It's not going to make or break me.

·9· · · · · ·HEARING OFFICER GHUSN:· Exactly.

10· · · · · ·And I did ask about that, Mr. White, that

11 is something I'd like to --

12· · · · · ·MR. WHITE:· I'd like to comment --

13· · · · · ·HEARING OFFICER GHUSN:· I can't --

14· · · · · ·MR. WHITE:· Go ahead.· Sorry to interrupt

15 you.

16· · · · · ·HEARING OFFICER GHUSN:· On the text, that

17 is something as far as Ms. Carden's recollection, if

18 there's something that will help.

19· · · · · ·Go ahead, Mr. White.

20· · · · · ·MR. WHITE:· I don't know if it would.  I

21 haven't commented on the text yet, but I can't tell

22 whether Ms. Carden, at this point when she sent this

23 text on December 2021, is a patient or employee.

24· · · · · ·It looks to me like she was a patient,

25 because he does -- he did testify that he gives out
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·1 his cell phone number to all his patients so they

·2 can reach him.

·3· · · · · ·HEARING OFFICER GHUSN:· That's a good

·4 point.· Yeah.

·5· · · · · ·MR. WHITE:· So, it's kind of irrelevant, I

·6 guess.· It's just a date and a text from Casey

·7 Carden, but we have no idea what it has to do with.

·8· · · · · ·HEARING OFFICER GHUSN:· Dr. Chambers?

·9· · · · · ·DR. CHAMBERS:· It has to do with the fact

10 that she worked with me, her daughter had COVID, she

11 said she didn't -- she wasn't positive, and she

12 wanted to know about rescheduling.

13· · · · · ·And I told her to reschedule patients in

14 an abbreviated way for the next day at a certain

15 time.

16· · · · · ·And, basically, I only wanted to see the

17 patients who did not require an examination, so I

18 didn't have to come into close proximity to Casey.

19· · · · · ·HEARING OFFICER GHUSN:· I'm letting it in.

20· · · · · ·And, Mr. White, I would like you to

21 comment as far as what you were just saying in

22 argument, whether it's unclear what it's for.

23· · · · · ·I think it could be helpful, but I want

24 you make to argument.· Okay?

25· · · · · ·MR. WHITE:· Okay.
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·1· · · · · ·HEARING OFFICER GHUSN:· If it's uncertain

·2 what its purpose was and whether she was a patient

·3 or employee or whatever, you can make those

·4 arguments.

·5· · · · · ·But I think it will be probative and

·6 helpful to me, so it's coming in.

·7· · · · · ·(Dr. Chambers' Exhibit V was

·8· · · · · ·admitted.)

·9· · · · · ·MR. WHITE:· Okay.

10· · · · · ·HEARING OFFICER GHUSN:· All right.  I

11 think we worked through everything.· Correct?· We're

12 done with that.· Yes?· I just wanted to address it

13 before we launched into closing arguments.

14· · · · · ·MR. WHITE:· Yeah.· I'm looking at it.

15· · · · · ·HEARING OFFICER GHUSN:· Okay.· Thank you

16 both.

17· · · · · ·DR. CHAMBERS:· I have a question.

18· · · · · ·HEARING OFFICER GHUSN:· Hold on.· Let me

19 give him a moment.

20· · · · · ·MR. WHITE:· Let me ask you, Ms. Ghusn, did

21 you have -- did you rule on whether the pictures of

22 office are coming in?

23· · · · · ·HEARING OFFICER GHUSN:· Pictures are not;

24 text is.

25· · · · · ·MR. WHITE:· Thank you.
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·1· · · · · ·DR. CHAMBERS:· I have a question,

·2 Ms. Ghusn.

·3· · · · · ·HEARING OFFICER GHUSN:· Yes, Dr. Chambers?

·4· · · · · ·DR. CHAMBERS:· Yesterday it was noted that

·5 the information, the exhibits in the folder that I

·6 had while I was at the hearing room in May, that

·7 they were in the book, but they weren't admitted.

·8· · · · · ·I'm afraid I don't understand that, and

·9 how do we go about getting those documents admitted?

10 Since they were submitted and included in that book.

11· · · · · ·HEARING OFFICER GHUSN:· And that's what

12 I've been asking also, is what is admitted and what

13 isn't.· The answer came back:· None of them were

14 admitted.

15· · · · · ·And my guess is, Mr. White, that you

16 weren't inclined to revisit this.

17· · · · · ·MR. WHITE:· No.· It's your call, Your

18 Honor, if we have to revisit this and talk about

19 what was admitted.· I just want to make sure the

20 record's clear.

21· · · · · ·Obviously, it's your call whether things

22 are admitted or not, and that's what you've just

23 been doing for the last ten minutes too.

24· · · · · ·We just keep track.· And that's -- when we

25 said yesterday -- I don't want it to sound like -- I
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·1 wanted to make sure, we were just keeping track.

·2 That's all we were doing.

·3· · · · · ·And we did not have any of his exhibits

·4 admitted at that point you asked.

·5· · · · · ·HEARING OFFICER GHUSN:· And, of course,

·6 there is a balance issue as far as the rules of

·7 evidence and offering up exhibits and having them

·8 admitted.

·9· · · · · ·I guess, then, my question is:· Do you

10 have any objection to the admission of any or all of

11 these exhibits?· Are we going to be doing this?

12· · · · · ·He's asking for them to be admitted, and

13 how can he get them admitted.

14· · · · · ·MR. WHITE:· We will -- counsel and I have

15 talked about it.· Lead counsel and I have talked

16 about it, and we will stipulate to the admission of

17 his documents, of his disclosures.

18· · · · · ·HEARING OFFICER GHUSN:· Thank you very

19 much for the simplification of that.

20· · · · · ·(Dr. Chambers' Exhibits A through T

21· · · · · ·were admitted.)

22· · · · · ·DR. CHAMBERS:· Thank you.

23· · · · · ·HEARING OFFICER GHUSN:· So, we have

24 Chambers Exhibits A through -- well, U is already

25 admitted, so A through U, which I've got number 1
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·1 through 21, -- is that right? -- those are the tabs,

·2 just for ease of access.· Is that correct?

·3 Everyone's on the literal and figurative same page?

·4· · · · · ·Ms. Fuentes, A through U, 1 through 21?

·5· · · · · ·MR. WHITE:· Correct.

·6· · · · · ·HEARING OFFICER GHUSN:· Yeah.

·7· · · · · ·Dr. Chambers, you don't have it in front

·8 of you, but I do.· I just want to make sure we're

·9 all talking about the same thing.

10· · · · · ·So I've got my binder in front of me, my

11 exhibit binder.

12· · · · · ·MR. WHITE:· The way Ms. Fuentes wrote it

13 down is U has to do with AVN communications and ads.

14· · · · · ·HEARING OFFICER GHUSN:· And his emails.

15· · · · · ·MR. WHITE:· V is Casey's text.

16· · · · · ·HEARING OFFICER GHUSN:· Oh, wait.· Wait.

17 Wait.· Did you just say "U"?· You said "U"; right?

18· · · · · ·MR. WHITE:· U is AVN communications and

19 ads.

20· · · · · ·HEARING OFFICER GHUSN:· That was emailed.

21 Okay.

22· · · · · ·MR. WHITE:· Yes, from the email this

23 morning.

24· · · · · ·HEARING OFFICER GHUSN:· Right.

25· · · · · ·MR. WHITE:· V is Casey's text.
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·1· · · · · ·HEARING OFFICER GHUSN:· Oh, thank you.

·2· · · · · ·MR. WHITE:· Yes.· No problem.· That you've

·3 just admitted.

·4· · · · · ·HEARING OFFICER GHUSN:· Thank you.· Yeah.

·5· · · · · ·MR. WHITE:· Then we had marked W, office

·6 pictures, but those are not admitted, to make the

·7 record very clear.

·8· · · · · ·HEARING OFFICER GHUSN:· Okay.· Perfect.

·9 Okay.· We're good.· Okay.

10· · · · · ·Dr. Chambers?

11· · · · · ·DR. CHAMBERS:· I'm okay with that.· Thank

12 you.

13· · · · · ·HEARING OFFICER GHUSN:· Okay.· All right.

14 Any other housekeeping matters?· I'll start with

15 you, Mr. White.

16· · · · · ·MR. WHITE:· No, I don't believe so.

17· · · · · ·HEARING OFFICER GHUSN:· Is Ms. Mooneyhan

18 there?

19· · · · · ·MR. WHITE:· We rest, by the way too.

20 Yeah.

21· · · · · ·HEARING OFFICER GHUSN:· Okay.· All right.

22 Any other housekeeping matters --

23· · · · · ·MS. MOONEYHAN:· (Inaudible).

24· · · · · ·HEARING OFFICER GHUSN:· I'm sorry?

25· · · · · ·MR. WHITE:· Oh, I guess there is one.· I'm
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·1 going to be doing the closing for Ms. Mooneyhan.

·2 She can barely speak.

·3· · · · · ·HEARING OFFICER GHUSN:· Oh, no.· I'm

·4 sorry.

·5· · · · · ·MR. WHITE:· So, she has prepared a closing

·6 argument that I will be doing for her.

·7· · · · · ·HEARING OFFICER GHUSN:· Since you have a

·8 voice.· Okay.· I'm sorry to hear that.

·9· · · · · ·Dr. Chambers, any housekeeping matters

10 before we launch into closing?

11· · · · · ·DR. CHAMBERS:· Yes.· If I'm not

12 mistaken --

13· · · · · ·HEARING OFFICER GHUSN:· Let me explain to

14 you how it works first.

15· · · · · ·DR. CHAMBERS:· Yeah.

16· · · · · ·HEARING OFFICER GHUSN:· So, IC has the

17 burden of proof -- okay? -- by a preponderance of

18 the evidence.

19· · · · · ·And so Mr. White, with Ms. Mooneyhan in

20 the background there, they get the first and last

21 bite of apple since they have the burden of proof.

22· · · · · ·So, they go first, then you go, then they

23 go again.· It's like an inverse funnel.· All right?

24· · · · · ·DR. CHAMBERS:· All right.

25· · · · · ·HEARING OFFICER GHUSN:· He won't be
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·1 opening it up again, he will just be, perhaps,

·2 commenting on your closing, and then that's it.

·3 Okay?· Do you have questions about that?

·4· · · · · ·DR. CHAMBERS:· No, I don't.

·5· · · · · ·But I've read in one of your orders or

·6 motions -- orders, that you wanted the closing

·7 arguments in writing; is that correct?

·8· · · · · ·HEARING OFFICER GHUSN:· I don't recall

·9 that.· Did I do that, Mr. White?

10· · · · · ·MR. WHITE:· No, I don't recall that.

11· · · · · ·DR. CHAMBERS:· Okay.· Okay.· Thank you.

12· · · · · ·HEARING OFFICER GHUSN:· Did you do that?

13· · · · · ·DR. CHAMBERS:· I must have misread the

14 document, so thanks for the clarification.

15· · · · · ·HEARING OFFICER GHUSN:· Ms. Mooneyhan, can

16 you -- do you recall anything like that?· I don't.

17· · · · · ·MS. MOONEYHAN:· I don't recall that.

18· · · · · ·HEARING OFFICER GHUSN:· She doesn't

19 either?

20· · · · · ·MS. MOONEYHAN:· I don't recall that.

21· · · · · ·MR. WHITE:· No.· You can barely hear her.

22 She does not recall that.

23· · · · · ·HEARING OFFICER GHUSN:· Okay.· She doesn't

24 have to speak, she can talk through you.· Okay.  I

25 don't either.
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·1· · · · · ·And, Dr. Chambers, it's all going to be

·2 transcribed.

·3· · · · · ·DR. CHAMBERS:· Oh, okay.

·4· · · · · ·HEARING OFFICER GHUSN:· So there you go.

·5 It's going to be in writing anyway; right?

·6· · · · · ·DR. CHAMBERS:· Yeah.

·7· · · · · ·HEARING OFFICER GHUSN:· Okay.· All right.

·8 Let me just -- does anyone need a moment or are you

·9 good?

10· · · · · ·MR. WHITE:· I'm good.· Is the court

11 reporter okay?

12· · · · · ·HEARING OFFICER GHUSN:· She's saying yes.

13 Off you go, Mr. White.

14· · · · · ·MR. WHITE:· Okay.· Thank you, Ms. Ghusn.

15· · · · · ·HEARING OFFICER GHUSN:· Thank you.

16· · · · · · · · · CLOSING ARGUMENTS

17 BY MR. WHITE:

18· · · · · ·Thank you to everyone who participated as

19 witnesses.

20· · · · · ·Thank you, Dr. Chambers, for being here in

21 your defense.

22· · · · · ·And thank you, Ms. Ghusn, as the hearing

23 officer in this matter.

24· · · · · ·And thank you, Ms. Court Reporter.

25· · · · · ·In our opening statement, we stated that
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·1 the evidence in this hearing would show that the

·2 respondent, Dr. George Chambers, fundamentally

·3 disregarded the required boundaries between a

·4 physician and a patient, and the evidence presented

·5 in this matter has shown just that.

·6· · · · · ·Throughout these proceedings, beginning

·7 with his response to the investigator's inquires,

·8 and continuing to through today, Dr. Chambers has

·9 dodged, deflected, and deceived regarding the

10 allegations in this case.

11· · · · · ·However, notably absent has been any

12 evidence to support these attempts to divert your

13 attention, any substantial evidence.

14· · · · · ·Examining the evidence that was presented

15 in this proceeding in the context of the complaint

16 demonstrates that each allegation has been proven by

17 a preponderance of the evidence.

18· · · · · ·Before I go through the evidence with to

19 each count, I point out that NAC 630.470, subsection

20 8, subsection b, tasks you, Your Honor, with making

21 a recommendation to the Board on the veracity of

22 witnesses if there is conflicting evidence where the

23 credibility of witnesses is a determining factor.

24· · · · · ·Of course, some of the evidence in this

25 matter is not conflicting.· For example,
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·1 Dr. Chambers has never denied that he offered

·2 Patients B and C $1,000 each to pose nude for

·3 photos, or at least to pose for modeling photos for

·4 a magazine -- or for his advertising.· With respect

·5 to testimony, this is conflicting.

·6· · · · · ·I point out that there are several

·7 instances in this matter that sincerely undermine

·8 Dr. Chambers' credibility, and I will discuss those

·9 instances as we explore the counts in this matter.

10· · · · · ·The first four counts of the compliant

11 arise from Dr. Chambers' encounter with Patient A

12 during their only meeting in November of 2020.

13· · · · · ·Patient A testified how she went to

14 Dr. Chambers in hopes of addressing long-term pain,

15 and walked out traumatized, physically and mentally,

16 by what occurred.

17· · · · · ·In trying to refute the allegations about

18 what happened during Patient A's visit, Dr. Chambers

19 relied in part on the presence of a chaperone, Casey

20 Carden.

21· · · · · ·For example, in exhibit 2, on page NSBME

22 6, approximately six lines down, he wrote:· Her

23 visit was chaperoned by my office manager, Casey.

24· · · · · ·Also in exhibit 2, on page NSBME 8, two

25 lines down, we wrote:· I left the door open with
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·1 Casey standing outside the door with full view of me

·2 and Patient A whilst labeling charts.

·3· · · · · ·Later in that letter on NSBME 12,

·4 Dr. Chambers wrote, towards the bottom of the page

·5 under the bold statement numbered 4:· Patient A

·6 seems to have forgotten that there was a chaperone

·7 present.· To reiterate, her visit was chaperoned by

·8 Casey.

·9· · · · · ·During his narrative testimony during his

10 case in chief, Dr. Chambers testified that Casey was

11 present during Patient A's visit outside the room at

12 the door.

13· · · · · ·But you heard Ms. Carden testify

14 yesterday, she did not act as a chaperone with

15 Patient A's exam, and she could not see or hear what

16 was happening during the exam.

17· · · · · ·On cross-examination, Dr. Chambers asked

18 Ms. Carden no questions in this regard.

19· · · · · ·He stated repeatedly that Casey was tasked

20 with chaperoning Patient A's visit and was observing

21 from the doorway and could refute some of Patient

22 A's assertions, but Ms. Carden told you that this

23 was not true.

24· · · · · ·And Ms. Carden's testimony corresponds

25 with Patient A's testimony with respect to their
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·1 being no third-party witness of Dr. Chambers'

·2 actions and comments during that encounter.

·3· · · · · ·Counts I and II of the complaint charged

·4 Dr. Chambers with violating NRS 630.301, subsection

·5 6.· That statute prohibits a physician from engaging

·6 in disruptive behavior with a patient that

·7 interferes with a patient's care or has an adverse

·8 impact on the quality of care rendered to the

·9 patient.

10· · · · · ·Count I is based on Dr. Chambers' behavior

11 in taking ten photographs of Patient A's vaginal

12 area that were not for the purposes of medical

13 examination or treatment, which humiliated and

14 sexually demeaned her, and thus adversely affected

15 the quality of care rendered to her.

16· · · · · ·Exhibit 4 contains the 12 photos that

17 Dr. Chambers took of Patient A's body during her

18 encounter with him.

19· · · · · ·Dr. Chambers admitted that he only used

20 two of the photos, which were of Patient A's vulva,

21 in his discussion with her, and included these

22 photos in the record of his visit.

23· · · · · ·This was also confirmed by Ms. LaRue's

24 testimony, Patient A's testimony, and the records

25 themselves, which are in Exhibit 3 at pages NSBME 20
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·1 and 21.

·2· · · · · ·The other ten photos were not for purposes

·3 of examination or treatment.

·4· · · · · ·Dr. Chambers' explanation for the ten

·5 photos that he never used was that all 12 photos

·6 were taken in a burst.· He testified that he pressed

·7 the shutter release button in rapid succession, and

·8 only kept the best photos.

·9· · · · · ·In asking you to believe such an

10 explanation, Dr. Chambers is asking you to ignore

11 the evidence and ignore common sense.

12· · · · · ·If you look at Exhibit 4, they are the

13 photos Dr. Chambers took with Patient A's cell

14 phone.· The photos are date and time stamped.

15· · · · · ·And Ms. Mooneyhan wanted to apologize that

16 they are not in order, they're kind of in reverse

17 order of time, but that is something that can be

18 dealt with, that they are in reverse order of time,

19 if you notice that.

20· · · · · ·But if you start with the last page in the

21 exhibit, page NSBME 40, you will see that that photo

22 was stamped at 11:17 A.M. on November 17th, 2020.

23 That's also true of the photos on pages NSBME 39,

24 38, 37, and 36.

25· · · · · ·The photo on NSBME page 35 is time stamped
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·1 a minute later at 11:18 A.M. on that date.

·2· · · · · ·Those photos are all very similar photos

·3 of Patient A's vulva.· If the pictures stopped here,

·4 Dr. Chambers' explanation might make sense.

·5· · · · · ·However, the photo on NSBME page 34 was

·6 taken two minutes later at 11:20 A.M., and shows two

·7 gloved fingers spreading the labia.

·8· · · · · ·The photo on NSBME page 33 is stamped a

·9 minute after that at 11:21 A.M., and similarly shows

10 two gloved fingers spreading the labia.

11· · · · · ·The photos on NSBME pages 32 and 31 are

12 stamped a minute later still at 11:22 A.M., and show

13 two gloved fingers inserted in the vagina.

14· · · · · ·The photo on NSBME page 30 is stamped a

15 minute later after that at 11:23 A.M., and shows

16 four gloved fingers inserted into the vagina.

17· · · · · ·The photo on NSBME page 29 is stamped

18 another minute after that at 11:24 A.M., and shows a

19 rectocele via a finger inserted in the rectum and

20 pushing on the vaginal wall.

21· · · · · ·So Dr. Chambers is asking you to believe

22 that the explanation for his -- for the dozen

23 photos, of which he only used two, was that they

24 were taken in a burst.

25· · · · · ·But to believe that, you would have to
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·1 believe that that burst of 12 photos took seven

·2 minutes and included several different

·3 configurations, including the insertion of different

·4 numbers of fingers into the patient's vagina and

·5 rectum.

·6· · · · · ·Again, Dr. Chambers' own testimony

·7 undermines his credibility in this matter.

·8· · · · · ·Photos of a patient's vaginal area should

·9 only be taken for clinical purposes comes from ACOG,

10 Opinion Number 796, in Exhibit 11 on page NSBME 160,

11 under heading "photography and video recordings,"

12 states that:

13· · · · · ·"Photographs of unclothed or

14· · · · · ·internal anatomy must be

15· · · · · ·de-identified, to the extent

16· · · · · ·possible, and used only for

17· · · · · ·clinical documentation or

18· · · · · ·academic purposes."

19· · · · · ·While Dr. Chambers did offer an outlandish

20 explanation for how he took 12 photos when he only

21 needed two, he did not offer a clinical or academic

22 reason for why he needed to take them.

23· · · · · ·During the IC's case in chief, he was

24 asked why he took 12 photos during the patient's

25 encounter with him.· He did not offer a clinical or
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·1 academic reason.· He simply reverted to his

·2 explanation of taking several in a burst and

·3 selecting the best.

·4· · · · · ·The ten unused were not for clinical

·5 documentation or academic purposes.

·6 Dr. Chambers did not use them in his explanations to

·7 Patient A, and he never looked at them again.

·8· · · · · ·The two photos he asked her to text him

·9 were of her vulva.· There was no explanation why he

10 needed to take a photo with fingers inserted in her

11 vagina, or a photo with four fingers inserted in her

12 vagina.

13· · · · · ·However, after the encounter, those photos

14 remained on Patient A's phone, ready to remind her

15 of the way she has been humiliated and demeaned in

16 her encounter with Dr. Chambers.

17· · · · · ·She testified that she was embarrassed and

18 humiliated about what happened during that

19 encounter.

20· · · · · ·Taking the ten photos with Patient A's

21 cell phone that he did not use for a clinical

22 reason, and which humiliated and demeaned Patient A,

23 was disruptive to Patient A, and had an adverse

24 impact on the quality of care rendered to her.

25· · · · · ·This behavior violated NRS 630.301,
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·1 subsection 6, and Count I has been proven.

·2· · · · · ·As noted earlier, Count II also charges

·3 Dr. Chambers with violating NRS 630.301, subsection

·4 6; however, Count II is based on Dr. Chambers'

·5 behavior in telling Patient A that he attempted to

·6 fist her during his examination of her.

·7· · · · · ·It is this allegation that has been the

·8 subject of much of Dr. Chambers' presentation.· He

·9 has gone to great lengths to assure you that he

10 didn't not fist Patient A.

11· · · · · ·He has reiterated that fisting is painful,

12 that he would need significant amounts of

13 lubrication to do so, and even had a person

14 experienced in performing the act of fisting

15 describe it.

16· · · · · ·But by pretending that he has been accused

17 of fisting Patient A, Dr. Chambers is attempting to

18 deflect attention from what he is actually accused

19 of, the evidence that supports the accusation, and

20 how it violated the Medical Practice Act.

21· · · · · ·This has been his tactic from the very

22 beginning of these proceedings.

23· · · · · ·In Exhibit 1, Ms. LaRue's letter to

24 Dr. Chambers, page NSBME 2, in the allegation number

25 13, Ms. LaRue alleged that after returning to the
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·1 exam room, Dr. Chambers told the patient that during

·2 the exam, you had done something called "fisting,"

·3 where you tried to insert your entire fist in the

·4 patient's vagina.

·5· · · · · ·The next allegation, number 14, states:

·6· · · · · ·"You showed the patient how much

·7· · · · · ·of your fist you got inside,

·8· · · · · ·then compared the size of your

·9· · · · · ·fist to the size of a man's

10· · · · · ·penis."

11· · · · · ·His response to that letter is

12 Dr. Chambers' first attempt at deflection.· Page

13 NSBME 10, the paragraph that he has numbered 13 to

14 correspond to Ms. LaRue's allegation letter.

15· · · · · ·Rather that respond to the allegation that

16 he told the patient he had done something called

17 "fisting," he states he never fisted any patient's

18 vagina.

19· · · · · ·In the next paragraph numbered 14,

20 Dr. Chambers completely dodges the portion of the

21 allegation about showing the patient how much of his

22 fist he was able to get inside of her vagina, and

23 instead addresses only the portion of the allegation

24 about whether Patient A's vagina is too big for a

25 man's penis.
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·1· · · · · ·Paragraph 16 of the compliant filed on

·2 September 21, 2022, in this matter states:

·3· · · · · ·"After his physical examination

·4· · · · · ·of Patient A, respondent

·5· · · · · ·informed Patient A that during

·6· · · · · ·the examination he had attempted

·7· · · · · ·to fist her, that is, insert his

·8· · · · · ·entire hand into her vagina, but

·9· · · · · ·he had been unable to insert his

10· · · · · ·entire hand, and showed her how

11· · · · · ·much of his hand he had been

12· · · · · ·able to insert."

13· · · · · ·Count II also specifies that the behavior

14 supporting that charge was Dr. Chambers telling

15 Patient A that he had attempted to fist her.

16· · · · · ·Dr. Chambers continued this strategy

17 during this hearing, continuing to attempt to

18 deflect and dodge the question of what he told

19 Patient A, and instead focused on vehemently denying

20 that he fisted her.

21· · · · · ·You heard Patient A testify that during

22 her examination, she felt a lot of stretching, as

23 though she was being stretched as far as she could

24 be stretched and beyond, and it was very

25 uncomfortable.
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·1· · · · · ·Patient A further testified that after he

·2 returned to the room after her exam, Dr. Chambers

·3 told her during the exam he tried to do something

·4 called "fisting," but had been unable to insert his

·5 entire hand.

·6· · · · · ·She testified that he showed her how far

·7 he was able to get his hand, and how he compared

·8 that to what he characterized as the size of the

·9 average penis.

10· · · · · ·Patient A testified she was not familiar

11 with the term, and later asked her regular

12 gynecologist, Dr. Lewis, about whether that was

13 something gynecologists did or said.

14· · · · · ·Notably, Dr. Chambers' witness, Brittany

15 Turner, testified about having performed fisting.

16 She testified that to begin fisting, she begins by

17 slowing inserting four fingers and thumb bunched

18 together.· This is consistent with Patient A's

19 testimony that Dr. Chambers told her he had only

20 been able to get his hand this far, and he showed

21 her a bit past the knuckles.

22· · · · · ·Dr. Rafael explained that the use of the

23 term "fisting" is inappropriate for a gynecologist.

24 Dr. Goodman said he would not use this term in this

25 context.
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·1· · · · · ·Patient A testified she was humiliated and

·2 demeaned by this discussion.· Telling Patient A that

·3 he had tried to fist her and showing her how far he

·4 was able to get his hand was disruptive to Patient A

·5 and had an adverse impact on the quality of care

·6 rendered to her.

·7· · · · · ·This behavior violated NRS 630.301,

·8 subsection 6, and Count II has also been proven.

·9· · · · · ·Count III accuses Dr. Chambers of engaging

10 in conduct intended to deceive, thereby violating

11 NRS 630.306, subsection 1, subsection b, subsection

12 1.

13· · · · · ·This count is based on Dr. Chambers going

14 out of his way in both the record of his encounter

15 with Patient A and in response to the Board's

16 inquiry in the matter to point out that he never

17 inserted more than two fingers in Patient A's vagina

18 during the encounter.

19· · · · · ·We know from the photos he took with

20 Patient A's phone, in Exhibit 4, that he inserted

21 four fingers into her vagina, and we know that

22 Patient A's testimony that he told that during

23 another part of the exam, he inserted at least four

24 fingers and part of his hand into her vagina.

25· · · · · ·In his records of the encounter, at
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·1 Exhibit 3 at page NSBME 0018, Dr. Chambers stated

·2 that he sized Patient A's introital opening "with my

·3 two examining fingers."

·4· · · · · ·When Ms. LaRue inquired about his

·5 encounter with Patient A, in response, Dr. Chambers

·6 repeatedly noted the number of fingers he inserted

·7 in Patient A's body.

·8· · · · · ·If you turn to Exhibit 2, page NSBME 9, he

·9 stated that during his exam of Patient A, he

10 inserted one finger into her vagina while palpating

11 parts of her anatomy and asking whether she felt

12 pain or pressure, then inserted a second finger to

13 check her muscle tone.

14· · · · · ·Later on in that same page, he also states

15 that prior his examination, he used "a single packet

16 of lubricating jelly to lubricate his two fingers."

17· · · · · ·Dr. Chambers stated repeatedly that he

18 inserted one or two fingers into Patient A's vagina

19 during the encounter.· He never mentioned that he

20 inserted four fingers, which we know he did because

21 he took a photo of it, and that photo is in Exhibit

22 4 at NSBME page 30.

23· · · · · ·Additionally, Patient A testified that had

24 Dr. Chambers told her that during a separate part of

25 the exam he had inserted more than two fingers in
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·1 her vagina; specifically, that he had been able to

·2 insert a bit past his knuckles into her vagina.

·3· · · · · ·As noted by Dr. Rafael, there is generally

·4 no reason for a gynecologist to hide the insertion

·5 of four fingers if such insertion is part of a

·6 normal pelvic examination.

·7· · · · · ·However, in this case, doing so coincided

·8 with Dr. Chambers' extremely inappropriate comment

·9 to Patient A that he had tried to fist her, but was

10 able to only get a portion of his hand inside of

11 her.

12· · · · · ·In his questioning of Dr. Rafael,

13 Dr. Chambers seemed to imply that he wrote in his

14 records "two fingers" because the pictures he

15 printed out and included in the record showed two

16 fingers.

17· · · · · ·However, reviewing the photos in his

18 records in Exhibit 3, pages NSBME 20 and 21, shows

19 that those photos did not show the insertion of any

20 fingers; one shows two fingers spreading the labia

21 and one simply shows the labia.

22· · · · · ·Dr. Chambers made up this excuse on the

23 fly, but it doesn't match the evidence.

24· · · · · ·Dr. Chambers' records of the encounter and

25 his explanation of it to Ms. LaRue were inaccurate
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·1 and deceptive because they were made to conceal the

·2 highly unprofessional parts of the encounter where

·3 he took photos of Patient A's vaginal area for no

·4 clinical reason and when he told her he had

·5 attempted to fist her.

·6· · · · · ·Count III has also been proven.

·7· · · · · ·Count IV accuses Dr. Chambers of failing

·8 to maintain accurate medical records, a violation of

·9 NRS 630.3062, subsection 1, subsection a.

10 Specifically, NRS 630.3062 1 (a) provides that a

11 licensed physician may be disciplined for failure to

12 maintain timely, legible, accurate, and complete

13 medical records related to the diagnosis, treatment,

14 and care of a patient.

15· · · · · ·Count IV alleges that Dr. Chambers

16 violated the statute by failing to maintain accurate

17 and complete medical records for Patient A when he

18 failed to document that during his encounter with

19 her, he inserted four fingers into her vagina.

20· · · · · ·Of course, there is photographic evidence

21 that he inserted four fingers into her vagina,

22 because he documented this action with Patient A's

23 phone.· Again, I point your attention to Exhibit 4,

24 page NSBME 30.

25· · · · · ·Dr. Rafael testified that inserting four
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·1 fingers was not automatically problematic, and he

·2 did not think that failing to record such insertion

·3 was necessarily problematic.

·4· · · · · ·Dr. Goodman thinks the records show a good

·5 encounter; however, Dr. Goodman only reviewed the

·6 record created by Dr. Chambers and was not familiar

·7 with Patient A's testimony about what occurred

·8 during the exam.

·9· · · · · ·We submit that the records of the

10 encounter with Patient A were inaccurate and

11 incomplete because they calculated to obscure the

12 improprieties that occurred during the encounter

13 with Patient A.

14· · · · · ·Dr. Chambers didn't forget to mention how

15 many fingers he'd used in examining Patient A.· He

16 made a point of explaining, repeatedly, how he'd

17 used one finger during some parts of the examination

18 and two fingers during a different part of the

19 examination.

20· · · · · ·Dr. Chambers was precise when it suited

21 him, and then less precise when that suited him.

22· · · · · ·When the medical records are contrived to

23 make it appear that a different examination occurred

24 than the one that actually did occur, the record is

25 inaccurate and incomplete, and the records violate
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·1 the requirements of NRS 630.3062 1 (a), and that

·2 count is proven.

·3· · · · · ·Counts V and VI deal with Dr. Chambers

·4 offering money to Patient B and Patient C to take

·5 nude photos of them.

·6· · · · · ·Both counts accuse Dr. Chambers of

·7 engaging in conduct that violates the trust of a

·8 patient, and exploits the relationship with the

·9 patient for financial or other personal gain, a

10 violation of NRS 630.301, subsection 7.

11· · · · · ·Count V is based on an offer made to

12 Patient B.

13· · · · · ·Patient B explained that after her October

14 2018 exam with Dr. Chambers, he asked other staff

15 present to leave the room, leaving just Patient B

16 and Dr. Chambers in the room.

17· · · · · ·Once he had her alone, he asked her if she

18 would model nude for photos to be taken by him, and

19 that he would pay her $1,000 if she did so.

20· · · · · ·Dr. Chambers quibbled about how this offer

21 came to Patient B's attention, but he has never

22 disputed that he offered $1,000 to her to model for

23 an ad he allegedly hoped to create.

24· · · · · ·Count VI is based on a similar offer made

25 to Patient C.
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·1· · · · · ·Yesterday you heard Patient C testify that

·2 Dr. Chambers also offered her $1,000 to pose for

·3 photos, and she was concerned about them being

·4 disseminated.· She was upset about the highly

·5 inappropriate nature of the offer.· She made it

·6 clear that Dr. Chambers initiated the conversation,

·7 contrary to his testimony.

·8· · · · · ·Again, Dr. Chambers did not dispute that

·9 he made this offer to Patient C; indeed he testified

10 that he has made similar offers to numerous

11 patients.· In fact, you heard that he even made such

12 an offer to Casey Carden when she was a patient.

13· · · · · ·With respect both Patient B and Patient C,

14 making such an offer in the middle of the medical

15 encounter or by phone violated his physician-patient

16 relationship with these patients, and violated their

17 trust in him, and it was for the purpose of him

18 realizing a personal gain for himself.

19· · · · · ·Dr. Rafael testified that such conduct was

20 unprofessional, unethical, against the Code of

21 Conduct, and against society's rules and would

22 violate a patient's trust.

23· · · · · ·Counts V and VI have been proven.

24· · · · · ·In the context of the offers of money for

25 photos, once again, I point to evidence that
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·1 undermined Dr. Chambers' credibility.

·2· · · · · ·Dr. Chambers maintained throughout this

·3 matter that he wanted such photos to be advertised

·4 in the award ceremony program in the Adult Video

·5 Network, and we still don't have all the -- we do

·6 have some proof that you have admitted, Ms. Ghusn,

·7 that he did do an ad that looks like -- and you're

·8 going to give it the weight it deserves, but he has

·9 offered some evidence of -- again, that you have

10 admitted -- his one attempt or at least one

11 successful ad, in 2014, in the AVN program.

12· · · · · ·So, this does not excuse the behavior of

13 asking patients, while they're disrobed and have a

14 paper gown on and they're exposed, to talk to

15 them -- excuse people out of the room and talk to

16 them about taking pictures like this.

17· · · · · ·It's just yet another instance showing

18 that Dr. Chambers lacks credibility.

19· · · · · ·Count VII.· To this point, we have

20 discussed how Dr. Chambers' conduct with respect to

21 each patient violated various provisions of the

22 Medical Practice Act.

23· · · · · ·Count VII charges Dr. Chambers with

24 violating NRS 630.3061 (g), continual failure to

25 practice medical properly.
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·1· · · · · ·ACOG Opinion Number 796, in Exhibit 11,

·2 explains that sexual improprieties, such as

·3 behavior, gestures, or expressions that are sexually

·4 suggestive, disrespectful of patient privacy or

·5 sexually demeaning are a form of sexual misconduct.

·6· · · · · ·Dr. Chambers' behavior with Patient A,

·7 Patient B, and Patient C was sexually suggestive,

·8 disrespectful of patient privacy, and sexually

·9 demeaning, and therefore were sexual improprieties,

10 constituting sexual misconduct.

11· · · · · ·As a physician, as a licensee of the

12 Board, Dr. Chambers has been placed in a position of

13 trust, and in particular, Patient A, Patient B, and

14 Patient C trusted Dr. Chambers with their health.

15· · · · · ·They were dependent upon on him to use his

16 education and position to help him -- help them

17 maintain or improve their health.

18· · · · · ·They trusted him with their most intimate

19 issues and questions, and Dr. Chambers violated that

20 trust egregiously and repeatedly.

21· · · · · ·The fact that he engaged in such conduct

22 with more than one patient demonstrated a pattern of

23 failing to use the care, skill, and knowledge used

24 by OB-GYNs in good standing.

25· · · · · ·Count VII has been proven.
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·1· · · · · ·Count VIII.· Finally, Count VIII asserts a

·2 violation of NRS 630.301, subsection 9, engaging in

·3 conduct that brings the medical profession into

·4 disrepute.

·5· · · · · ·As shown in these proceedings,

·6 Dr. Chambers acted in a sexually inappropriate

·7 manner while examining three patients:

·8· · · · · ·Engaging in sexual misconduct in a

·9 repeated fashion undermines the public trust and

10 respect for the medical profession.

11· · · · · ·Taking photos of a patient's vaginal area,

12 including some with various configurations of his

13 fingers, for no reason related to medical treatment

14 or diagnosis.

15· · · · · ·Telling a patient that he attempted to

16 fist her but could only fit part of his hand into

17 her vagina, and comparing it with the average size

18 of a penis to imply that her vagina was too large.

19· · · · · ·Going out of his way in his record of the

20 encounter and the response to the Board's inquiry

21 about the encounter to repeatedly state that he'd

22 never inserted more than two fingers into Patient

23 A's vagina, when a photo shows he inserted four, and

24 Patient A's testimony is that he told her he was

25 able to insert a significant portion of his hand
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·1 into her vagina.

·2· · · · · ·Offering patients money to allow him to

·3 take nude photos of them, ostensibly for

·4 advertisements that appear, at least most, never to

·5 have been placed, and doing all of this in the

·6 context of providing gynecological care, a context

·7 of extreme vulnerability and sensitivity.

·8· · · · · ·As ACOG points out in its Opinion in

·9 Exhibit 11, the relationship between OB-GYNs and

10 their patients requires a high level of trust and

11 responsibility because the practice of gynecology

12 includes interactions in times of intense emotion

13 and vulnerability for patients and involves

14 sensitive physical examination and medically

15 necessary disclosure of private information about

16 symptoms and experiences.

17· · · · · ·Abusing his position of trust causes the

18 public to lose trust in the profession.· Acting in

19 such a highly unprofessional manner damages the

20 esteem in which the public generally holds doctors.

21· · · · · ·A doctor who humiliates and demeans

22 patients and shows a total disregard for their

23 privacy causes dishonor to the profession and

24 damages the profession's reputation and causes the

25 public to hold it in a lower regard than it did
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·1 before.

·2· · · · · ·You heard Dr. Rafael, who practiced

·3 gynecology in Nevada for over 30 years, testify that

·4 the treatment received by Patient A, Patient B, and

·5 Patient C brought the medical profession into

·6 disrepute.

·7· · · · · ·Count VIII has been proven.

·8· · · · · ·Dr. Chambers attempts to differentiate

·9 himself from other gynecologists by focusing on the

10 limited additional training he had in cosmetic

11 gynecology and sexual assault health medicine, but

12 there is no focus or speciality that makes it okay

13 to violate the trust placed in an OB-GYN.

14· · · · · ·One moment, please.

15· · · · · ·He brought in Dr. Goodman as his expert,

16 and it was just another attempt at deflection.· None

17 of these patients had cosmetic surgery, none of them

18 had an O-Shot.· He went on for numerous moments,

19 minutes talking about the O-Shot and all those

20 things in cosmetic surgery, and it didn't even

21 pertain to these patients because none of them had

22 that.

23· · · · · ·His marketing, he was asked to comment on

24 marketing, about before and after pics, and asking

25 them to pose nude, but it really had to do with the
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·1 clinical part of taking a before and after pic and

·2 using them in clinical situations, not for

·3 advertising purposes in a magazine like that.

·4· · · · · ·And then you also heard that Dr. Goodman

·5 always gets written consent before taking photos.

·6 And you heard Dr. Chambers, on direction examination

·7 back in May, talk about how he would get just verbal

·8 consent from patients before taking photos of them,

·9 specifically, Patient A, and his own expert wouldn't

10 do that.

11· · · · · ·In his opening statement, Dr. Chambers

12 stated that this was all a misunderstanding.

13 However, there's been no evidence of any

14 misunderstanding, other than Dr. Chambers' apparent

15 misunderstanding of what is acceptable behavior for

16 a gynecologist licensed in the State of Nevada.

17· · · · · ·This case is not about cosmetic

18 gynecological surgery.· None of these patients had

19 such surgery.

20· · · · · ·The case is not about fisting or whether

21 Dr. Chambers was successful in attempting to fist

22 Patient A.

23· · · · · ·It's not about Patient B trusting him

24 enough to share a fantasy with him three years

25 before he offered her money to pose nude for him.
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·1· · · · · ·It is not about a conspiracy against him,

·2 Dr. Chambers.

·3· · · · · ·It is about three patients who entrusted a

·4 gynecologist with their care, who went to him hoping

·5 to get help with their health, to help with

·6 long-term perineal pain, to get help with nipple

·7 discharge, to get help with painful periods.

·8· · · · · ·Instead, these patients received something

·9 they didn't bargain for, as they sat in paper gowns

10 and discussed intimate concerns with a person in a

11 position of power, who they trusted to exercise that

12 power for their benefit.· They were treated with a

13 lack of respect and professionalism.

14· · · · · ·Dr. Chambers engaged in such conduct

15 repeatedly, then tried to deceive others, including

16 this body about that conduct, and brought disrepute

17 to the medical profession in the process.

18· · · · · ·Quite simply, the credible evidence

19 presented in this matter supports each allegation

20 made in the complaint, and we ask that your

21 recommendation reflect that.

22· · · · · ·Thank you for your attention during these

23 proceedings.

24· · · · · ·HEARING OFFICER GHUSN:· Thank you,

25 Mr. White and Ms. Mooneyhan.
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·1· · · · · ·I think we're going to take a brief break,

·2 as it's 11:30.

·3· · · · · ·Dr. Chambers, that will give you a moment,

·4 which I think would be a prudent thing.

·5· · · · · ·And let's say five minutes.· We'll shoot

·6 for five minutes.· Okay?

·7· · · · · ·DR. CHAMBERS:· Okay.

·8· · · · · ·MR. WHITE:· Thank you.

·9· · · · · ·HEARING OFFICER GHUSN:· Okay.· Thank you.

10· · · · · ·(Recess from 11:32 A.M. to 11:40 A.M.)

11· · · · · ·HEARING OFFICER GHUSN:· Back on the record

12 in the matter of Dr. George Chambers.

13· · · · · ·Dr. Chambers, are you prepared to go

14 forward with your cross?

15· · · · · ·DR. CHAMBERS:· I am prepared.

16· · · · · ·HEARING OFFICER GHUSN:· Okay.· Everyone

17 can hear?· Are we good?

18· · · · · ·MR. WHITE:· To clarify for the record,

19 Ms. Ghusn, you just said "cross."· I think it's the

20 Doctor's closing.

21· · · · · ·HEARING OFFICER GHUSN:· Closing.

22· · · · · ·DR. CHAMBERS:· Yes, I am.

23· · · · · ·HEARING OFFICER GHUSN:· Okay.· I have

24 cross stuck in my head.· Okay.· Thank you.

25· · · · · ·Go ahead, Dr. Chambers.
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·1 BY DR. CHAMBERS:

·2· · · · · ·First and foremost, all praise and thanks

·3 to God.

·4· · · · · ·Ms. Ghusn, thank you for your time and

·5 attention as well as your patience, guidance, and

·6 the latitude you've given me during this hearing.

·7· · · · · ·I thank Dr. Richard Rafael for his expert

·8 testimony.· I'm grateful to him for his honesty and

·9 decency.

10· · · · · ·I thank Ms. Turner for her eloquent

11 testimony regarding a very taboo topic.

12· · · · · ·My eternal gratitude and thanks to my

13 mentor and teacher, Dr. Michael Goodman, for his

14 knowledge, wisdom, expertise, and testimony.

15 Whether or not Dr. Goodman practices in Nevada, he's

16 world-renown as one of the founders of cosmetic GYN

17 surgery, and he provides expert testimony on behalf

18 of plaintiffs in medical malpractice lawsuits

19 nationwide.

20· · · · · ·He did not represent me as legal counsel,

21 meaning to know Nevada laws, he provided expert

22 testimony on my behalf as a cosmetic GYN surgeon.

23· · · · · ·I also thank the Board's attorneys for

24 their time.

25· · · · · ·Being a physician is who I am.· It's not a
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·1 job, it was a calling that I was blessed to have

·2 recognized at a very young age.· Being a physician

·3 is my identity.

·4· · · · · ·I've used my diagnostic skills and my

·5 talent as a surgeon to do good and to serve the

·6 women of our community and beyond.

·7· · · · · ·I have had at least 150,000 patient

·8 contacts and have delivered over 12,500 babies in my

·9 career.

10· · · · · ·I'm sitting here for questionable

11 allegations from three patients.· I have had an

12 exemplary record that refutes any allegation of

13 sexual misconduct or sexual impropriety.

14· · · · · ·I've had an award-winning career, which

15 includes being voted top doctor by my physician

16 peers 11 times out of the two decades that I've

17 served the Las Vegas Valley.

18· · · · · ·I was a National Health Service scholar

19 from 2005 to 2007, for my work with the undeserved

20 women in North Las Vegas.

21· · · · · ·I was awarded the Robert E L Nesbitt,

22 M.D., outstanding resident in obstetrics and

23 gynecology award in 2002.

24· · · · · ·I listed my academic and non-academic

25 accolades during this hearing not because I want to
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·1 brag, not because I'm smarter than anyone else, but

·2 because I've have to work ten times as harder and be

·3 ten times more cautious than my counterparts.

·4· · · · · ·This is another reason why I sought out

·5 additional training in my post-residency years.

·6· · · · · ·Although I was not charged with sexual

·7 misconduct in the complaint, it incriminated me and

·8 painted a lurid picture of me as a sex fiend of some

·9 sort, praying on patients for some twisted purposes

10 of my own.

11· · · · · ·In the eyes of Investigative Committee, my

12 role as a cosmetic GYN surgeon was seen as a

13 depraved means to allegedly sexually victimize

14 women.

15· · · · · ·This was a common theme against me by the

16 opposing counsels throughout this case as they tried

17 to present me as a charlatan.· Sexual deviance has a

18 historical pattern.· They're not formed overnight.

19· · · · · ·To reiterate, the Investigative Committee

20 ordered me to see a psychiatrist.· The psychiatrist,

21 who was chosen by the Board, said:

22· · · · · ·"It is my professional opinion,

23· · · · · ·to a reasonable degree of

24· · · · · ·psychiatric probability, that

25· · · · · ·Dr. Chambers does not suffer
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·1· · · · · ·from a psychiatric condition

·2· · · · · ·which impairs his ability to

·3· · · · · ·reasonably and safely practice

·4· · · · · ·medicine within his scope or

·5· · · · · ·specialty of choice."

·6· · · · · ·The complaint filed against me on

·7 September 21, 2022, contained allegations.· It read

·8 as facts, and still, after two-and-a-half days of

·9 testimonies, when these allegations are examined

10 objectively, with understanding in the context of

11 cosmetic gynecological surgery and its relationship

12 to sexual medicine, facts have not been proven.

13· · · · · ·Let us look at the charges against me and

14 what was proven during this case.

15· · · · · ·Firstly, I would like to highlight the

16 fact that Dr. Rafael, the Board's expert witness,

17 went out of his way to say, "I do not think he

18 committed malpractice.· Dr. Chambers did not commit

19 sexual violence."

20· · · · · ·Count I, NRS 630.301, subsection 6,

21 disruptive behavior.

22· · · · · ·The complaint alleged that my taking ten

23 photographs of Patient A's vagina and rectal area,

24 allegedly not for purposes of medical examination or

25 treatment, constituted disruptive behavior.
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·1· · · · · ·NRS 630.30, subsection 6, provides that

·2 disciplinary action may be initiated for disruptive

·3 behavior "if behavior interferes with patient care

·4 or has adverse impact on the quality of care

·5 rendered to a patient."

·6· · · · · ·The complaint alleged that Patient A was

·7 evaluated by me for an initial consultation only.

·8 The complaint does not allege that Patient A

·9 received any treatment from me.

10· · · · · ·The complaint alleged that I took 12

11 photographs with Patient A's mobile telephone and

12 then directed her to text two of those photographs

13 to me, and they were included in her record.· The

14 remaining ten photographs were left in Patient A's

15 exclusive possession and control.

16· · · · · ·The photographs were taken after obtaining

17 her verbal consent.

18· · · · · ·I did not use my designated camera to take

19 the photographs, because it is reserved for patients

20 who will be having cosmetic GYN surgery done by me,

21 and after perusing three consent forms: a

22 preoperative consent, female genital plastic surgery

23 consent, which includes a photography consent, as

24 well as the aftercare consent.

25· · · · · ·I gave Patient A very clear instructions
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·1 regarding the disposition of the 12 photographs.  I

·2 told her that if she chose to keep them, she should

·3 store them in a hidden folder or delete them.· Had

·4 she deleted them, they would have stayed in her

·5 deleted folder for 30 days and disappeared.

·6· · · · · ·I did not forward the two photographs to

·7 anyone.· In fact, after Patient A texted them to me

·8 on November 17, 2020, there were immediately

·9 printed, then deleted from my mobile telephone,

10 along with her mobile telephone number, before she

11 left my office.· They were filed in her chart.

12· · · · · ·These photographs did not contain any

13 name, tattoos, or anything that identified them as

14 her pictures.· Even if her mobile phone had been

15 hacked, which is not easy to do, no one would have

16 known they were hers.· There was nothing to indicate

17 that those photographs were of her vulva.· They

18 could have been photographs of another woman.· They

19 could have also been easily downloaded from the

20 internet and added to her photo gallery.

21· · · · · ·I did not distribute the two photographs;

22 she was the one to distributed them.· She sent them

23 to the Board where they were duplicated.

24· · · · · ·They fail to establish that Patient A's

25 consultation was incomplete, inadequate, or
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·1 adversely impacted by the photographs that I took.

·2· · · · · ·As for the 12 photographs, they were taken

·3 the way I take regular photographs with the intent

·4 to keep the good ones and discard the bad ones.

·5· · · · · ·The photographs showing my finger in

·6 Patient A's rectum was to demonstrate to her the

·7 rectocele.

·8· · · · · ·The photos involving the plain pictures of

·9 her vulva was not just to demonstrate the vaginal

10 gape, but also to demonstrate the protruding tissue

11 that she complained about, which turned out to be

12 her hymenal tags.

13· · · · · ·As Dr. Goodman testified yesterday, some

14 surgeons take many photographs.· He takes just what

15 he needs.· I took many, and took from them what I

16 needed.

17· · · · · ·What was Dr. Rafael's opinion?· Whilst he

18 disagreed on whether or not the photographs were

19 safe on Patient A's mobile telephone, he did say:

20· · · · · ·"I wish to be fair.

21· · · · · ·Dr. Chambers has taken a course

22· · · · · ·from Dr. Red Alisod.· He's held

23· · · · · ·in esteem within the cosmetic

24· · · · · ·community, and in that course,

25· · · · · ·Dr. Alisod has papers and
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·1· · · · · ·recommendations to take photos."

·2· · · · · ·Count II, NRS 630.301, subsection 6,

·3 disruptive behavior.

·4· · · · · ·The complaint alleged that had I told

·5 Patient A that I attempted to fist her, allegedly

·6 constituting disruptive behavior.· Ms. Turner, the

·7 adult entertainer, testified because of her

·8 expertise in fisting.

·9· · · · · ·The purpose of her testimony was not to

10 add sensationalism to this case; it was to educate

11 all of us regarding what it takes to fist someone.

12 She discussed the amount of lubrication and time

13 needed to complete the act.

14· · · · · ·To refresh everyone's memory, according to

15 Wikipedia, fisting, or brachial vaginal or brachial

16 proctic insertion, is a sexual activity that

17 involves the slow insertion of a hand into a

18 well-lubricated vagina or rectum.

19· · · · · ·Knowing all of this information, it defies

20 logic that I would tell Patient A that I attempted

21 to fist her when my fingers were minimally

22 lubricated, with one packet of gel, with the

23 remainder of my size 8, gloved hand dry.· I did not

24 make this statement, nor did I do the act.

25· · · · · ·As Casey Carden, my former office manager
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·1 and chaperone during Patient A's consultation,

·2 recounted in her email message to me, "I didn't hear

·3 anything out of ordinary."

·4· · · · · ·Had I attempted to fist Patient A with a

·5 mostly dry glove, a normal reaction would be to

·6 scream.· I asked Patient A during cross-examination

·7 if she had screamed during the examination, and she

·8 said, "No."

·9· · · · · ·Patient A was questioned by Ms. Mooneyhan:

10· · · · · ·"QUESTION:· I'm sorry, Patient

11· · · · · ·A, but for clarification, when

12· · · · · ·Dr. Chambers said that he was

13· · · · · ·only able to get his hand this

14· · · · · ·far, you touched your hand at --

15· · · · · ·approximately where on his hand

16· · · · · ·was he pointing to?· Did it

17· · · · · ·include four fingers?

18· · · · · ·"ANSWER:· Above his knuckles and

19· · · · · ·below his wrist.

20· · · · · ·"QUESTION:· Between his knuckles

21· · · · · ·and wrist?

22· · · · · ·"ANSWER:· Yes."

23· · · · · ·This is contrary to what she had

24 previously stated.· On one hand, she said she didn't

25 know what she felt, and on the other hand, she's now
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·1 offering testimony that she felt my knuckles and I

·2 had inserted my hand past my knuckles.

·3· · · · · ·A review of that photograph with my two

·4 fingers and the one with the four fingers will show

·5 that there was no lubrication above my fingertip,

·6 which were in her introitus.· The entire glove

·7 beyond that was dry.· There was to indication of

·8 moisture from vaginal discharge nor artificial

·9 lubrication.

10· · · · · ·She falsely testified that I attempted to

11 fist her with a dry glove.· It never happened.

12· · · · · ·I performed a standard rectal examination

13 with one lubricated finger in her vagina and another

14 lubricated finger in her anus, while assessing her

15 for rectocele, which I demonstrated to her.

16· · · · · ·Rectocele is a herniation of the bowel

17 into the vagina.· A rectovaginal exam is supposed to

18 be a part of an annual GYN exam, but it has largely

19 been abandoned.· It is used to diagnose certain

20 pelvic floor conditions now.

21· · · · · ·NRS 630.301, subsection 6, provides that

22 disciplinary action may be initiated for disruptive

23 behavior "if the behavior interferes with patient

24 care or has an adverse impact on the quality of care

25 rendered to a patient."
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·1· · · · · ·What we have here is hearsay.· It does not

·2 make any sense that I would say that.

·3· · · · · ·In her testimony, Patient A stated during

·4 a visit with her regular OB-GYN, Dr. Michelle Lewis,

·5 six days later, she discussed that I had mentioned

·6 fisting during her consultation.

·7· · · · · ·Patient A testified that she tried to

·8 verify if fisting is a medical term with Dr. Lewis.

·9 Patient A stated:· "She said, 'No, I've never heard

10 that term before.'"

11· · · · · ·Yes, there's no corroborating testimony

12 nor affidavit from Dr. Lewis.· Patient A also

13 reportedly discussed the matter with her therapist,

14 yet again no proof.

15· · · · · ·What we do have is a consultation from

16 Dr. Richard Wasserman, who's a male urogynecologist

17 to whom I'd referred Patient A, who concurred with

18 my findings of pelvic organ prolapse.

19· · · · · ·Patient A told the police, when asked

20 during the testimony, that I assaulted her.· Yet she

21 still trusted me and my recommendation to go see

22 Dr. Richard Wasserman.

23· · · · · ·Therefore, it's my conclusion that the

24 fact alleged in Count II has not been proven.

25· · · · · ·Count III, NRS 630.306, subsection 1 (b)
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·1 1, engaging in conduct intended to deceive.

·2· · · · · ·The complaint alleged that I knowingly

·3 made statements to the Board designed to conceal

·4 that I had inserted four fingers into Patient A's

·5 vagina during my examination.

·6· · · · · ·When I appeared before the Investigative

·7 Committee well over a year after the consultation, I

·8 was asked if I had inserted four fingers into

·9 Patient A's vagina.

10· · · · · ·I responded by saying, "No," not because I

11 was willingly misleading the IC, but because I

12 genuinely could not recall doing so.

13· · · · · ·Also, when I made the entry into Patient

14 A's medical record, I was looking at the two

15 photographs, one which showed two fingers separating

16 Patient A's vaginal introitus or opening, and the

17 other did not.

18· · · · · ·It was not until the discovery phase of

19 this case that I saw and authenticated the

20 photograph showing my four fingers in Patient A's

21 vaginal introitus that I recall doing so.

22· · · · · ·The complaint alleged that I did not

23 document in the medical record, nor inform the IC

24 during its investigation, and failed to otherwise

25 document that I had inserted four fingers in Patient
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·1 A's vagina.

·2· · · · · ·The complaint does not allege that the

·3 insertion of four fingers constitutes fisting or

·4 attempted fisting or that using four fingers to

·5 measure the vaginal introitus would be inappropriate

·6 or clinically significant for documentation

·7 purposes.

·8· · · · · ·What did the Board's expert witness think?

·9 Dr. Rafael said:

10· · · · · ·"So, this exam, in my opinion,

11· · · · · ·is a perfectly normal exam.· You

12· · · · · ·put four fingers into the

13· · · · · ·posterior floor and push down

14· · · · · ·because he's trying to evaluate

15· · · · · ·the size of the introitus.· And

16· · · · · ·a lot of her complaints are in

17· · · · · ·this area."

18· · · · · ·So I don't see anything abnormal with this

19 exam, thus the complaint and the testimonies fail to

20 show that I intended to deceive the Board or that I

21 was up to something nefarious by describing using

22 two instead of two to four fingers during my

23 assessment.

24· · · · · ·Count IV, NRS 630.3062, subsection 1 (a),

25 failure to maintain accurate medical records.
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·1· · · · · ·Both Dr. Goodman and Dr. Rafael

·2 complimented me on the thoroughness of my

·3 consultation note on Patient A.

·4· · · · · ·Dr. Rafael testified that he saw nothing

·5 wrong with me documenting that I sized or measured

·6 Patient A's vaginal opening with two fingers, but

·7 did not document four fingers.

·8· · · · · ·Dr. Rafael went on to say that he believes

·9 that I simply forgot to chart it.· In fact, the

10 following dialogue took place between Dr. Rafael and

11 Mr. White:

12· · · · · ·"QUESTION:· How many fingers is

13· · · · · ·he using there?

14· · · · · ·"ANSWER:· There are four fingers

15· · · · · ·in the vagina.

16· · · · · ·"QUESTION:· Would you have

17· · · · · ·documented that you used four

18· · · · · ·fingers?

19· · · · · ·"ANSWER:· No, I would not have.

20· · · · · ·"QUESTION:· You would not have?

21· · · · · ·"ANSWER:· I would not have.

22· · · · · ·"QUESTION:· You would have

23· · · · · ·documented you only used two

24· · · · · ·fingers?

25· · · · · ·"ANSWER:· I wouldn't document

http://www.litigationservices.com


Page 102
·1· · · · · ·how many fingers."

·2· · · · · ·An attempt was made during redirect

·3 questioning of Patient B by Ms. Mooneyhan, who once

·4 again questioned my medical record documentation.

·5· · · · · ·On cross-examination by me, Patient B

·6 acknowledged a statement that she had privately

·7 read.· She was asked by Ms. Mooneyhan if she had

·8 seen the note on the date of the visit, April 27,

·9 2015, she said, "No."

10· · · · · ·The assertion here was that I falsified

11 the note.· My note was accurate.

12· · · · · ·It is not customary practice for

13 physicians to share written notes on the same date

14 of a visit with patients.

15· · · · · ·Now, if they ask to see their note,

16 there's a simple process to achieve said goal.· As

17 part of the 21st Century Cures Act, effective

18 April 5, 2021, it was nationally mandated that

19 patients be granted access to all information in

20 their records if requested.

21· · · · · ·The law did not exist in 2015, but most

22 importantly, Patient B did not request to see said

23 note.

24· · · · · ·In short, I tried to be thorough, made an

25 error, and it landed me a charge.
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·1· · · · · ·However, the allegations in Count IV have

·2 not been proven; therefore, they do not form

·3 sufficient basis for discipline.

·4· · · · · ·Count V and VI, NRS 630.301, subsection 7,

·5 engaging in conduct that violates the trust of a

·6 patient and exploits the relationship with the

·7 patient or financial or other personal gain.

·8· · · · · ·The complaint alleging that I expressed to

·9 Patients B and C, in the midst of a medical

10 encounter, that I would paid her or them and other

11 patients $1,000 to pose for nude photographs to use

12 in my marketing materials.

13· · · · · ·The complaint and testimonies failed to

14 assert how my expressing a general offer for a

15 compensated modeling job violated the trust of

16 Patient B and/or C, or exploited our doctor-patient

17 relationships.

18· · · · · ·There were no representations made that

19 the photographs would be for the purposes of medical

20 examination or treatment, or that Patient B's or C's

21 treatment will be contingent upon their acceptance

22 of the offer.

23· · · · · ·The complaint alleged that had I informed

24 them at the outset that the photography would be

25 nude, thereby avoiding any misunderstanding or
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·1 misrepresentation as to the nature of the modeling

·2 offer.

·3· · · · · ·The complaint alleged that I offered

·4 financial compensation in exchange for modeling.

·5 This contraindicates the exploitation charge.

·6· · · · · ·The photographs were to be used in

·7 marketing materials, highlighting my cosmetic GYN

·8 surgical services, which would necessarily generate

·9 additional costs for me without any guarantee of

10 return on my investment, thus negating any financial

11 or other gain.· More than that, neither Patient B

12 nor Patient C posed for any photographs.

13· · · · · ·The facts alleged by the complaint do not

14 support the charges that I violated the patient's

15 trust or exploited the therapeutic relationship, let

16 alone both, as required under the statute.

17· · · · · ·Mr. White stated yesterday that my actions

18 violated the Code of Medical Ethics.· I have the

19 AMA, American Medical Association, Code of Medical

20 Ethics book, and I cannot find anywhere in that book

21 where my actions were unethical.

22· · · · · ·Count VII, NRS 630.306, subsection 1 (g),

23 continual failure to practice medicine properly.

24· · · · · ·The count alleged that by engaging in

25 sexual misconduct with Patient A, B, and C, I have

http://www.litigationservices.com


Page 105
·1 continually failed to exercise the skill and

·2 diligence and a use a method ordinarily exercised

·3 under the same circumstances by physicians in good

·4 standing practicing in the field of obstetrics and

·5 gynecology.

·6· · · · · ·NRS 630.306, subsection 1 (g), provides

·7 that continual failure to exercise a skill or

·8 diligence of the use or use the methods ordinarily

·9 excised under the same circumstances by physicians

10 in good standing practicing in the same speciality

11 or field.

12· · · · · ·The statute calls for a comparison with

13 the skill, diligence, and methods under the same

14 circumstances by physicians practicing in the same

15 speciality or field.

16· · · · · ·However, the complaint charges or charged

17 me in comparison with the field of obstetrics and

18 gynecology.· As each of the charges in the complaint

19 related to my practice as a cosmetic GYN surgeon,

20 the comparison with general obstetrics and

21 gynecology standards is inconsistent with the

22 statute.

23· · · · · ·Only by comparison with the skill,

24 diligence, and methods of other cosmetic GYN

25 surgeons under the same circumstances could my
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·1 practice be judged.· General obstetrics and

·2 gynecologist standards do not address, for example,

·3 utilization of photography for patient education,

·4 before and after documentation, and advertisement

·5 for cosmetic GYN procedures.

·6· · · · · ·The complaint's support for this charge

·7 that I allegedly repeatedly engaged in sexual

·8 misconduct is wholly unjustified.

·9· · · · · ·Although neither NRS nor NAC chapter 630

10 define sexual misconduct, an article published in

11 the Board's newsletter in December 2016,

12 characterize physician sexual misconduct as

13 malpractice and/or criminal conduct.

14· · · · · ·At no point does the complaint accuse me

15 of engaging in sexual misconduct with any of the

16 patients.

17· · · · · ·Count VIII, NRS 630.301, subsection 9,

18 disreputable conduct.

19· · · · · ·This count provides that engaging in the

20 conduct that brings the medical profession into

21 disrepute is grounds for initiating disciplinary

22 action.

23· · · · · ·While sexual misconduct was not in the

24 compliant, sexual impropriety became the theme for

25 this case.
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·1· · · · · ·Firstly, as stated by Dr. Rafael during

·2 his testimony, we're taught during medical school to

·3 use lay words, layman's terms, and language to help

·4 the patient to understand us without any ambiguity.

·5· · · · · ·I use plan language when I speak with my

·6 patients.· At the bedside, I do not use vulgarities.

·7· · · · · ·Much has been said about what I have

·8 allegedly said, but I did not use the words

·9 attributed to me.· They were fabricated hearsay.

10· · · · · ·Dr. Rafael mentioned that I told Patient B

11 that her vagina was loosey-goosey.· There's no labor

12 nurse, including the ones who cannot stand my guts,

13 who do not like me, would testify under oath that I

14 would ever say that to a patient.

15· · · · · ·During Patient B's obstetrical laceration

16 repair, there was a labor nurse and a surgical scrub

17 tech present.· They would have heard me.

18· · · · · ·Patient B's testimony was unreliable

19 because she came in with an agenda, would not answer

20 my questions, to be hostile, to insult, and finally

21 on the way out of the hearing room, she flipped me

22 the middle finger in front of every person present

23 in the Vegas hearing room, including the media.

24· · · · · ·I understand that people in general get

25 uncomfortable when there's a sexual discussion.
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·1 They're curious, but uncomfortable, nonetheless.

·2· · · · · ·I had a discussion with Patient A, not to

·3 insult her, but to give her answers to the questions

·4 that she posed on Exhibit 3, pages NSBME 0023 and

·5 0024.

·6· · · · · ·I was trying to help her understand why

·7 she felt the way she did.· I now realize that whilst

·8 Patient A opened the door to feel out issues

·9 regarding her sexual health and pelvic floor

10 dysfunction, she was not ready for the conversation.

11 For that, I apologize, and I do empathize with her

12 embarrassment.

13· · · · · ·As far as there not being a chaperone in

14 the exam room, it is my continued assertion that I

15 did have a chaperone, because Casey was outside an

16 opened door.

17· · · · · ·Patient B and C, as well as Ms. Casey

18 Carden testified that had they had chaperones during

19 their pelvic examinations.

20· · · · · ·And, yes, Ms. Ghusn, you had a question of

21 Ms. Carden yesterday that she could not answer.

22 During her last appointment with me in 2022, she did

23 have a chaperone present.

24· · · · · ·I did what I thought was the right thing

25 to do during on the onset of COVID and the immunity
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·1 by vaccination on natural infection.· The Centers

·2 for Disease Control was changing its recommendation

·3 on a daily basis, and I had to decide what was the

·4 best COVID policy to implement in my office, as

·5 there were no real solid guidance.

·6· · · · · ·Dr. Rafael testified that my chaperone

·7 should have been six feet away.· But six feet away

·8 puts my chaperone outside the exam room door.· The

·9 door was opened to the exam room.· I know, like

10 everyone, that it was not the most ideal, but it was

11 what I thought was the best and safest thing to do

12 at the time to protect everyone from COVID.

13· · · · · ·I'm familiar with the ACOG recommendation

14 for chaperones because it is my custom to have one

15 present as confirmed by three of your witnesses.

16 But I made the necessary adjustments during COVID.

17· · · · · ·Dr. Rafael even admitted that there have

18 been extenuating circumstances during which he has

19 examined patients alone.· I have someone outside an

20 open door; he examines them in a room with a closed

21 door, alone.

22· · · · · ·It doesn't matter if one documents a

23 patient declined a chaperone or that the chaperone

24 is outside the door, if a patient intends to

25 complaint about a doctor, she's going to do it.
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·1· · · · · ·Not having a chaperone inside the room

·2 makes Dr. Rafael and I vulnerable to the accusations

·3 as I have been accused.

·4· · · · · ·Dr. Rafael testified in that my marketing

·5 material bring disrepute onto the medical community.

·6· · · · · ·My marketing material found in the

·7 patient's lavatory, in the consultation room, as

·8 well as in the adult entertainment industry

·9 publications were truthful and not deceptive or

10 misleading.

11· · · · · ·It did not violate NRS 629.076, which

12 delineates the standards for physician

13 advertisement.

14· · · · · ·My marketing material was decent, they

15 were artful, and consistent with those of my plastic

16 surgery colleagues.

17· · · · · ·I've hired many of my patients to work for

18 me over the years.· Therefore, I did not see

19 anything wrong with hiring them to model for my

20 marketing material.

21· · · · · ·I will admit my naivete in this matter.

22 Dr. Goodman testified whilst it is not his style,

23 personally, to pay patients to model for his

24 marketing material, it is his opinion that it is not

25 outside the standard of practice to do so.
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·1· · · · · ·I chose to do a subtle recruitment so I

·2 could include my ad in a magazine targeting women

·3 who have been largely forgotten or avoided because

·4 of the nature of their work.

·5· · · · · ·It probably was not my wisest decision,

·6 and I would reassess going forward whether or not I

·7 would do it again.

·8· · · · · ·Finally, I would be failing in my own

·9 defense if I did not mention that it is strange that

10 Patient B and C, not knowing each other, filed their

11 complaints in February, 2022, when they were seen

12 and evaluated years apart.

13· · · · · ·But Patient C has denied any contact

14 amongst the three patients, and I do not believe

15 that to be the case.

16· · · · · ·The most astounding thing to have

17 witnessed during this case was a significant degree

18 of selective amnesia in women in their 30s, as it

19 relates to the passage of time, yet the same

20 courtesy was not afforded to me, not remembering,

21 without being shown the photograph that I had

22 examined Patient A with four fingers.

23· · · · · ·They all could recall with great details

24 what I had allegedly said to them, but anything that

25 favored my cause was forgotten.
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·1· · · · · ·At least Ms. Carden recalled that the

·2 reason for Patient A's visit was for a vaginal

·3 rejuvenation consultation, despite the repeated

·4 claim that it was for perineal pain.

·5· · · · · ·For two decades I have dotted all my Is,

·6 and crossed all Ts.· I've been very careful because

·7 I'm a male OB-GYN.· More than that, I'm a black,

·8 male OB-GYN.· I recognized early in my career that

·9 we do not get to make mistakes the same as our

10 counterparts, so I have been very careful.

11· · · · · ·My work has been sexualized and sullied,

12 but not by me.

13· · · · · ·It takes courage to add sexual health

14 medicine that one's medical practice.· Courage

15 because everyone fears ending up in a situation like

16 this.· Courage because people are afraid to have the

17 discussion, yet they want the knowledge.· Courage

18 because one can be dubbed a pervert for taking on

19 this cause.

20· · · · · ·I am one of those brave physicians who

21 sought out post-residency training in sexual health

22 medicine.· I did it to help my patients.

23· · · · · ·But my name has been besmirched.· My

24 professional reputation has been stained.· My life

25 was turned upside down.
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·1· · · · · ·I'm reminded of a quote by the comedian

·2 Dave Chappelle:· "Nothing feels better to a coward

·3 than to watch a brave guy fall."

·4· · · · · ·With that said, I've been tried and

·5 convicted in the local media, because anything

·6 sexual sells, by one reporter in particular who has

·7 recklessly and irresponsibly gone out of her way to

·8 try and cancel me, but thank God the police and the

·9 district attorney did their due diligence.

10· · · · · ·I ask you, Ms. Ghusn, to please look

11 carefully at the evidence presented during this

12 hearing as you deliberate.· You will see that my

13 work and my behavior are being judged as a

14 traditional OB-GYN and not as a cosmetic GYN surgeon

15 as well as a sexual health clinician, due to the

16 lack of understanding of these two specialties.

17· · · · · ·Yesterday Dr. Goodman eloquently explained

18 the differences between traditional OB-GYN and

19 cosmetic GYN surgery.· He talked about the

20 challenges between the two specialties.· One is

21 established, and the other evolving and trying to

22 gain acceptance by the other.· He talked about his

23 course and whether or not I'm qualified to do this

24 work.

25· · · · · ·After you have gathered all the
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·1 information, you'll see, as I've stated in the

·2 beginning of this case, that I'm innocent of these

·3 charges.

·4· · · · · ·I thank you for your time.

·5· · · · · ·HEARING OFFICER GHUSN:· Thank you,

·6 Dr. Chambers.

·7· · · · · ·We are at 12:20.· Mr. White, are you good

·8 to go or would you like five minutes?

·9· · · · · ·MR. WHITE:· I'm good to go.· Everybody

10 else okay?

11· · · · · ·HEARING OFFICER GHUSN:· Ms. Court

12 Reporter.· Are you good to go?

13· · · · · ·THE REPORTER:· I am.· Thank you.

14· · · · · ·HEARING OFFICER GHUSN:· Okay.· Thanks.

15· · · · · ·MR. WHITE:· Thank you.

16 BY MR. WHITE:

17· · · · · ·More dodging, more deflecting, and more

18 deceiving is what we just heard.

19· · · · · ·You heard him talk about his own expert,

20 Dr. Goodman, and how important it was, and he even

21 ended off with that.· He talked about how

22 Dr. Goodman, his opinion of Dr. Chambers was that he

23 was well educated because he attended his,

24 Dr. Goodman's, two- to three-day course on sexual

25 health.
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·1· · · · · ·However, he also testified yesterday, and

·2 Dr. Chambers just failed to mention this, that it is

·3 also very important and he wishes -- Dr. Goodman

·4 said he wishes a lot of his attendees would continue

·5 education.

·6· · · · · ·And Dr. Chambers has not been to a

·7 continued education on sexual health or anything

·8 outside of that, his normal role as an OB-GYN, since

·9 2014.

10· · · · · ·And you did hear Dr. Goodman say, yes,

11 he -- about three of his former attendees have done

12 it, and it's important to do.· He's done it.· He's

13 been to lots of classes, continues his education,

14 continues trying to better his skill.· And

15 Dr. Chambers has not done that.

16· · · · · ·You also heard that Dr. Goodman takes

17 pictures, but only the necessary ones -- and I think

18 Dr. Chambers did mention this -- but only the

19 necessary ones, and he does not just get verbal

20 consent, he gets written consent, formal written

21 consent.

22· · · · · ·I'd like Hearing Officer Ghusn to please

23 take into account that Dr. Chambers referred

24 numerous times, but just for a couple of examples,

25 to things that are not in evidence.
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·1· · · · · ·For example, a Wikipedia fisting

·2 definition, which we don't have.· And also whether

·3 the glove was dry or not, that wasn't really talked

·4 about too much in the -- or at all, really, in the

·5 photo of the four fingers in Patient A's vaginal

·6 area.

·7· · · · · ·Dr. Chambers also, during his closing,

·8 tries to make a little, hey, that Patient A acted

·9 differently at her visit, as opposed to her

10 testimony at this hearing.

11· · · · · ·But she also made a point -- and she

12 addressed this in her testimony, she also made a

13 point to address this traumatic experience with her

14 therapist, and she didn't do that until after the

15 visit with Dr. Chambers when she realized that

16 Dr. Chambers traumatize her throughout that visit.

17· · · · · ·He also continues his dodging, deflection,

18 deceiving by really just blaming patients, former

19 patients of lying.· That's what he does, and that's

20 what he did during his closing arguments, blame

21 Patient A for having different testimony than what

22 the visit appeared to be, and then he blames Patient

23 C and Casey Carden of just all of a sudden

24 fabricating hearsay, I think is what he said, which

25 that's a legal definition that doesn't belong in a
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·1 closing argument anyway.

·2· · · · · ·And so that continues with him.· That's

·3 what he's done since the outset of this case, and it

·4 makes sense that he would change -- or not keep

·5 accurate records, like he did with writing down that

·6 he only inserted two fingers when he actually

·7 inserted four.· There's a picture of it.

·8· · · · · ·He also said that there was selective

·9 amnesia when he talked about some of his former

10 patients what were witnesses for the Board, for the

11 IC, and I don't think there's any proof that

12 Dr. Chambers is educated in diagnosing amnesia.

13· · · · · ·Again, it's just more -- like we stating

14 from the beginning in our opening and in the closing

15 argument, he just deceives and dodges the truth, and

16 does it on the fly, and I would like you to take

17 that into account.

18· · · · · ·And especially take into account,

19 Ms. Ghusn, when you're writing your recommendations

20 that he did refer to -- again, I'll repeat that he

21 did refer to many things that are not in evidence.

22· · · · · ·Thank you.

23· · · · · ·HEARING OFFICER GHUSN:· And thank you all.

24 Here we are.· Finally.· It's been quite a road,

25 north and south.
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·1· · · · · ·A couple of statements in general:

·2· · · · · ·I would like to thank those observing and

·3 the media for treating this matter with respect and

·4 dignity because I know on Zoom like this that it's

·5 at your discretion whether you mute or unmute, and

·6 everybody was great.· And I'm happy that those of

·7 you who are observing, whether private individuals

·8 or the media, had the opportunity to do so.· I think

·9 it's not only required, but I think it's important.

10· · · · · ·I have 60 days in which to render my

11 recommendations.· I believe from today's date, not

12 from the date of receiving a transcript; correct,

13 Mr. White?

14· · · · · ·MR. WHITE:· Yes, that's correct.

15· · · · · ·HEARING OFFICER GHUSN:· Okay.· Sixty days

16 is August 1st.

17· · · · · ·I have a couple of matters I need to

18 write, decisions and recommendations, that are in

19 line before this one.· I hope to complete this --

20 this before August 1st, but I know that will be the

21 date to look for.

22· · · · · ·I also want commend counsel, witnesses,

23 and Dr. Chambers for comporting yourselves in a

24 manner worthy of a hearing, and especially this

25 hearing.
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·1· · · · · ·I am impressed with everybody.· You were

·2 all helpful, because the task is before me, and I

·3 thank you for your indulgence when I asked for some

·4 information or questions because I know I can't go

·5 back.

·6· · · · · ·Dr. Chambers, thank you.

·7· · · · · ·Mr. White Ms. Mooneyhan, thank you.  I

·8 know there was some travel involved as well.

·9· · · · · ·Which I'll also comment, technology, I

10 think we were lucky.· I think it worked great, and I

11 just wanted to bring that to everyone's attention

12 that it worked wonderfully, even without being north

13 and south.

14· · · · · ·So to the IT folks there at the Board

15 offices, thank you.

16· · · · · ·And to administrative assistants, thank

17 you.· I know we'll be in touch.

18· · · · · ·Court reporters, thank you for staying on

19 top of it if we start talking over each other or

20 getting muddled or we should get a break.· And

21 cookies, of course.· Thank you.

22· · · · · ·With that, thank you for the privilege.

23· · · · · ·Dr. Chambers and Mr. White, do you have

24 anything before we sign off here?

25· · · · · ·DR. CHAMBERS:· I have nothing.· Thank you
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·1 very much for the guidance you gave me.

·2· · · · · ·HEARING OFFICER GHUSN:· And I wish you the

·3 best.

·4· · · · · ·DR. CHAMBERS:· Thank you very much.

·5· · · · · ·HEARING OFFICER GHUSN:· And I know I'm in

·6 touch other matters with the Board, but, again,

·7 thank you, counsel for the IC.

·8· · · · · ·Mr. White, anything?

·9· · · · · ·MR. WHITE:· No.· Thank you, Ms. Ghusn.

10· · · · · ·HEARING OFFICER GHUSN:· Okay.· All right.

11 Well, everyone have a good rest of your day and

12 weekend.

13· · · · · ·And you will hear from me, hopefully, well

14 before August 1st, but by August 1st for sure.

15· · · · · ·Thank you again, and good luck.

16· · · · · ·(Hearing ended at 12:29 P.M.)
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·1 STATE OF NEVADA· · ·)
· · · · · · · · · · · ·)· ss.
·2 COUNTY OF WASHOE· · )

·3

·4· · · · · ·I, BRANDI ANN VIANNEY SMITH, do hereby

·5 certify:

·6· · · · · ·That I was present on June 2, 2023, at the

·7 Nevada State Board of Medical Examiners, via Zoom,

·8 Reno, Nevada, and took stenotype notes of the

·9 proceedings entitled herein, and thereafter

10 transcribed the same into typewriting as herein

11 appears.

12· · · · · ·That the foregoing transcript is a full,

13 true, and correct transcription of my stenotype notes

14 of said proceedings consisting of 121 pages.

15· · · · · ·DATED:· At Reno, Nevada, this 12th day of

16 June, 2023.

17

18

19
· · · · · · · · · · · · · · ___________________________
20· · · · · · · · · · · · · BRANDI ANN VIANNEY SMITH
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·1· · · HEALTH INFORMATION PRIVACY & SECURITY: CAUTIONARY NOTICE

·2· Litigation Services is committed to compliance with applicable federal

·3· and state laws and regulations (“Privacy Laws”) governing the

·4· protection andsecurity of patient health information.Notice is

·5· herebygiven to all parties that transcripts of depositions and legal

·6· proceedings, and transcript exhibits, may contain patient health

·7· information that is protected from unauthorized access, use and

·8· disclosure by Privacy Laws. Litigation Services requires that access,

·9· maintenance, use, and disclosure (including but not limited to

10· electronic database maintenance and access, storage, distribution/

11· dissemination and communication) of transcripts/exhibits containing

12· patient information be performed in compliance with Privacy Laws.

13· No transcript or exhibit containing protected patient health

14· information may be further disclosed except as permitted by Privacy

15· Laws. Litigation Services expects that all parties, parties’

16· attorneys, and their HIPAA Business Associates and Subcontractors will

17· make every reasonable effort to protect and secure patient health

18· information, and to comply with applicable Privacy Law mandates,

19· including but not limited to restrictions on access, storage, use, and

20· disclosure (sharing) of transcripts and transcript exhibits, and

21· applying “minimum necessary” standards where appropriate. It is

22 recommended that your office review its policies regarding sharing of

23 transcripts and exhibits - including access, storage, use, and

24· disclosure - for compliance with Privacy Laws.

25· · · · © All Rights Reserved. Litigation Services (rev. 6/1/2019)
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ACOG COMMITTEE OPINION
Number 796 (Replaces Committee Opinion No. 373, August 2007)

Committee on Ethics
This Committee Opinion was developed by the American College of Obstetrician and Gynecologists’ Committee on Ethics in collaboration with
committee member David I. Shalowitz, MD, MSHP.

Sexual Misconduct

ABSTRACT: The practice of obstetrics and gynecology includes interaction in times of intense emotion and
vulnerability for patients and involves sensitive physical examinations and medically necessary disclosure of
private information about symptoms and experiences. The patient–physician relationship is damaged when there
is either confusion regarding professional roles and behavior or clear lack of integrity that allows sexual exploitation
and harm. Sexual misconduct by physicians is an abuse of professional power and a violation of patient trust.
Although sexual misconduct is uncommon in clinical care, even one episode is unacceptable. Routine use of
chaperones, in addition to the other best practices outlined in this Committee Opinion, will help assure patients
and the public that obstetrician–gynecologists are maximizing efforts to create a safe environment for all patients.

Recommendations and Conclusions
On the basis of the principles outlined in this Committee
Opinion, the American College of Obstetricians and
Gynecologists (ACOG) makes the following recommen-
dations and conclusions:

c Sexual misconduct by an obstetrician–gynecologist is
an abuse of power and a violation of patients’ trust.
Sexual or romantic interaction between an
obstetrician–gynecologist and a current patient is
always unethical, is grounds for investigation and
sanction, and in some cases should be considered for
criminal prosecution.

c It is unethical for obstetrician–gynecologists to mis-
use the trust, knowledge, or influence from a pro-
fessional relationship in pursuing a sexual or
romantic relationship with a former patient.

c Physical examinations should be explained appro-
priately, undertaken only with the patient’s consent,
and performed with the minimum amount of phys-
ical contact required to obtain data for diagnosis and
treatment. Draping should be used to minimize pa-
tients’ exposure during examinations. Patients should
be offered the opportunity to ask questions or raise
concerns about any element of the examination.

c It is recommended that a chaperone be present for all
breast, genital, and rectal examinations. The need for

a chaperone is irrespective of the sex or gender of the
person performing the examination and applies to
examinations performed in the outpatient and
inpatient settings, including labor and delivery, as
well as during diagnostic studies such as transvaginal
ultrasonography and urodynamic testing.

c Obstetrician–gynecologists are obligated ethically
and professionally to report sexual misconduct or
suspected sexual misconduct by any health care
professional to appropriate authorities, such as su-
pervisors, department chairs or other institutional
officials, peer review organizations, and professional
licensing boards. Law enforcement should be
involved in cases of sexual or physical assault.

c Institutions should have clear guidelines that allow
clinical staff to report sexual misconduct or suspected
sexual misconduct without concern for retaliation.
Patients, family members, and loved ones should
have the opportunity to express concerns about in-
teractions with clinical staff without fear of adversely
affecting clinical care.

c Medical students and trainees in obstetrics and
gynecology should be educated about the inherent
power imbalance in the patient–physician relation-
ship, avoidance of sexually offensive or denigrating
language, risk factors for sexual misconduct, and
procedures for reporting suspected misconduct.
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Introduction
The practice of obstetrics and gynecology includes
interaction in times of intense emotion and vulnerability
for patients and involves sensitive physical examinations
and medically necessary disclosure of private informa-
tion about symptoms and experiences. The relationship
between obstetrician–gynecologists and their patients
therefore requires a high level of trust and professional
responsibility. The patient–physician relationship is
damaged when there is either confusion regarding pro-
fessional roles and behavior or clear lack of integrity that
allows sexual exploitation and harm. Sexual misconduct
by an obstetrician–gynecologist is an abuse of power and
a violation of patients’ trust (1).

Although sexual misconduct is uncommon in
clinical care, even one episode is unacceptable. The
ethical prohibition of sexual misconduct is forceful,
and its application in medical practice is essential (2).
This Committee Opinion has been revised to incor-
porate current data on the prevalence of physician
sexual misconduct, to delineate ACOG’s expectations
for obstetrician–gynecologists’ interactions with their
patients to ensure that all patients are cared for safely
and professionally (2), and to provide clinical best
practice recommendations to support obstetrician–
gynecologists’ mission to provide the highest quality
health care to their patients.

Background
Definition
The Federation of State Medical Boards categorizes the
range of behaviors that constitute sexual misconduct into
“sexual impropriety” (behavior, gestures, or expressions
that are seductive, sexually suggestive, disrespectful of
patient privacy, or sexually demeaning to a patient) and
“sexual violation” (physical sexual contact between a physi-
cian and patient, whether or not initiated or consented to
by the patient, and engaging in any conduct with a patient
that is sexual or may be reasonably interpreted as sexual)
(Box 1) (3). Examination of the breast or genitals without
appropriate consent from a patient or surrogate decision
maker qualifies as sexual misconduct under both of these
categories. Sexual misconduct may be grounds for disci-
plinary action, and sexual misconduct that falls under the
category of sexual violation also may meet the criteria for
criminal prosecution (eg, sexual assault). The U.S. Depart-
ment of Justice defines sexual assault as “any nonconsen-
sual sexual act proscribed by Federal, tribal, or State law,
including when the victim lacks capacity to consent” (4).
Sexual assault encompasses a continuum of sexual activity
that ranges from sexual coercion to contact abuse
(unwanted kissing, touching, or fondling) to rape (5, 6).

Scope of the Problem
It is difficult to estimate accurately the incidence of
sexual misconduct. Available data rely heavily on
patient reporting, and it is estimated that less than

10% of patients subjected to sexual misconduct report
their experience (7). One prominent report by The
Atlanta Journal-Constitution identified 3,100 individ-
ual physicians named in sexual misconduct reports
brought to state medical boards between 1999 and
2016. The Atlanta Journal-Constitution identified an addi-
tional 450 physicians from allegations during 2016 and
2017 (8). Additionally, between 2003 and 2013, 1,039
physicians had at least one sexual misconduct-related
report filed with the National Practitioner Data Bank by
hospitals, state medical boards, or other eligible entities
(9). A review of cases brought to the American Medical
Association (AMA) Council on Ethical and Judicial Af-
fairs between 2004 and 2008 found that 32 of 298 cases
were related to possible sexual misconduct (10). However,
this number may be an underestimate because sanctions
related to sexual misconduct may not be identified as such
(11).

Limited data suggest that the greatest number of
reported allegations of sexual misconduct involves
physicians who practice family medicine, psychiatry,
internal medicine, and obstetrics and gynecology (12,
13). An analysis of 101 cases of sexual abuse of pa-
tients by physicians revealed a strong, consistent asso-
ciation with male physician gender (100% of cases),
age more than 39 years (92%), lack of board certifica-
tion (72% of cases involving “nonconsensual sex”),
consistent examination of patients without a chaper-
one (85%), and practice in nonacademic medical set-
tings (94%) (14).

Sexual misconduct by clinicians during labor and
delivery may be more prevalent than previously thought.
A large survey of U.S. and Canadian obstetric support
personnel raised concern that clinicians may at times use
sexually degrading language with laboring women or
perform genital examinations or procedures without
appropriate consent or despite the patient’s refusal
(15). Again, although sexual misconduct during obstetric
care likely is uncommon, the experience of sexual viola-
tion during childbirth may be associated with long-
lasting consequences for patients’ mental health. Inti-
mate examinations and procedures performed without
consent or under circumstances perceived by the patient
to be coercive are associated with psychological trauma
during childbirth (16, 17). Likewise, patients may find
being physically exposed to more personnel than neces-
sary for their clinical care during childbirth to be a dehu-
manizing and traumatic experience (16). Patients who
experience childbirth as a traumatic event are at high
risk of developing depression and posttraumatic stress
disorder in the postpartum period (18). Although the
interpretation and generalizability of these data are lim-
ited by the studies’ methods, patients’ vulnerability to
perceived sexual violation during childbirth deserves spe-
cial consideration, especially given the sometimes inten-
sive and acute nature of intrapartum care.
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Ethical and Professional Guidelines
Romantic or Sexual Relationships With
Current Patients
Sexual or romantic interaction between an obstetrician–
gynecologist and a current patient is always unethical, is
grounds for investigation and sanction, and in some
cases should be considered for criminal prosecution.
Such interactions may exploit patients’ vulnerability,
compromise physicians’ ability to make objective judg-
ments about patients’ health care, and ultimately be
detrimental to patients’ long-term health (19, 20). Fur-
thermore, an uncomfortable or traumatic experience in
a physician’s office may become a major barrier to seek-
ing needed health care in the future.

Sexual or romantic behavior by a physician toward
a current patient constitutes misconduct regardless of
whether a patient appears to initiate or consent to such
behavior. Physicians’ professional codes of ethics have
historically precluded the initiation of romantic or sexual
contact with a patient because such a relationship is likely
to compromise the physician’s objectivity regarding treat-
ment decision making and may exploit a power differen-
tial for personal gain (1, 21). The inherent imbalance of
power in the patient–physician relationship makes coer-
cion or its appearance more likely; for example, there may
be an explicit or implicit suggestion that continued care is
contingent on the patient’s willingness to accept sexual
contact. Additionally, obstetrician–gynecologists should
be aware of the possibility that a patient’s apparent desire
for a romantic or sexual relationship with a treating

Box 1. Examples of Physician Sexual
Misconduct From the Federation of State

Medical Boards

Sexual Impropriety
Sexual impropriety may comprise behavior, gestures, or
expressions that are seductive, sexually suggestive,
disrespectful of patient privacy, or sexually demeaning
to a patient that may include, but are not limited to, the
following:

c Neglecting to employ disrobing or draping practices
respecting the patient’s privacy, or deliberately
watching a patient dress or undress

c Performing an intimate examination or consultation
without clinical justification or appropriate consent

c Subjecting a patient to an intimate examination in the
presence of medical students or other parties without
the patient’s informed consent or in the event such
informed consent has been withdrawn

c Examination or touching of genital mucosal areas
without the use of gloves

c Inappropriate comments about or to the patient,
including but not limited to, making sexual comments
about a patient’s body or underclothing, making sex-
ualized or sexually demeaning comments to a patient,
criticizing the patient’s sexual orientation, making
nonclinically relevant comments about potential sex-
ual performance during an examination

c Using the patient–physician relationship to solicit
a date or romantic relationship

c Initiation by the physician of conversation regarding
the sexual problems, preferences, or fantasies of the
physician

c Requesting details of sexual history or sexual likes or
dislikes when not clinically indicated for the type of
examination or consultation

Sexual Violation
Sexual violation may include physical sexual contact
between a physician and patient, whether or not
initiated by the patient, and engaging in any conduct
with a patient that is sexual or may be reasonably
interpreted as sexual, including but not limited to the
following:

c Sexual intercourse, genital-to-genital contact
c Oral-to-genital contact
c Oral-to-anal contact, genital-to-anal contact
c Kissing in a romantic or sexual manner
c Touching breasts, genitals, or any sexualized body
part for any purpose other than appropriate exami-
nation or treatment, or when the patient has refused
or has withdrawn consent

c Encouraging the patient to masturbate in the pres-
ence of the physician*

Box 1. Examples of Physician Sexual
Misconduct From the Federation of State

Medical Boards (continued )

c Masturbation by the physician while the patient is
present

c Offering to provide practice-related services, such as
drugs, in exchange for sexual favors

*ACOG recognizes the value of physician-guided sexual health
counseling in the proper clinical context by an appropriately
trained provider.

Modified from Federation of State Medical Boards. Federation
of State Medical Boards. Addressing sexual boundaries:
guidelines for state medical boards. Adopted as policy by the
House of Delegates of the Federation of State Medical Boards.
May 2006. Euless (TX): FSMB; 2006. Available at: https://www.
fsmb.org/siteassets/advocacy/policies/grpol_sexual-bound-
aries.pdf.
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physician may be a manifestation of a transference reac-
tion related to gratitude for clinical care (22, 23). For these
reasons, a patient’s apparent consent to enter into
a romantic or sexual relationship with a treating physician
does not make the relationship permissible.

Romantic or Sexual Relationships With
Former Patients
Consensual romantic or sexual relationships between
physicians and former patients are ethically challenging
because of the potential for these relationships to be
unduly influenced by the power dynamic accompanying
the former patient–physician relationship. The Com-
mittee on Ethics agrees with the AMA that it is unethical
for obstetrician–gynecologists to misuse the trust,
knowledge, or influence from a professional relationship
in pursuing a sexual or romantic relationship with
a former patient (21). For example, it would be unethical
for an obstetrician–gynecologist to coerce a former
patient into a romantic or sexual relationship under the
threat of disclosing private information obtained during
treatment. Treating a person who is not a current
patient, but with whom the obstetrician–gynecologist has
a current romantic or sexual relationship, may not be
sexual misconduct but instead may violate ethical pro-
scriptions against treating family members (24).

Obligation to Report Misconduct
In addition to involving harm to the victim, an episode
of sexual misconduct may not be isolated and could
indicate a history of misconduct toward other patients
or a risk of future misconduct. Furthermore, physician
misconduct damages public trust in medical professio-
nals. The ACOG Code of Professional Ethics states that
“obstetrician–gynecologists should strive to address
through the appropriate procedures the status of those
physicians who demonstrate questionable competence,
impairment, or unethical or illegal behavior. In addi-
tion, the obstetrician–gynecologist should cooperate
with appropriate authorities to prevent the continuation
of such behavior” (1). Therefore, to protect patients and
colleagues, obstetrician–gynecologists are obligated
ethically and professionally to report sexual misconduct
or suspected sexual misconduct by any health care
professional to appropriate authorities, such as super-
visors, department chairs or other institutional officials,
peer review organizations, and professional licensing
boards. Law enforcement should be involved in cases of
sexual or physical assault (see the “Definition” section
earlier in this document). Additional guidance on re-
porting unethical behavior by colleagues is available
from the AMA and the Federation of State Medical
Boards (25–27).

Best Practices for Clinical Care
The American College of Obstetricians and Gynecolo-
gists is invested in ensuring that the standards for an

obstetrician–gynecologist’s behavior in a clinical encoun-
ter are transparent. In some situations, patients may have
experienced sexual misconduct as part of an obstetric or
gynecologic encounter but not recognized or reported it as
such. Conversely, patients may perceive an interaction as
sexual or romantic when in fact there was no such intent
on the part of the obstetrician–gynecologist. The following
clinical best practices are recommended to decrease the
risk of misunderstandings related to the provision of
appropriate clinical care and to increase patients’ ability to
recognize and report inappropriate interactions in the
clinical setting.

Maintaining Appropriate Boundaries
Regardless of intent, any clinical or nonclinical contact
with a patient that may be perceived as a romantic or
sexual overture should be avoided. For example, clinical
evaluation of a patient outside of a usual clinical setting
may blur the boundaries between professional and non-
professional interactions and, therefore, is discouraged;
however, exceptions may include emergency care or
a medically indicated home visit. Likewise, obstetrician–
gynecologists should strictly avoid sexual innuendo,
sexually suggestive humor, and sexually provocative
remarks in professional settings. Nonclinical communi-
cation with current patients, including interactions by
telephone, e-mail, text-messaging, or social media, should
be approached with caution, and professional boundaries
should be maintained at all times (28).

Under some circumstances, limited physical contact
between physician and patient (eg, hugging or holding
a patient’s hand) may be a valuable, therapeutic expression
of support. However, obstetrician–gynecologists should be
careful to ensure that patients are open to such contact and
that its duration is appropriately limited. If inappropriate
contact is initiated by a patient, obstetrician–gynecologists
should feel empowered to separate themselves from the
patient, reinforce professional boundaries, and request
assistance if needed.

Physical Examinations
Physical examinations should be explained appropriately,
undertaken only with the patient’s consent, and per-
formed with the minimum amount of physical contact
required to obtain data for diagnosis and treatment. Drap-
ing should be used to minimize patients’ exposure during
examinations. Patients should be offered the opportunity
to ask questions or raise concerns about any element of
the examination. The Committee on Ethics re-emphasizes
that patients capable of decision making must provide
consent for all procedures, and that patients have the right
to refuse any and all examinations and procedures (29).
Best practices for physical examination also apply to diag-
nostic tests involving instrumentation of the genital, uri-
nary, or lower gastrointestinal tracts, such as transvaginal
ultrasonography or urodynamics.
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Photography and Video Recordings
Patients must consent to any photograph or video taken of
them, and consent should be documented in the medical
record. Photographs of pathology and unclothed or
internal anatomy must be de-identified to the extent
possible and used only for clinical documentation or
academic purposes, including education of colleagues and
trainees and publication in peer-reviewed medical litera-
ture. Identifiable images should be stored and sent (if
necessary) in a secure manner, and images no longer being
used for the above purposes should be destroyed securely.

Trauma-Informed Care
For some patients with a history of sexual trauma, even
commonly used gestures and language may trigger
memories of past physical or sexual abuse and may cause
discomfort or fear during a clinical encounter. Because
trauma often involves an experience of powerlessness, it is
important to refrain from behaviors that a patient may
perceive as overpowering or threatening (30–33). Com-
mon triggers include leaning over a patient during a dis-
cussion or pelvic examination, using commands such as
“try to relax” before an internal examination, and expos-
ing or touching parts of a patient’s body during a physical
examination without adequate warning (32, 33). All
obstetrician–gynecologists should become familiar with
the principles of trauma-informed care and seek to inte-
grate them into general practice (34). Issues related to the
care of survivors of sexual abuse, intimate partner vio-
lence, and reproductive and sexual coercion are detailed
in other ACOG documents (35–37).

Chaperones
The presence of a third party, or “chaperone,” in the
examination room can provide reassurance to the patient
about the professional context and content of the exam-
ination and the intent of the obstetrician–gynecologist.
The chaperone also serves as a witness to the events
taking place should there be any misunderstanding or
concern for misconduct. In the obstetric setting, chap-
erones may decrease the risk of patient-perceived trauma
during childbirth by advocating for patients and serving
as a deterrent to potentially inappropriate behavior. The
American College of Obstetricians and Gynecologists
previously recommended an “opt-in” approach regard-
ing the presence of chaperones, in which a chaperone was
required if mandated by a clinical practice’s policy or if
requested by the patient or obstetrician–gynecologist.
Given the profoundly negative effect of sexual mis-
conduct on patients and the medical profession and the
association between misconduct and the absence of
a chaperone, ACOG now believes that the routine use of
chaperones is needed for the protection of patients and
obstetrician–gynecologists. Therefore, it is recommended
that a chaperone be present for all breast, genital, and
rectal examinations. The need for a chaperone is irre-
spective of the sex or gender of the person performing

the examination and applies to examinations performed
in the outpatient and inpatient settings, including labor
and delivery, as well as during diagnostic studies such as
transvaginal ultrasonography and urodynamic testing.
Chaperones currently are required by the U.S. Veterans
Health Administration health care system, and routine
use of chaperones is considered essential by the Royal
College of Obstetricians and Gynaecologists (38, 39).

Exceptions should be made in circumstances in
which it is likely that failure to examine the patient
would result in significant and imminent harm to the
patient, such as during a medical emergency. If a patient
declines a chaperone, it should be explained that the
chaperone is an integral part of the clinical team whose
role includes assisting with the examination and protect-
ing the patient and the physician. Any concerns the
patient has regarding the presence of a chaperone should
be elicited and addressed if feasible. If, after counseling,
the patient refuses the chaperone, this decision should
be respected and documented in the medical record.
Under such circumstances, obstetrician–gynecologists
may defer breast, genital, or rectal examinations for
the protection of the patient and the physician. If an
unchaperoned examination is performed, the rationale
for proceeding should be documented. This approach
allows patients to opt out of a chaperoned examination if
they feel strongly but does not compel physicians to
examine the patient without the protection of a chaper-
one, except in the case of a medical emergency, as dis-
cussed previously.

Chaperones should clearly understand their
responsibilities to protect patients’ privacy and the
confidentiality of health information. Obstetrician–
gynecologists also should ensure that an opportunity
exists for private conversation with patients so that the
presence of a chaperone does not inhibit the commu-
nication of information important to the clinical
encounter. Although chaperones may deter or dis-
courage sexual misconduct by physicians (14), sexual
misconduct still can occur in their presence. Chaper-
ones should, therefore, be trained in the requirements
of best clinical practices as stated previously and em-
powered to report concerning behavior through a pro-
cess independent of the health care provider being
chaperoned. Family members should not be used as
chaperones and should be present for physical exami-
nation only if requested by the patient (40). Use of
trainees (eg, medical students or residents) as chaper-
ones generally is discouraged unless they are trained in
appropriate clinical practices and empowered to report
concerns about the health care provider’s behavior
during an examination.

Implementation of Routine Chaperoning
The Committee on Ethics recognizes that recommending
the routine use of chaperones for obstetric, gynecologic,
and diagnostic examinations may require some practices
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to adjust staffing procedures. There also may be concern
about the time and resources needed to implement
changes and their potential effect on patient care.
Although these concerns merit study, there is robust
evidence of the detrimental effects of sexual misconduct
on patients’ well-being, the patient–physician relation-
ship, and public perception of the medical profession.
Therefore, there is a need for obstetrician–gynecologists
and clinical practices to institute routine chaperoning as
an ethical best practice measure to reduce the risk of
sexual misconduct (41). Steps taken to prioritize patients’
safety and comfort likely will improve public trust in
obstetric and gynecologic care and may thereby improve
patients’ willingness to seek care when indicated.

Institutional Responsibilities
Examination areas should protect patients’ privacy, and
staffing should be adequate to permit routine use of
chaperones for physical examination and procedures. In-
stitutions and clinical practices also should consider pro-
viding patients with a “what to expect” guide before
obstetric or gynecologic appointments so that patients
are prepared for their clinical encounters and better able
to recognize deviations from proper medical practice.
For example, see ACOG’s related patient education
resource, Your First Gynecologic Visit (42).

Institutions should have clear guidelines that allow
clinical staff to report sexual misconduct or suspected
sexual misconduct without concern for retaliation.
Patients, family members, and loved ones should have
the opportunity to express concerns about interactions
with clinical staff without fear of adversely affecting
clinical care. All such reports should be promptly and
thoroughly investigated, and appropriate disciplinary or
remedial action, or both, should be taken.

Medical Education
Teaching physicians are expected to be exemplars of
appropriate behavior for trainees; likewise, residents
and fellows-in-training should model best practices for
medical students and other trainees. Relevant elements
of the clinical examination should be highlighted
specifically when appropriate (eg, draping methods,
explanation of examination to patient, use of trauma-
sensitive language, appropriate use of chaperones, and
solicitation of questions and permission to proceed with
an examination). Trainees taking part in patient care
should be introduced, and the patient should be given
the opportunity to agree to their participation. Breast,
genital, and rectal examinations (including examina-
tions under anesthesia) that are for educational pur-
poses only may not be performed without patients’
specific informed consent (43).

Medical students and trainees in obstetrics and
gynecology should be educated about the inherent power
imbalance in the patient–physician relationship, avoid-
ance of sexually offensive or denigrating language, risk

factors for sexual misconduct, and procedures for re-
porting suspected misconduct (44–47). Although edu-
cation may not eliminate the possibility of misconduct,
formalized clinical and didactic training will help to
make best clinical practices routine and may assist
obstetrician–gynecologists in managing the boundaries
between clinical care and inappropriate behavior and in
identifying and reporting when these boundaries have
been crossed by others.

Conclusion
Sexual misconduct by physicians is an abuse of pro-
fessional power and a violation of patient trust. Such
behavior jeopardizes the well-being of patients and
carries immense potential for harm. Obstetrician–
gynecologists should implement best clinical practices
to ensure that patients are afforded a safe environment
for their health care. Routine use of chaperones, in
addition to the other best practices outlined in this
Committee Opinion, will help assure patients and the
public that obstetrician–gynecologists are maximizing
efforts to create a safe environment for all patients.
Obstetrician–gynecologists are ethically obligated to
model responsible clinical practices and to report sexual
misconduct or suspected sexual misconduct. Health care
institutions, likewise, should provide resources to sup-
port best clinical practices and to ensure that patients
are protected to the greatest extent possible.
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INTERIM UPDATE

ACOG PRACTICE BULLETIN
Clinical Management Guidelines for Obstetrician–Gynecologists

NUMBER 214 (Replaces Practice Bulletin Number 185, November 2017)

Committee onPractice Bulletins—Gynecology andAmericanUrogynecologic Society.This Practice Bulletinwas developed by the
Committee on Practice Bulletins—Gynecology and the American Urogynecologic Society in collaboration with Paul Tulikangas, MD.

INTERIM UPDATE: This Practice Bulletin is updated as highlighted to reflect the U.S. Food and Drug Administration (FDA)
order to stop the sale of transvaginal synthetic mesh products for the repair of pelvic organ prolapse.

Pelvic Organ Prolapse
Pelvic organ prolapse (POP) is a common, benign condition in women. For many women it can cause vaginal bulge and
pressure, voiding dysfunction, defecatory dysfunction, and sexual dysfunction, which may adversely affect quality of life.
Women in the United States have a 13% lifetime risk of undergoing surgery for POP (1). Although POP can occur in
younger women, the peak incidence of POP symptoms is in women aged 70–79 years (2). Given the aging population in
the United States, it is anticipated that by 2050 the number of women experiencing POP will increase by approximately
50% (3). The purpose of this joint document of the American College of Obstetricians and Gynecologists and the
American Urogynecologic Society is to review information on the current understanding of POP in women and to outline
guidelines for diagnosis and management that are consistent with the best available scientific evidence.

Background
Definition
Pelvic organ prolapse is the descent of one or more
aspects of the vagina and uterus: the anterior vaginal
wall, posterior vaginal wall, the uterus (cervix), or the
apex of the vagina (vaginal vault or cuff scar after
hysterectomy) (4). This allows nearby organs to herni-
ate into the vaginal space, which is commonly referred
to as cystocele, rectocele, or enterocele. Mild descent of
the pelvic organs is common and should not be consid-
ered pathologic. Pelvic organ prolapse only should be
considered a problem if it is causing prolapse symptoms
(ie, pressure with or without a bulge) or sexual dysfunc-
tion or if it is disrupting normal lower urinary tract or
bowel function. Pelvic organ prolapse can be defined
using patient-reported symptoms or physical examina-
tion findings (ie, vaginal bulge protruding to or beyond
the hymen). Most women feel symptoms of POP when
the leading edge reaches 0.5 cm distal to the hymenal
ring (5).

Epidemiology
According to the National Health and Nutrition Exam-
ination Survey, approximately 3% of women in the
United States report symptoms of vaginal bulging (3).
In one review, the prevalence of POP based on reported
symptoms was much lower (3–6%) than the prevalence
identified by examination (41–50%) (6). This discrep-
ancy likely occurs because many women with POP are
asymptomatic. Pelvic organ prolapse usually is due to
global pelvic floor dysfunction, so most women will
present with POP in multiple compartments (anterior,
apical, and posterior vaginal wall) (7).

There are few studies of the natural history of POP.
In one study that monitored women with symptomatic,
untreated POP for an average of 16 months, 78% of the
women had no change in the leading edge of the
prolapse (8). Most of the women had stage II–IV pelvic
organ prolapse (Box 1). In women who do not want
treatment for their POP, most will have no change or
only a small increase in the size of the POP over the next
year (9).
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The incidence of POP surgery is 1.5–1.8 surgeries per
1,000 women years (10, 11). There are approximately
300,000 POP surgeries each year in the United States (12).

Risk Factors
Risk factors for developing symptomatic POP include
parity, vaginal delivery, age, obesity, connective tissue
disorders, menopausal status, and chronic constipation
(13–17). Modifiable risk factors (obesity and constipa-
tion) should be addressed in patients at wellness visits
because improvement in these factors may reduce the
risk of developing POP.

It is not clear if hysterectomy for non-POP con-
ditions is a risk factor for developing POP. In a sub-
analysis of a cohort study from the United Kingdom,
patients who underwent a hysterectomy had a 5%
cumulative risk of undergoing prolapse surgery within
the next 15 years (13). A more recent study found no
increased risk of POP in women who underwent prior
hysterectomy for non-POP indications (18).

Older studies reported that women who underwent
primary POP surgery had an approximate 30–50% chance
of needing a second prolapse surgery (19). More recent
studies show a lower reoperation rate of approximately 6–
30%, with most estimates consistent with the lower end of
this range (19–22). This lower reoperation rate may reflect
improvement in surgical technique as well as stratification

of urinary incontinence as a separate risk in the outcomes
data (19). Pelvic organ prolapse surgery that includes sus-
pension of the vaginal apex is associated with a decreased
reoperation rate (23). Risk factors for recurrent prolapse
include age younger than 60 years for patients who under-
went vaginal surgery for POP, obesity, and preoperative
stage III or stage IV prolapse (24–26).

Clinical Considerations
and Recommendations

< What is the recommended initial evaluation for a
woman with suspected pelvic organ prolapse?

The recommended initial evaluation for a woman with
suspected POP includes a thorough history, assessment
of symptom severity, physical examination, and goals for
treatment. Symptom assessment is the most important
part of the evaluation of a woman with POP.

History
In addition to a complete medical, surgical, obstetric, and
gynecologic history, the nature of vaginal bulge symp-
toms and the degree of bother associated with the bulge
should be recorded. Key information to elicit from the
patient includes whether the protrusion is limiting
physical activities or sexual function or becoming pro-
gressively worse or bothersome. Many women with POP
on physical examination do not report symptoms of POP.
Treatment is indicated only if prolapse is causing
bothersome bulge and pressure symptoms, sexual dys-
function, lower urinary tract dysfunction, or defecatory
dysfunction (27).

Lower urinary tract function should be assessed.
This includes an evaluation for urine loss and type (stress
or urgency urinary incontinence) and adequacy of
bladder emptying. The relationship between urinary
symptoms and prolapse can be inferred if voiding
becomes more difficult when the effects of gravity are
more pronounced, such as after long periods of standing
(4). In addition, splinting (ie, the need to push on or
support the bulging tissue) may be required to initiate
or complete voiding.

Assessment of bowel function should be undertaken
to determine if there is a history of straining with bowel
movements, laxative use, fecal incontinence, and incom-
plete rectal emptying. The symptom of splinting often is
correlated with the presence of a posterior compartment
defect (eg, rectocele). Each patient should be assessed for
symptoms of dyspareunia, coital incontinence (of urine
or stool), and sexual dysfunction that is related to the
prolapse.

Box 1. Stages of Pelvic Organ Prolapse

Stages are based on the maximal extent of prolapse
relative to the hymen, in one or more compartments.
Stage 0: No prolapse; anterior and posterior points
are all –3 cm, and C or D is between –TVL and
– (TVL – 2) cm.
Stage I: The criteria for stage 0 are not met, and the
most distal prolapse is more than 1 cm above the
level of the hymen (less than –1 cm).
Stage II: The most distal prolapse is between 1 cm
above and 1 cm below the hymen (at least one
point is –1, 0, or +1).
Stage III: The most distal prolapse is more than 1
cm below the hymen but no further than 2 cm less
than TVL.
Stage IV: Represents complete procidentia or vault
eversion; the most distal prolapse protrudes to at
least (TVL – 2) cm.

Abbreviations: C, cervix; D, posterior fornix; TVL, total vaginal
length.
Data from Bump RC, Mattiasson A, Bo K, Brubaker LP,
DeLancey JO, Klarskov P, et al. The standardization of ter-
minology of female pelvic organ prolapse and pelvic floor
dysfunction. Am J Obstet Gynecol 1996;175:10–7.
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Physical Examination
Physical examination should include an abdominal
and pelvic examination to rule out pelvic masses. The
external genitalia and vaginal epithelium should be
evaluated for vaginal atrophy, skin irritation, or
ulceration (27). Simply spreading the labia while
examining the patient in a supine position can be
helpful to assess the maximum descent of the pro-
lapse. A detailed examination of the POP should be
performed with a split speculum (ie, separate a bivalve
speculum and use only the posterior blade to examine
the apex and anterior vaginal wall, then turn the blade
over and use it to hold the anterior wall while exam-
ining the postvaginal wall and perineal body as the
patient performs the Valsalva maneuver, repetitive
coughing, or both). Performance of a pelvic organ
prolapse quantification (POP-Q) examination is rec-
ommended before treatment for the objective evalua-
tion and documentation of the extent of prolapse (see
Is the pelvic organ prolapse quantification examina-
tion necessary before treatment for pelvic organ pro-
lapse?) If a patient’s prolapse symptoms are not
confirmed by the extent of prolapse observed during
supine pelvic examination, repeating the pelvic exam-
ination in the standing position may reveal the great-
est descent of POP.

Pelvic floor muscle tone should be assessed (27). It
should be noted if the pelvic floor muscles can contract
and relax volitionally. The strength of the contraction
should be described as “absent,” “weak,” “normal,” or
“strong” (4).

< Is additional testing beyond history and phys-
ical examination needed to evaluate women
with pelvic organ prolapse?

In general, no additional testing beyond a complete
gynecologic, urologic, and defecatory history and
physical examination is needed before treatment. How-
ever, if the prolapse is beyond the hymen or the patient
has voiding symptoms, a postvoid residual urine
volume should be recorded either with a catheter or
ultrasonography (27). If there is urinary urgency or
other lower urinary tract symptoms, minimum assess-
ment involves a urinalysis, with culture and microscopy
performed if indicated. Urodynamic testing may help
inform patient counseling and may be considered if
there is bothersome incontinence with stage II or greater
prolapse or voiding dysfunction. If findings on initial
assessment do not concur with symptoms, more specific
imaging or referral to a specialist in urogynecologic care
may be needed.

< Is the pelvic organ prolapse quantification
examination necessary before treatment of
pelvic organ prolapse?

A POP-Q examination is recommended before treatment
of POP to objectively evaluate and document the extent
of prolapse. Evaluation and documentation of the extent
of the prolapse is important before treatment so that the
surgeon has a preoperative comparator by which to
measure postoperative anatomic success. The POP-Q
system is the only validated method for objective
measurement of prolapse in the three pelvic compart-
ments: 1) anterior, 2) apical, and 3) posterior (Fig. 1)
(28–30). The POP-Q system is recommended by the
major national and international urogynecologic health
organizations, including the American Urogynecologic
Society, the Society of Gynecologic Surgeons, and the
International Continence Society (31). In addition, POP-
Q is used in most scientific publications on POP (32).
Although the Baden–Walker system clinically describes
prolapse findings, the POP-Q system is more precise and
has been shown to be reproducible.

The POP-Q system does not use the terms “cystocele”
and “rectocele” but instead uses terms for each prolapsed
segment because the exact organ that lies behind the pro-
lapsed vaginal epithelium may not be clear from the clinical
examination. It incorporates measurements of the vaginal
length, genital hiatus, and perineal body. The POP-Q meas-
urements can be converted to stages based on the most
severely prolapsed vaginal segment (Box 1) (28).

A validated examination allows for consistency in
reporting and facilitates communication between gyneco-
logic care providers. It is particularly important if a patient
has a recurrent prolapse because it will allow a new
gynecologic care provider to understand the patient’s POP
history. Outcomes can be evaluated only if pretreatment
POP measurements are recorded accurately.

For patients desiring expectant management, docu-
mentation of the prolapse with the POP-Q allows an
objective, validated, baseline measurement that can be
referred to if symptoms change over time. Although
recording a POP-Q examination is not necessary for
these patients, it may be helpful to determine if there is an
anatomic change over time.

< Are effective nonsurgical treatments available
for women with pelvic organ prolapse?

For women with asymptomatic prolapse, education and
reassurance are appropriate. Women may not realize that
symptoms of voiding or defecatory dysfunction are
related to prolapse, so education about how prolapse
symptoms manifest can be helpful.
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Some symptoms related to pelvic organ prolapse
may be managed with lifestyle modifications. For
example, defecatory dysfunction may improve with fiber
supplementation and use of an osmotic laxative (33).
Sitting with feet elevated may decrease bulge symptoms.
Pelvic muscle exercises, performed either independently
or under professional supervision, may improve symp-
toms or slow the progression of POP (34, 35).

There is limited evidence for the treatment or
prevention of POP with local or systemic estrogen
(36). However, some clinicians believe that local estro-
gen may help with the vaginal irritation associated with
POP.

Women considering treatment of POP should be
offered a vaginal pessary as an alternative to surgery. A
pessary should be considered for a woman with symp-
tomatic POP who wishes to become pregnant in the
future. A vaginal pessary is an effective nonsurgical
treatment for women with POP, and up to 92% of women
can be fitted successfully with a pessary (37). In one
study protocol, a ring pessary was inserted first, followed
by a Gellhorn pessary if the ring did not stay in place.
Ring pessaries were used more successfully with stage II
(100%) and stage III (71%) prolapse, and stage IV pro-
lapse more frequently required Gellhorn pessaries (64%)
(38). If possible, women should be taught to change their
pessaries independently. If a woman is unable to remove
and replace her pessary, regular follow-up (such as every
3–4 months) is necessary. Annual follow-up is recom-

mended for patients who are able to maintain pessary
hygiene on their own.

Pressure on the vaginal wall from the pessary may
result in local devascularization or erosion in 2–9% of
patients (39). Therapy should consist of removing the
pessary for 2–4 weeks and local estrogen therapy. Reso-
lution may occur without local estrogen therapy. If the
problems persist, more frequent pessary changes or a dif-
ferent pessary may be required (39). Caregivers to pa-
tients with dementia should be made aware of the regular
pessary changes needed to avoid complications.
Although rare complications such as fistula can occur,
pessary use is a low-risk intervention that can be offered
to all women who are considering treatment of POP (40).

< When is surgery indicated for the manage-
ment of pelvic organ prolapse, and what are
the primary approaches?

Surgery is indicated for the treatment of POP in women
who are bothered by their POP and have failed or
declined nonsurgical treatments. There are various vag-
inal and abdominal surgical approaches for the treatment
of POP (Table 1). Important considerations for deciding
the type and route of surgery include the location and
severity of prolapse, the nature of the symptoms (eg,
presence of urinary, bowel, or sexual dysfunction), the
patient’s general health, patient preference, and the sur-
geon’s expertise (41).

Figure 1. Pelvic Organ Prolapse Quantification System. Nine defined points measured in the midline and relative to the hymen

assessed during maximal Valsalva except for TVL: Aa, 3 cm proximal to the external urethral meatus; Ba, most prolapsed

portion of the anterior vaginal wall; C, leading edge of the cervix or vaginal cuff; gh, middle of the urethral meatus to the midline

of the posterior hymen; pb, middle of the posterior hymen to the middle of the anal opening; tvl, maximum depth of the vagina

with prolapse reduced; Ap, 3 cm proximal to the posterior hymen; Bp, most prolapsed portion of the posterior vaginal wall; D,

posterior fornix in a woman who has a cervix. (Reprinted with permission from Bump RC, Mattiasson A, Bo K, Brubaker L,

DeLancey J, Klarskov P, et al. The standardization of terminology of female pelvic organ prolapse and pelvic floor dysfunction.

Am J Obstet Gynecol. 1996;175:10–17.)

VOL. 134, NO. 5, NOVEMBER 2019 Practice Bulletin Pelvic Organ Prolapse e129

© 2019 by the American College of Obstetricians
and Gynecologists. Published by Wolters Kluwer Health, Inc.

Unauthorized reproduction of this article is prohibited.

NSBME 0167



< Are vaginal surgical approaches effective for
the management of pelvic organ prolapse?

Vaginal hysterectomy and vaginal apex suspension with
vaginal repair of anterior and posterior vaginal wall
prolapse as needed are effective treatments for most
women with uterovaginal and anterior and posterior
vaginal wall prolapse (21, 22, 42, 43). Vaginal native
tissue repairs are performed without the use of synthetic
mesh or graft materials. These are relatively low-risk
surgeries that may be considered as surgical options for
most women with primary POP.

If a patient has uterine prolapse, vaginal hysterectomy
alone is not adequate treatment. Vaginal apex suspension
should be performed at the time of hysterectomy for uterine
prolapse to reduce the risk of recurrent POP (23, 44). Vaginal
apex suspension involves attachment of the vaginal apex to
the uterosacral ligaments or sacrospinous ligaments. Utero-
sacral and sacrospinous ligament suspension for apical POP
with native tissue are equally effective surgical treatments of
POP, with comparable anatomic, functional, and adverse
outcomes (21). In the Operations and Pelvic Muscle Training
in the Management of Apical Support Loss trial, the 2-year
follow-up surgical success rate was 64.5% for uterosacral
ligament suspension compared with 63.1% for sacrospinous
ligament fixation (adjusted odds ratio [OR], 1.1; 95% confi-
dence interval [CI], 0.7–1.7) (21). The serious adverse event
rate at 2-year follow-up was 16.5% for uterosacral ligament

suspension compared with 16.7% for sacrospinous ligament
fixation (adjusted OR, 0.9; 95% CI, 0.5–1.6) (21). Uterosac-
ral ligament suspension can be performed by attaching the
vaginal apex bilaterally to the ipsilateral uterosacral ligament
or by attaching the vaginal apex to uterosacral ligament
complex that is plicated in the midline (42, 43, 45). It is
important that an adequate segment of uterosacral ligament
is secured to the vagina. This often requires attachment to the
midportion of the uterosacral ligament close to the ischial
spine. Alternatively, the sacrospinous ligament can be used
to support the vaginal apex. A unilateral right sacrospinous
ligament fixation usually is used for the attachment point to
avoid dissection around the colon (46).

Anterior colporrhaphy is an effective treatment for
most anterior vaginal wall prolapse (47). Many women
with anterior vaginal wall prolapse also have an apical
prolapse (48). In these women, surgery should correct
the apical prolapse and the anterior vaginal wall prolapse.
Resupport of the vaginal apex concurrently with repair of
the anterior vaginal wall defect reduces the risk of recur-
rent POP surgery (23). Paravaginal defects are lateral de-
tachments of the vaginal wall from the fascial
condensations over the levator ani muscles (49, 50). Diag-
nosis of paravaginal defects by physical examination is
unreliable (51, 52). Moreover, if a paravaginal defect is
suspected, there usually is apical loss of support (50).
Apical support procedures may address most anterior vag-
inal wall defects, including paravaginal defects (53).

Table 1. Types of Pelvic Organ Prolapse Surgery

Surgical Technique Aim Indication

Abdominal sacral colpopexy To correct upper vaginal
prolapse

Most commonly used in women with recurrent
cystocele, vault, or enterocele

Uterosacral ligament
suspension

To correct upper vaginal
prolapse

Performed at the time of hysterectomy or in
patients with posthysterectomy vaginal vault
prolapse

Sacrospinous fixation To correct upper vaginal
prolapse

Performed at the time of hysterectomy or in
patients with posthysterectomy vaginal vault
prolapse

Anterior vaginal repair
(anterior colporrhaphy)

To correct anterior wall
prolapse

May be used for the treatment of prolapse of the
bladder or urethra (bladder, urethra, or both,
herniates downward into the vagina)

Posterior vaginal repair
(posterior colporrhaphy) and
perineorrhaphy

To correct posterior wall
prolapse

May be used for the treatment of rectocele
(rectum bulges or herniates forward into the
vagina), defects of the perineum, or both

Vaginal repair with synthetic
mesh or biologic graft
augmentation

To correct anterior wall
prolapse, apical vaginal
prolapse, or both

Depending on the specific defect, the mesh
augmentation can either be anterior, apical, or
both. This repair is not routinely recommended.

Adapted from Maher C, Feiner B, Baessler K, Christmann-Schmid C, Haya N, Marjoribanks J. Transvaginal mesh or grafts compared
with native tissue repair for vaginal prolapse. Cochrane Database Syst Rev. 2016 Feb 9;2:CD012079.
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Posterior vaginal wall repair traditionally has been
performed through a midline plication of the posterior
vaginal wall fibromuscular connective tissue (54). The
repair should be performed without placing tension on
the levator ani muscles because this may lead to dyspar-
eunia (55). Perineorrhaphy that results in reattachment of
the perineal muscles to the rectovaginal septum can be
performed as needed if a perineal defect is present. An
alternative technique for performing posterior vaginal wall
repair is site-specific repair, which involves dissection of
the vaginal epithelium off the underlying fibromuscular
connective tissue and repair of localized tissue defects
with sutures. A finger often is placed in the rectum and
directed anteriorly to identify various tissue defects of the
posterior vaginal wall (56). Although a retrospective com-
parison of site-specific repair and midline colporrhaphy
found that site-specific repair was associated with a higher
rate of recurrence of a symptomatic bulge (11% versus
4%, P5.02) (57), a prospective study showed comparable
outcomes for the two techniques (58).

< When is abdominal sacrocolpopexy indicated
for the management of pelvic organ prolapse?

Abdominal sacrocolpopexy is a proven and effective
surgery for the treatment of POP (20, 59). This procedure
involves placement of a synthetic mesh or biologic graft
from the apex of the vagina to the anterior longitudinal
ligament of the sacrum. Women who may be candidates
for abdominal sacrocolpopexy include those who have
a shortened vaginal length, intra-abdominal pathology, or
risk factors for recurrent POP (eg, age younger than 60
years, stage 3 or 4 prolapse, and body mass index greater
than 26) (24–26). In women who are at increased risk of
synthetic mesh-related complications (eg, chronic steroid
use, current smoker), sacrocolpopexy with a biologic graft
or alternatives to a sacrocolpopexy could be considered.

Studies evaluating abdominal sacrocolpopexy with
biologic grafts show conflicting results. Abdominal sac-
rocolpopexy with porcine dermis xenograft had efficacy
similar to that of abdominal sacrocolpopexy with synthetic
polypropylene mesh. However, the porcine dermal xeno-
graft used in this study is no longer available (60). In
a study that evaluated the 5-year surgical outcomes of
abdominal sacrocolpopexy among patients randomized
to receive polypropylene mesh or cadaveric fascia lata,
use of synthetic mesh resulted in better anatomic cure than
use of cadaveric fascia lata grafts (93% [27 out of 29]
versus 62% [18 out of 29], P5.02) (61).

Abdominal sacrocolpopexy with synthetic mesh has
a lower risk of recurrent POP but is associated with more
complications than vaginal apex repair with native tissue.
Data from randomized controlled trials also show a signifi-

cantly greater likelihood of anatomic success with mesh
abdominal sacrocolpopexy compared with vaginal apex
repair with native tissue (pooled OR, 2.04; 95% CI, 1.12–
3.72) (62). Surgical complications that are more common
after abdominal sacrocolpopexy with mesh include ileus or
small-bowel obstruction (2.7% versus 0.2%, P,.01), throm-
boembolic phenomena (0.6% versus 0.1%, P5.03), and
mesh or suture complications (4.2% versus 0.04%, P,.01)
(62). In addition, sacrocolpopexy with mesh is associated
with a significant reoperation rate due to mesh-related com-
plications. Long-term (ie, 7-year) follow-up of participants of
the Colpopexy and Urinary Reduction Efforts (CARE) trial
found that the estimated rate of mesh complications (erosion
into the vagina, visceral erosions, and sacral osteitis) was
10.5% (95% CI, 6.8–16.1), with a significant number of
reoperations (20). Many of the CARE trial sacrocolpopexies,
however, were performed with non-type 1 mesh, which may
have increased the mesh complication rate. Because of com-
plications attributed to multifilament and small-pore-size
synthetic mesh, type 1 synthetic meshes (monofilament with
large pore size) currently are used in the United States.

< Do patients benefit from a minimally invasive
approach to pelvic organ prolapse surgery?

Sacrocolpopexy with or without supracervical hysterec-
tomy or total hysterectomy can be performed laparoscopi-
cally with or without robotic assistance (63). Although
open abdominal sacrocolpopexy is associated with shorter
operative times (222 minutes versus 296 minutes;
P,.02), minimally invasive sacrocolpopexy is associated
with less blood loss (122 6 146 mL versus 187 6 142
mL; P,.01) and shorter hospitalization (1.3 6 1 days
versus 2.9 6 1.6 days; P,.01) (64). Similar results were
seen in a randomized controlled trial that compared open
abdominal sacrocolpopexy with laparoscopic sacrocolpo-
pexy, in which mean blood loss was significantly greater
in the open arm (mean difference [MD] 184 mL; 95% CI,
96–272), and there were fewer inpatient days in the lapa-
roscopic group (MD, 0.9 days; 95% CI, 0.1–1.7) (65).

Although robotic assistance shortens the learning
curve for performing laparoscopic sacrocolpopexy and
improves surgeon ergonomics (66–68), it has not been
shown to improve short-term outcomes for patients (69–
72). In two randomized controlled trials that compared
robot-assisted sacrocolpopexy with laparoscopic sacrocol-
popexy, operating time, postoperative pain, and cost were
found to be significantly greater in the robot-assisted group
(69, 72). The groups had similar anatomic and functional
outcomes 6 months to 1 year after surgery, although the
robotic experience of the surgeons was low at the start of
the study, which may have affected the results (73). Over-
all, the current literature is too scant to adequately indicate
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which minimally invasive approach should be recommen-
ded. Further comparative studies that assess long-term ana-
tomic and functional outcomes and patient safety and that
identify subgroups of patients who would benefit from
a robotic approach are warranted (74).

< Is posterior vaginal wall prolapse repair more
effective with a transanal or transvaginal
incision?

Posterior vaginal wall prolapse repair is more effective
when performed through a transvaginal incision than
a transanal incision. Systematic review findings show that,
compared with transanal incision, posterior vaginal repair
results in fewer recurrent prolapse symptoms (relative risk
[RR], 0.4; 95% CI, 0.2–1.0), lower recurrence on clinical
examination (RR, 0.2; 95% CI, 0.1–0.6), and a smaller
mean depth of rectocele on postoperative defecography
(MD, –1.2 cm; 95% CI, –2.0 to –0.3) (75).

< Are surgical approaches available to treat pel-
vic organ prolapse in women with medical
comorbidities?

Obliterative procedures––which narrow, shorten, or com-
pletely close the vagina––are effective for the treatment of
POP and should be considered a first-line surgical treatment
for women with significant medical comorbidities who do
not desire future vaginal intercourse or vaginal preservation
(76–79). Obliterative procedures have high reported rates of
objective and subjective improvement of POP (98% and
90%, respectively) (80) and are associated with a low risk
of recurrent POP (76, 80, 81). Because obliterative surgical
procedures can be performed under local or regional anes-
thesia, these procedures may be especially beneficial for the
treatment of POP in women with significant medical co-
morbidities that preclude general anesthesia or prolonged
surgery, such as cardiac disease, chronic obstructive pulmo-
nary disease, or thromboembolic disease. In addition, oblit-
erative procedures for the treatment of POP are associated
with low rates of complications, intensive care unit admis-
sions, and mortality (6.8%, 2.8%, and 0.15%, respectively)
(82). Patients undergoing obliterative procedures must be
committed to no longer having vaginal sexual intercourse.
In a multisite prospective study of older women (mean age
79 years) who underwent obliterative repair of POP, 95% of
patients (125 out of 132) reported being satisfied or very
satisfied with the results of the procedure 1 year after sur-
gery (79). Patient regret also has been reported to be low.
Among women interviewed more than 1 year after obliter-
ative prolapse repair, only 9% (3 out of 32) reported they
regretted having the procedure (81).

Common types of obliterative surgical repair of POP
include a Le Fort-style partial colpocleisis and total

colpectomy. Le Fort partial colpocleisis is performed when
the uterus is preserved at the time of prolapse repair. This
procedure involves denuding a strip of epithelium from the
anterior and posterior vaginal walls and then suturing them
together (83). This leaves lateral canals to drain the secre-
tions from the cervix. Because the uterus is difficult to
access postoperatively, normal results from cervical cytol-
ogy and human papillomavirus testing and an endometrial
evaluation usually are documented before surgery. For
posthysterectomy vaginal prolapse, a colpectomy or tight
anterior and posterior colporrhaphy creating a constricted
vagina is a surgical option if a patient is amenable to an
obliterative procedure. In total colpectomy procedures, the
entire vaginal epithelium is denuded and sutures are used
to invert the vagina (83). With any obliterative procedure,
a suburethral plication or midurethral sling and a perineor-
rhaphy often are recommended to decrease the risk of
postoperative stress urinary incontinence and recurrent
posterior vaginal wall prolapse (80).

< What can be recommended regarding cur-
rently available synthetic mesh and biologic
graft materials for use in vaginal pelvic organ
prolapse surgery?

Availability of Transvaginal
Synthetic Mesh
There are currently no available U.S. Food and Drug
Administration (FDA)-approved transvaginal mesh prod-
ucts for the treatment of POP. Many transvaginal mesh
products were removed from the market after the 2011
FDA announcement that identified serious safety and
effectiveness concerns about the use of transvaginal
mesh to treat POP (84). In April 2019, the FDA ordered
the manufacturers of all remaining surgical mesh prod-
ucts indicated for the transvaginal repair of POP to stop
selling and distributing their products in the United States
(85). The FDA determined that the manufacturers’ pre-
market approval applications––a requirement since the
device’s 2016 re-classification as “high risk” (86)––had
failed to demonstrate an acceptable long-term benefit–
risk profile for surgery with these devices compared with
transvaginal native tissue prolapse repair. It is important
to note that the FDA announcement applies only to mesh
placed transvaginally to treat POP. The FDA order does
NOT apply to transvaginal mesh for stress urinary
incontinence or transabdominal mesh for POP repair.

The FDA advises that no intervention is needed for
patients who received transvaginal mesh for the surgical
repair of POP and are not experiencing any symptoms or
complications (85). These patients should be counseled to
continue with routine care and report any complications or
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symptoms, including persistent vaginal bleeding or dis-
charge, pelvic pain, or dyspareunia, to their gynecologic
care provider. For more information, see Committee Opin-
ion No. 694, Management of Mesh and Graft Complica-
tions in Gynecologic Surgery (87).

Although the 2019 FDA announcement stopped the
sale of available transvaginal mesh POP repair products,
some surgeons might still offer transvaginal mesh-
augmented surgery for select patients with anterior and
apical POP. Pelvic organ prolapse vaginal mesh repair
should be limited to high-risk individuals in whom the
benefit of mesh placement may justify the risk, such as
individuals with recurrent prolapse (particularly of the ante-
rior or apical compartments) or with medical comorbidities
that preclude more invasive and lengthier open and endo-
scopic procedures. Before placement of synthetic mesh
grafts in the anterior vaginal wall, patients should provide
their informed consent after reviewing the benefits and risks
of the procedure and discussing alternative repairs.

Vaginal Prolapse Repair With
Transvaginal Mesh or Biologic Grafts
The use of synthetic mesh or biologic grafts in POP surgery is
associated with unique complications not seen in POP repair
with native tissue. A systematic review of seven randomized
controlled trials that compared native tissue repair with
synthetic mesh vaginal prolapse repair found that more
women in the mesh group required repeat surgery for the
combined outcome of prolapse, stress incontinence, or mesh
exposure (RR, 2.40; 95% CI, 1.51–3.81) (41). The rate of
mesh exposure was 12%, and 8% of women required repeat
surgery for mesh exposure up to 3 years after the initial
surgery (41). Systematic review findings show that vaginal
repair of prolapse with biologic grafts (tissue from human
cadaver or other species) results in similar rates of “awareness
of prolapse” and reoperation for prolapse compared with re-
pairs using native tissue (41). However, it is difficult to make
an overall recommendation about the use of biologic grafts
for vaginal prolapse repair because the available evidence is
of low quality, and most of the biologic grafts that were used
in studies to date are no longer available.

Posterior Vaginal Repair
The use of synthetic mesh or biologic grafts in transvaginal
repair of posterior vaginal wall prolapse does not improve
outcomes (41). In addition, there are increased complications
(eg, mesh exposure) associated with placement of mesh
through a posterior vaginal wall incision (54). In two ran-
domized trials that compared native tissue with biologic
graft material for the repair of posterior prolapse, the objec-
tive failure rate was significantly lower at the 1-year follow-
up in the native tissue group (10% [10 out of 98]) as com-

pared with the biologic graft group (21% [20 out of 93])
(RR, 0.47; 95% CI, 0.24–0.94), and the subjective failure
rate was similar between the groups (RR, 1.09; 95% CI,
0.45–2.62) (58, 75, 88). There was no difference in the rate
of postoperative dyspareunia between the groups (RR, 1.26;
95% CI, 0.59–2.68). Another trial that compared posterior
biologic graft repair with traditional repair noted worse ana-
tomic outcomes with posterior biologic graft repair than with
traditional repair (46% versus 14%; P5.02) (19, 58). Thus,
synthetic mesh or biologic grafts should not be placed rou-
tinely through posterior vaginal wall incisions to correct
POP for primary repair of posterior vaginal wall prolapse.

Anterior Vaginal Repair
The use of biologic grafts in transvaginal repair of
anterior vaginal wall prolapse provides minimal benefit
compared with native tissue repair (89). Systematic
review results indicate that native tissue and biologic
graft-augmented anterior repair result in similar rates of
prolapse awareness (RR, 0.98; 95% CI, 0.52–1.82) and
risk of repeat surgery (RR, 1.02; 95% CI, 0.53–1.97)
(89). Native tissue anterior repair appears to have an
increased risk of anterior prolapse recurrence when com-
pared with repair using any type of biologic graft (RR,
1.32; 95% CI, 1.06–1.65). However, subanalysis by bio-
logic graft type showed no significant difference in recur-
rence risk between native tissue and porcine dermis graft
(RR, 1.29; 95% CI, 0.98–1.70), which was the most
commonly used graft among the included studies (89).

Compared with native tissue anterior repair, polypro-
pylene mesh augmentation of anterior vaginal wall prolapse
repair improves anatomic and some subjective outcomes but
is associated with increased morbidity (89). Vaginally
placed polypropylene mesh is associated with longer oper-
ating times and greater blood loss compared with native
tissue anterior repair (89, 90). In addition, the use of vagi-
nally placed polypropylene mesh is associated with an
increased risk of repeat surgery for prolapse, stress urinary
incontinence, and mesh exposure (composite outcome) (89).

< Is special training required to perform pelvic
organ prolapse procedures that use mesh or
biologic grafts?

Surgeons who perform POP surgery with biologic grafts
or synthetic mesh grafts should have training specifically
for these procedures and should be able to counsel patients
regarding the risk–benefit ratio for the use of mesh com-
pared with native tissue repair. There are unique risks and
complications associated with the use of mesh in surgeries
to treat POP. Special training regarding patient selection,
anatomy, surgical technique, postoperative care, and
management of complications is necessary for physicians
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who perform POP surgery using mesh or biologic grafts
(84, 90, 91). The American Urogynecologic Society has
published guidelines for training and privileging for the
performance of abdominal sacrocolpopexy and vaginal
mesh prolapse surgery (92, 93).

< Is it necessary to perform intraoperative cys-
toscopy during pelvic organ prolapse surgery?

Routine intraoperative cystoscopy during POP surgery is
recommended when the surgical procedure performed is
associated with a significant risk of injury to the bladder
or ureter. These procedures include suspension of the
vaginal apex to the uterosacral ligaments, sacrocolpo-
pexy, and anterior colporrhaphy and the placement of
mesh in the anterior and apical compartments (94, 95).

Intraoperative cystoscopy is performed after comple-
tion of POP repair while the patient is still under
anesthesia and should include a complete survey of the
bladder and assessment of efflux of urine from the ureteral
orifices. Identified issues such as no flow or reduced flow
from the ureter or an injury to the bladder should be
addressed intraoperatively. Delay in recognition of a uri-
nary tract injury may lead to increased morbidity (96).

< Are there effective pelvic organ prolapse sur-
gical treatment methods available for women
who prefer to avoid hysterectomy?

Women who desire surgical treatment of POP may
choose to avoid hysterectomy for a variety of reasons,
including preservation of fertility, maintenance of body
image, and beliefs about adverse effects on sexual
function (97–99). Alternatives to hysterectomy for the
surgical treatment of POP include hysteropexy (ie, uter-
ine suspension) and Le Fort colpocleisis.

Hysteropexy
Hysteropexy is a viable alternative to hysterectomy in
women with uterine prolapse, although there is less avail-
able evidence on safety and efficacy compared with
hysterectomy (99). Hysteropexy may be performed through
a vaginal incision by attaching the cervix to the sacrospinous
ligament with sutures (100) or mesh (101). Hysteropexy
also may be performed abdominally or laparoscopically
by placing a mesh or biologic graft from the cervix to the
anterior longitudinal ligament (99). Shortening the uterosac-
ral ligaments laparoscopically with or without robotic assis-
tance or by an abdominal incision also can be performed. A
2016 cohort study that compared laparoscopic sacral hyster-
opexy with vaginal mesh hysteropexy found that, at 1-year
follow-up, the two procedures had similar efficacy and no
significant differences in the rate of complications, blood
loss, or length of hospitalization (101).

Benefits of hysteropexy compared with total hysterec-
tomy include shorter operative time and a lower incidence
of mesh erosion if mesh augmentation is used. In
comparison, women with uterine prolapse who choose
hysterectomy will have a lower risk of uterine and cervical
cancer or any procedures that involve abnormalities of the
cervix or uterus (eg, endometrial biopsy). They will not
become pregnant and will not have uterine bleeding or pain.

Outcome data comparing hysterectomy with hyster-
opexy are not clear. In one study, vaginal hysterectomy for
the treatment of stage II or greater POP was associated
with a lower risk of recurrent prolapse than hysteropexy
(100). However, in a randomized trial that compared sac-
rospinous hysteropexy with vaginal hysterectomy and ute-
rosacral ligament vaginal vault suspension for stage 2 or
greater POP, sacrospinous hysteropexy was found to be
noninferior to vaginal hysterectomy (for anatomic recur-
rence of the apical compartment with bothersome bulge
symptoms or repeat surgery for recurrent apical prolapse):
sacrospinous hysteropexy 0% (n50) versus vaginal hys-
terectomy 4.0% (n54), a difference of 23.9% (95% CI,
28.6% to 0.79%) over 12 months (102). Longer-term
follow-up on this cohort of women is needed. Another
study that compared postoperative sexual function in
women who underwent hysteropexy with women who
underwent hysterectomy found no significant difference
between the two groups (98). There is little information
regarding pregnancy after uterine suspension (103).

Le Fort Colpocleisis
In women with POP who want to avoid hysterectomy or
who have significant comorbidities and no longer desire
vaginal coital function, a Le Fort colpocleisis is a thera-
peutic option. This is an effective treatment for POP with
a high success rate and high patient satisfaction. How-
ever, patients should be counseled that this surgery is
irreversible (77). For more information, see Are surgical
approaches available to treat pelvic organ prolapse in
women with medical comorbidities?)

< Can the occurrence of stress urinary inconti-
nence after surgery for pelvic organ prolapse
be anticipated and avoided?

All women with significant apical prolapse, anterior pro-
lapse, or both should have a preoperative evaluation for
occult stress urinary incontinence, with cough stress testing
or urodynamic testing with the prolapse reduced (104).
Some women will have a positive cough stress test result
only when their POP is in the reduced position. Prolapse
may obstruct the urethra or the urethra might kink from an
anterior vaginal wall prolapse. This could mask stress uri-
nary incontinence, which then may present after surgery. In
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women with bothersome POP and current stress urinary
incontinence symptoms, it is prudent to correct both disor-
ders to reduce persistent or worsening stress incontinence
after surgery. Because there is no single procedure that ade-
quately treats POP and urinary incontinence, two procedures
are done concomitantly. Thus, women with bothersome
stress urinary incontinence who are undergoing POP surgery
should consider having concomitant treatment for both dis-
orders. The type of continence procedure often is selected
based on the route of access for the prolapse repair (104).

Patients with POP but without stress urinary inconti-
nence who are undergoing either abdominal or vaginal
prolapse repair should be counseled that postoperative stress
urinary incontinence is more likely without a concomitant
continence procedure but that the risk of adverse effects is
increased with an additional procedure (104). Burch colpo-
suspension at the time of abdominal sacrocolpopexy and
retropubic midurethral sling at the time of vaginal surgery
for POP repair decrease the risk of postoperative stress uri-
nary incontinence in women without preoperative stress uri-
nary incontinence (104–106). In the CARE trial, women
with no reported preoperative stress urinary incontinence
who were undergoing open abdominal sacrocolpopexy for
prolapse repair were randomized to receive concomitant
Burch colposuspension or no continence procedure (105).
Fewer women who underwent concomitant Burch colposus-
pension had postoperative stress incontinence compared
with those who underwent sacrocolpopexy alone (34% ver-
sus 57%, P,.001). Similar results were found in the out-
comes after the Vaginal Prolapse Repair and Midurethral
Sling trial, which evaluated placement of a prophylactic
midurethral sling at the time of vaginal prolapse surgery
(106). Among the women who underwent prophylactic mid-
urethral sling placement at the time of vaginal surgery, 24%
developed stress urinary incontinence after surgery, com-
pared with 49% in those who underwent only POP surgery.

In women undergoing vaginal POP surgery, the risks
of complications from the stress urinary incontinence
surgery should be weighed against the risk of post-
operative stress urinary incontinence. Some practitioners
favor a staged approach in which women undergo stress
urinary incontinence surgery after POP surgery only if
they develop stress urinary incontinence. For more
information, see Practice Bulletin No. 155, Urinary
Incontinence in Women (104).

< What are the complications of pelvic organ
prolapse surgery, and how are they managed?

Complications after native tissue POP surgery include
bleeding, infection (typically urinary tract) and voiding
dysfunction (which usually is transient). Less common
complications include rectovaginal or vesicovaginal fistula,

ureteral injury, foreshortened vagina, or a restriction of the
vaginal caliber (21, 75). In the Operations and Pelvic Muscle
Training in the Management of Apical Support Loss trial,
dyspareunia was noted in 16% of women 24 months after
native tissue POP surgery (107). Changes in vaginal anat-
omy may lead to pelvic pain and pain with intercourse.
Fistula and ureteral injury require prompt referral to special-
ists with expertise in managing these conditions. A short
vagina or vaginal constriction after POP surgery often can
be managed with vaginal estrogen and progressive dilators
(108). If these management methods are not successful,
referral to a specialist who is experienced with surgical cor-
rection of postoperative POP complications is recommended.

There are unique complications associated with syn-
thetic mesh when they are used in POP surgery. These
include mesh contracture and erosion into the vagina,
urethra, bladder, and rectum. The rate of mesh erosion is
approximately 12% after vaginal mesh prolapse surgery
(41). When mesh is used for anterior vaginal wall prolapse
repair, there is an 11% risk of mesh erosion, with 7% of
these cases requiring surgical correction (89). The rate of
dyspareunia is approximately 9% after vaginal mesh pro-
lapse surgery (109). Multiple procedures often are required
to manage mesh-related complications (110). Referral to an
obstetrician–gynecologist with appropriate training and
experience, such as a female pelvic medicine and recon-
structive surgery specialist, is recommended for surgical
treatment of prolapse mesh complications. For more infor-
mation, see Committee Opinion No. 694, Management of
Mesh and Graft Complications in Gynecologic Surgery (87).

< How should recurrent pelvic organ prolapse
be managed?

Recurrence of POP is possible after any POP surgery.
Recurrence rates between 6% and 30% have been
reported (19). Women should be counseled about the risk
of recurrence before undergoing POP surgery.

Women who present with recurrent POP should
undergo counseling similar to that for women who present
with primary POP. It is helpful to review the preoperative
examination results and prior surgical reports. Many patients
may choose not to undergo a repeat surgery. They may
choose instead to monitor the prolapse or to use a pessary.

If a patient chooses to undergo surgery for recurrent
vaginal apex prolapse, abdominal sacrocolpopexy,
vaginal colpopexy with possible mesh or graft augmen-
tation, or colpocleisis may be considered if the patient
has failed a vaginal native tissue apical suspension. If the
surgeon is not comfortable performing these procedures,
referral of the patient to a surgeon who sub-specializes in
pelvic reconstructive surgery and can offer these proce-
dures is recommended.
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Summary of
Recommendations
and Conclusions
The following recommendations and conclusions are
based on good and consistent scientific evidence (Level A):

< Uterosacral and sacrospinous ligament suspension
for apical POP with native tissue are equally effec-
tive surgical treatments of POP, with comparable
anatomic, functional, and adverse outcomes.

< The use of synthetic mesh or biologic grafts in
transvaginal repair of posterior vaginal wall prolapse
does not improve outcomes.

< Compared with native tissue anterior repair, poly-
propylene mesh augmentation of anterior vaginal
wall prolapse repair improves anatomic and some
subjective outcomes but is associated with increased
morbidity.

The following recommendations and conclusions are based
on limited or inconsistent scientific evidence (Level B):

< Many women with POP on physical examination
do not report symptoms of POP. Treatment is
indicated only if prolapse is causing bothersome
bulge and pressure symptoms, sexual dysfunction,
lower urinary tract dysfunction, or defecatory
dysfunction.

< Women considering treatment of POP should be
offered a vaginal pessary as an alternative to surgery.

< Vaginal apex suspension should be performed at the
time of hysterectomy for uterine prolapse to reduce
the risk of recurrent POP.

< Abdominal sacrocolpopexy with synthetic mesh has
a lower risk of recurrent POP but is associated with
more complications than vaginal apex repair with
native tissue.

< Obliterative procedures––which narrow, shorten, or
completely close the vagina––are effective for the
treatment of POP and should be considered a first-
line surgical treatment for women with significant
medical comorbidities who do not desire future
vaginal intercourse or vaginal preservation.

< The use of synthetic mesh or biologic grafts in POP
surgery is associated with unique complications not
seen in POP repair with native tissue.

< Hysteropexy is a viable alternative to hysterectomy
in women with uterine prolapse, although there is
less available evidence on safety and efficacy com-
pared with hysterectomy.

The following recommendations are based primarily on
consensus and expert opinion (Level C):

< A POP-Q examination is recommended before
treatment for the objective evaluation and docu-
mentation of the extent of prolapse.

< A pessary should be considered for a woman with
symptomatic POP who wishes to become pregnant
in the future.

< Pelvic organ prolapse vaginal mesh repair should be
limited to high-risk individuals in whom the benefit
of mesh placement may justify the risk, such as in-
dividuals with recurrent prolapse (particularly of the
anterior or apical compartments) or with medical
comorbidities that preclude more invasive and
lengthier open and endoscopic procedures. Before
placement of synthetic mesh grafts in the anterior
vaginal wall, patients should provide their informed
consent after reviewing the benefits and risks of the
procedure and discussing alternative repairs.

< Surgeons who perform POP surgery with biologic
grafts or synthetic mesh grafts should have training
specifically for these procedures and should be able to
counsel patients regarding the risk–benefit ratio for the
use of mesh compared with native tissue repair.

< Routine intraoperative cystoscopy during POP surgery
is recommended when the surgical procedure per-
formed is associated with a significant risk of injury to
the bladder or ureter. These procedures include sus-
pension of the vaginal apex to the uterosacral liga-
ments, sacrocolpopexy, and anterior colporrhaphy and
the placement of mesh in the anterior and apical
compartments.

< All women with significant apical prolapse, anterior
prolapse, or both should have a preoperative evaluation
for occult stress urinary incontinence, with cough stress
testing or urodynamic testing with the prolapse reduced.

< Patients with POP but without stress urinary incon-
tinence who are undergoing either abdominal or
vaginal prolapse repair should be counseled that
postoperative stress urinary incontinence is more
likely without a concomitant continence procedure
but that the risk of adverse effects is increased with
an additional procedure.
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The MEDLINE database, the Cochrane Library, and the
American College of Obstetricians and Gynecologists’
own internal resources and documents were used to
conduct a literature search to locate relevant articles
published between January 2000 and October 2016. The
search was restricted to articles published in the English
language. Priority was given to articles reporting results of
original research, although review articles and commen-
taries also were consulted. Abstracts of research presented
at symposia and scientific conferences were not consid-
ered adequate for inclusion in this document. Guidelines
published by organizations or institutions such as the
National Institutes of Health and the American College
of Obstetricians and Gynecologists were reviewed, and
additional studies were located by reviewing bibliographies
of identified articles. When reliable research was not avail-
able, expert opinions from obstetrician–gynecologists were
used.

Studies were reviewed and evaluated for quality according
to the method outlined by the U.S. Preventive Services
Task Force:

I Evidence obtained from at least one properly de-
signed randomized controlled trial.

II-1 Evidence obtained from well-designed controlled
trials without randomization.

II-2 Evidence obtained from well-designed cohort or
case–control analytic studies, preferably from
more than one center or research group.

II-3 Evidence obtained from multiple time series with
or without the intervention. Dramatic results in
uncontrolled experiments also could be regarded
as this type of evidence.

III Opinions of respected authorities, based on clinical
experience, descriptive studies, or reports of expert
committees.

Based on the highest level of evidence found in the data,
recommendations are provided and graded according to
the following categories:

Level A—Recommendations are based on good and
consistent scientific evidence.

Level B—Recommendations are based on limited or
inconsistent scientific evidence.

Level C—Recommendations are based primarily on
consensus and expert opinion.
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This information is designed as an educational resource to aid clinicians in providing obstetric and gynecologic care, and use
of this information is voluntary. This information should not be considered as inclusive of all proper treatments or methods of
care or as a statement of the standard of care. It is not intended to substitute for the independent professional judgment of the
treating clinician. Variations in practice may be warranted when, in the reasonable judgment of the treating clinician, such
course of action is indicated by the condition of the patient, limitations of available resources, or advances in knowledge or
technology. The American College of Obstetricians and Gynecologists reviews its publications regularly; however, its
publications may not reflect the most recent evidence. Any updates to this document can be found on acog.org or by calling
the ACOG Resource Center.

While ACOG makes every effort to present accurate and reliable information, this publication is provided “as is” without any
warranty of accuracy, reliability, or otherwise, either express or implied. ACOG does not guarantee, warrant, or endorse the
products or services of any firm, organization, or person. Neither ACOG nor its officers, directors, members, employees, or agents
will be liable for any loss, damage, or claim with respect to any liabilities, including direct, special, indirect, or consequential
damages, incurred in connection with this publication or reliance on the information presented.
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Physician Sexual Misconduct 

Report and Recommendations of the FSMB Workgroup on Physician Sexual Misconduct 

Adopted as policy by the Federation of State Medical Boards 

May 2020 

Section 1: Introduction and Workgroup Charge 

The relationship between a physician and patient is inherently imbalanced. The knowledge, skills 

and training statutorily required of all physicians puts them in a position of power in relation to 

the patient. The patient, in turn, often enters the therapeutic relationship from a position of 

vulnerability due to illness, suffering, and a need to divulge deeply personal information and 

subject themselves to intimate physical examination. This vulnerability is further heightened in 

light of the patient’s trust in their physician, who has been granted the power to deliver care, 

prescribe needed treatment and refer for appropriate specialty consultation. 

It is critical that physicians act in a manner that promotes mutual trust with patients to enable the 

delivery of quality health care. When there is a violation of that relationship through sexual 

misconduct, such behavior and actions can have a profound, enduring and traumatic impact on 

the individual being exploited, their family, the public at large, and the medical profession as a 

whole. Properly and effectively addressing sexual misconduct by physicians through sensible 

standards and expectations of professionalism, including preventive education, as well as 

through meaningful disciplinary action and law enforcement when required, is therefore a 

paradigmatic expression of self-regulation and its more modern iteration, shared regulation. 

In May of 2017, Patricia King, M.D., PhD., Chair at the time of the Federation of State Medical 

Boards (FSMB), created and led a Workgroup on Physician Sexual Misconduct (hereafter 

referred to as “the Workgroup”), and charged its members with 1) collecting and reviewing 

available disciplinary data, including incidence and spectrum of severity of behaviors and 

sanctions, related to sexual misconduct; 2) identifying and evaluating barriers to reporting sexual 

misconduct to state medical boards, including, but not limited to, the impact of state 

confidentiality laws, state administrative codes and procedures, investigative procedures, and 

cooperation with law enforcement on the reporting and prosecution/adjudication of sexual 

misconduct; 3) evaluating the impact of state medical board public outreach on reporting; 4) 

reviewing the FSMB’s 2006 policy statement, Addressing Sexual Boundaries: Guidelines for 

State Medical Boards, and revising, amending or replacing it, as appropriate; and 5) assessing 

the prevalence of sexual boundary/harassment training in undergraduate and graduate medical 

education and developing recommendations and/or resources to address gaps. 

In carrying out its charge, the Workgroup adopted a broad lens with which to scrutinize not only 

the current practices of state medical boards and other professional regulatory authorities in the 

United States and abroad, but also elements of professional culture within American medicine, 

including notions of professionalism, expectations related to reporting instances of misconduct or 
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impropriety, evolving public expectations of the medical profession, and the impact of trauma on 

survivors of sexual misconduct. In analyzing these issues, the Workgroup benefited 

tremendously from discussions with several of the FSMB’s partner organizations and 

stakeholders that also have a role in addressing the issue of physician sexual misconduct. The 

Workgroup extends its thanks, in particular, to the American Association of Colleges of 

Osteopathic Medicine (AACOM), Association of American Medical Colleges (AAMC), Student 

Osteopathic Medical Association (SOMA), Australian Health Practitioner Regulation Agency 

(AHPRA), American Medical Association (AMA), American Medical Women’s Association 

(AMWA), American Osteopathic Association (AOA), Council of Medical Specialty Societies 

(CMSS), Federation of Medical Regulatory Authorities of Canada (FMRAC), Federation of 

State Physician Health Programs (FSPHP), several provincial medical regulatory colleges from 

Canada, subject matter experts from Justice3D, PBI Education, and additional physician experts, 

and especially the victim and survivor advocates who bravely shared their experiences with 

Workgroup members. This report has been enriched by these partners’ valuable contributions.  

 

A call for cultural change 

 

The Workgroup acknowledged the importance of the environment and culture, from medical 

school to practice, for the development of and commitment to positive professional values and 

behaviors in medicine. In this regard, the Workgroup also acknowledged the existence of several 

highly problematic aspects of sexual misconduct in medical education and practice, many of 

which permeate the prevailing culture of medicine and self-regulation. The National Academies 

of Sciences report that organizational culture plays a primary role in enabling harassment and 

that sexually harassing behaviors are not typically isolated incidents.1 Medical students and 

trainees who are subjected to environments in which harassment is accepted suffer not only as 

victims, but may also be undermined in their educational and professional attainment, resulting 

in loss of talent for the profession. To the extent that a culture that is permissive of sexual 

harassment results in perceived license to engage in such conduct oneself, patients are ultimately 

put at risk of dire consequences. Permissive environments could also reduce the likelihood that 

bystanders will feel responsibility to report misconduct.  

 

Beyond the many instances, both reported and unreported, of sexual assault and boundary 

violations, concerns about sexual misconduct in medicine include various aspects of the 

investigative and adjudicatory processes designed to address them; the professional 

responsibility of health care practitioners to report suspected instances of sexual misconduct and 

patient harm; variation in state medical board policies and processes, as well as in state laws; 

transparency of state medical board processes and actions; a widespread need for education and 

training among medical regulators, board investigators, attorneys, and law enforcement 

personnel about trauma and how it might impact complainant accounts and the investigative 

process; and challenges posed for decisions about re-entry to practice and remediation.  

 

This report summarizes these problematic elements so that they may be more widely appreciated, 

while offering potential solutions and strategies for state medical boards to consider for their 

 
1 National Academies of Sciences, Engineering, and Medicine. 2018. Sexual Harassment of Women: Climate, 

Culture, and Consequences in Academic Sciences, Engineering, and Medicine. Washington, DC: The National 

Academies Press. doi: https://doi.org/10.17226/24994. 
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jurisdictions. It aspires to provide best practice recommendations and highlight existing 

strategies and available tools to allow boards, including board members, executive directors, 

staff, and attorneys, to best protect the public while working within their established frameworks 

and resources.  The report also advocates for an educational focus to change and improve 

culture, awareness, and behaviors across the continuum of medical education and practice, so as 

to improve care for and protection of patients.   

 

 

Section 2: Principles 

 

The analysis in this report is informed by the following principles: 

• Trust: The physician-patient relationship is built upon trust, understood as a confident 

belief on the part of the patient in the moral character and competence of their physician.2 

In order to safeguard this trust, the physician must act and make treatment decisions that 

are in the best interests of the patient at all times. 

• Professionalism: The avoidance of sexual relationships with patients has been a principle 

of professionalism since at least the time of Hippocrates. Professional expectations still 

dictate today that sexual contact or harassment of any sort between a physician and 

patient is unacceptable.  

• Fairness: The principle of fairness applies to victims (also sometimes described as 

survivors) of sexual misconduct, who must be granted fair treatment throughout the 

regulatory process and be afforded opportunities to seek justice for wrongful conduct 

committed against them. Fairness also applies to physicians who are subjects of 

complaints in that they must be granted due process in investigative and adjudicatory 

processes; proportionality should be considered in disciplinary actions. 

• Transparency: The actions and processes of state medical boards are designed in the 

public interest to regulate the medical profession and protect patients from harm. As 

such, the public has a right to information about these processes and the bases of 

regulatory decisions. 

 

 

Section 3: Terminology: 

 

Sexual Misconduct: 

 

For the purposes of this report, physician sexual misconduct is understood as behavior that 

exploits the physician-patient relationship in a sexual way. Sexual behavior between a physician 

and a patient is never diagnostic or therapeutic. This behavior may be verbal or physical, can 

occur in person or virtually,3 and may include expressions of thoughts and feelings or gestures 

that are of a sexual nature or that a patient or surrogate4 may reasonably construe as sexual. 

Hereinafter, the term “patient” includes the patient and/or patient surrogate.  

 
2 Beauchamp T and Childress J., (2001) Principles of Biomedical Ethics, 5th ed., 34. 

3 Federation of State Medical Boards, Social Media and Electronic Communication, 2019. 

4 Surrogates are those individuals closely involved in patients’ medical decision-making and care and include 

spouses or partners, parents, guardians, and/or other individuals involved in the care of and/or decision-making for 

the patient. 
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Physician sexual misconduct often takes place along a continuum of escalating severity. This 

continuum comprises a variety of behaviors, sometimes beginning with “grooming” behaviors 

which may not necessarily constitute misconduct on their own, but are precursors to other, more 

severe violations. Grooming behaviors may include gift-giving, special treatment, sharing of 

personal information or other acts or expressions that are meant to gain a patient’s trust and 

acquiescence to subsequent abuse.5 When the patient is a child, adolescent or teenager, the 

patient’s parents may also be groomed to gauge whether an opportunity for sexual abuse exists. 

 

More severe forms of misconduct include sexually inappropriate or improper gestures or 

language that are seductive, sexually suggestive, disrespectful of patient privacy, or sexually 

demeaning to a patient. These may not necessarily involve physical contact, but can have the 

effect of embarrassing, shaming, humiliating or demeaning the patient. Instances of such sexual 

impropriety can take place in person, online, by mail, by phone, and through texting. 

 

Additional examples of sexual misconduct involve physical contact, such as performing an 

intimate examination on a patient with or without gloves and without clinical justification or 

explanation of its necessity, and without obtaining informed consent. 

 

The severity of sexual misconduct increases when physical contact takes place between a 

physician and patient and is explicitly sexual or may be reasonably interpreted as sexual, even if 

initiated by the patient. So-called “romantic” behavior between a physician and a patient is never 

appropriate, regardless of the appearance of consent on the part of the patient. Such behavior 

would at least constitute grooming, depending on the nature of the behavior, if not actual sexual 

misconduct, and should be labeled as such. 

 

The term “sexual assault” refers to any type of sexual activity or contact without consent (such as 

through physical force, threats of force, coercion, manipulation, imposition of power, etc., or 

circumstances where a person lacks the capacity to provide consent due to age or other 

circumstances) and may be used in investigations where there is a need to emphasize the severity 

of the misconduct and related trauma. Sexual assault is a criminal or civil violation and should 

typically be handled in concert with law enforcement. Sexual assault should be reported to law 

enforcement immediately, except in cases where reporting would contravene the wishes of an 

adult complainant and non-reporting in such an instance is permitted by applicable state law. 

 

While the legal term “sexual boundary violation” is a way of denoting the breach of an 

imaginary line that exists between the doctor and patient or surrogate, and is commonly used in 

medical regulatory discussions, the members of the Workgroup felt that it was an overly broad 

term that may encompass everything from isolated instances of inappropriate communication to 

sexual misconduct and outright sexual assault. Thus, this report avoids the term in favor of more 

specific terms. 

 

 

 
5 American Academy of Pediatrics “Protecting Children from Sexual Abuse by Health Care Providers,” Committee 

on Child Abuse and Neglect, 2010-2011, Published in Pediatrics, August 2011, Vol. 128, Issue 2. 
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Trauma: 

 

For the purposes of this report, the definition of trauma provided by the Substance Abuse and 

Mental Health Services Administration (SAMHSA) is used:  

 

“Individual trauma results from an event, series of events, or set of circumstances that is 

experienced by an individual as physically or emotionally harmful or life threatening and that has 

lasting adverse effects on the individual’s functioning and mental, physical, social, emotional, or 

spiritual well-being.”6 

 

According to SAMHSA, “a program, organization, or system that is trauma-informed realizes 

the widespread impact of trauma and understands potential paths for recovery; recognizes the 

signs and symptoms of trauma in clients, families, staff, and others involved with the system; and 

responds by fully integrating knowledge about trauma into policies, procedures, and practices, 

and seeks to actively resist re-traumatization.”7 

 

Patient: 

 

A patient is understood as an individual with whom a physician is involved in a care and 

treatment capacity within a legally defined and professional physician-patient relationship.  

 

Physician: 

 

While this report primarily addresses physician licensees, the content and recommendations 

should be viewed as applying to all health professionals licensed by member boards of the 

FSMB, as well as other members of the health care team, including medical students. 

 

 

Section 4: Patient Rights and Expectations for Professional Conduct in the Physician-

Patient Encounter 

 

Communication and Patient Education 

 

Communication between a physician and patient should occur throughout any examination or 

procedure (provided the patient is not under general anesthetic during the procedure), including 

conveying the medical necessity, what the examination or procedure will involve, any discomfort 

the patient might experience, the benefits and risks, and any findings. This is especially 

important during the performance of an intimate examination. This not only lays out the 

parameters of the interaction for both parties; it may also help minimize the possibility that the 

patient will misinterpret the physician’s actions. 

 

 
6 Substance Abuse and Mental Health Services Administration. SAMHSA’s Concept of Trauma and Guidance for a 

Trauma-Informed Approach. HHS Publication No. (SMA) 14-4884. Rockville, MD: Substance Abuse and Mental 

Health Services Administration, 2014.  

7 Id. Emphasis added. 
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The use of educational resources to educate patients about what is normal and expected during 

medical examinations and procedures is encouraged and should be provided by both physicians 

and state medical boards. 

 

Informed Consent and Shared Decision-Making 

 

The informed consent process can be a useful way of helping a patient understand the intimate 

nature of a proposed examination, as well as its medical necessity. The informed consent process 

should include, at a minimum, an explanation, discussion, and comparison of treatment options 

with the patient, including a discussion of any risks involved with proposed procedures; an 

assessment of the patient’s values and preferences; arrival at a decision in partnership with the 

patient; and an evaluation of the patient’s decision in partnership with the patient. This process 

must be documented in the patient’s medical record. 

 

Where possible, the consent process should take place well in advance of any procedure so that 

the patient has an opportunity to consider the proposed procedure in the absence of competing 

considerations about cancellation or rescheduling. Requiring decisions at the point of care puts 

patients at a disadvantage because they may not have time to consider what is being proposed 

and what it means for themselves and their values. However, it is recognized that obtaining 

consent well in advance is not always possible for urgent, emergency, or same-day procedures. 

The consent process should also include information about the effects of anaesthesia, including 

the possibility of amnesia, because these can be particularly problematic with respect to sexual 

misconduct. Use of understandable (lay, or common) language during the consent process is 

essential.  

 

In instances where a patient is unable to provide consent to a pelvic or otherwise intimate 

examination due to the presence of anesthesia or for any other reason, an intimate examination 

should only be performed when it is medically necessary. Intimate examinations must never be 

performed for purely educational purposes when consent cannot be obtained. 

 

 

Section 5: Complaints and the Duty to Report 

 

In order for state medical boards to effectively address instances of sexual misconduct, they must 

have access to relevant information about licensees that have harmed or pose a significant risk of 

harming patients. The complaints process and physicians’ professional duty to report instances of 

sexual misconduct are therefore central to a regulatory board’s ability to protect patients.8 

 

Complaints and Barriers to Complaints 

 

It is essential for patients or their surrogates to be able to file complaints about their physicians to 

state medical boards in order that licensees who pose a threat to patients may be investigated and 

appropriate action taken. However, studies have estimated that sexual misconduct by physicians 

 
8 Additional reporting to entities other than state medical boards may also be warranted for purposes of patient 

protection, including law enforcement, hospital or medical staff administration, and medical school or residency 

program directors and supervisors. 
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is significantly under reported, and several challenges which may dissuade patients from filing 

complaints must be overcome.9 These include distrust in the ability or willingness of institutions 

such as state medical boards, hospitals and other health care organizations to take action in 

instances of sexual misconduct; fear of abandonment or retaliation by the physician; societal or 

personal factors related to stigma, shame, embarrassment and not wanting to relive a traumatic 

event; a lack of awareness about the role of state medical boards and how to file complaints; or 

uncertainty that what has transpired is, indeed, unprofessional and unethical.  

 

State medical boards can play an important role in providing clarity about the complaints process 

by providing information to the public about the process itself and how, why, and when to file a 

complaint. Recommended methods for optimizing the complaints process include: 

 

• Providing the option to file complaints via multiple channels, including in writing, by 

telephone, email, or through online forms 

• Making the process accessible to patients with information about filing complaints that is 

clearly posted on state medical board websites 

• Ensuring that information about the complaints process is made available via translation 

for complainants who do not speak English 

 

State medical boards, the FSMB and its partner organizations representing medical specialties 

whose members perform intimate examinations and procedures may also wish to provide 

education for patients on topics such as:  

 

• The types of behavior that should be expected of physicians 

• Types of behavior that might warrant a complaint 

• What to do in the event that a physician’s actions make a patient uncomfortable 

• Circumstances that would warrant a report directly to law enforcement 

 

State medical boards can also restore public trust and confidence in the complaints process by 

demonstrating swift and appropriate action on verified complaints. 

 

The ability to file a complaint anonymously may be especially important in instances of sexual 

misconduct. The trauma and fear associated with sexual misconduct can pose barriers to 

legitimate complaints, especially when anonymity is not granted. While the ability of 

complainants to remain anonymous to the general public is recommended, complainant 

anonymity to the state medical board may not be possible. 

 

State medical boards should address complaints related to sexual misconduct as quickly as 

possible for the benefit and protection of the complainant and other patients. Initial stages of 

investigations should be expedited to determine whether there is a high likelihood of imminent 

risk to the public, meriting steps to modify or cease practice while the investigation is completed. 

 

 
9 Dubois J, et al. Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory Analysis of 101 Cases. 

Sexual Abuse 2019, Vol. 31(5) 503–523 
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State medical board staff and board investigators of administrative complaints are encouraged to 

communicate frequently with complainants throughout the complaint and investigative processes 

and to ask complainants about their preferred mode and frequency of communication, as well as 

their expectations from the process. Where possible, boards should consider having a patient 

liaison or navigator on staff who would be specially trained to provide one-on-one support to 

complainants and their families. 

 

Duty to Report 

 

In a complaint-based medical regulatory system, it is imperative that state medical boards have 

access to the information they require to effectively protect patients.10 In addition to a robust 

complaints process, it is therefore essential that patients, physicians and everyone involved in 

healthcare speak up whenever something unusual, unsafe or inappropriate occurs. All members 

of the healthcare team, as well as institutions, including state medical boards, hospitals and 

private medical clinics also have a legal as well as an ethical duty to report instances of sexual 

misconduct and other serious patient safety issues and events. This duty extends beyond 

physician-patient encounters to reporting inappropriate behavior in interactions with other 

members of the healthcare team, and in the learning environment. 

 

Early reporting of sexual misconduct is critical. This includes reporting of those forms of 

misconduct at the less egregious end of the spectrum that fall under potential grooming 

behaviors. Evidence indicates that less egregious violations that go unreported frequently lead to 

more egregious ones. Less egregious acts and grooming behaviors are almost always committed 

in private or after hours where they cannot be witnessed by parties external to the physician-

patient encounter and therefore go unreported. Early reporting is therefore one of the only ways 

in which sexual misconduct with patients can be prevented from impacting more patients.  

 

The ethical duty to report has proven insufficient in recent years, however, to provide the 

information state medical boards must have to stop or prevent licensees from engaging in sexual 

misconduct. There are likely several factors that inhibit reporting, including the corporatization 

of medical practice, which has led many institutions to deal with instances of misconduct 

internally. While corporatization increases accountability for many physicians and internal 

processes may be effective in addressing some types of sexual misconduct, it can also cause 

some institutions to neglect required reporting and the need for transparency. Physicians may 

also avoid reporting because of the moral distress and discomfort some physicians feel when 

asked to report their colleagues, and the impracticality of reporting where power dynamics exist 

and where stakes are high for reporters.  

 

Thus, rather than relying on professional or ethical duties alone, alternative strategies and 

approaches should be considered. State medical boards should have the ability to levy fines 

against institutions for failing to report instances of egregious conduct. While many boards 

already have statutory ability to do so, they are reluctant to engage in legal proceedings with 

hospitals or other institutions with far greater resources at their disposal. An ability to publicize 

reasons for levying fines may also be helpful as the reputational risk to an institution could 

provide added incentives to report. 

 
10 Federation of State Medical Boards, Position Statement on Duty to Report, 2016. 
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Results of hospital and health system peer review processes should also be shared with state 

medical boards when sexual misconduct is involved. This type of conduct is fundamentally 

different from other types of peer review data related to performance and aimed at quality 

improvement and, while still relevant to medical practice, should be subject to different rules 

regarding reporting. Hospitals should also be required to report to state medical boards instances 

where employed physicians have been dismissed or are forced to resign due to concerns related 

to sexual misconduct. 

 

Boards should have the authority to impose disciplinary action on licensees for failure to report. 

Where such authority does not currently exist, legislative change may be sought.11 Language 

used in state laws describing when reporting is mandatory varies and can include “actual 

knowledge” of an event, “reasonable cause” to believe that an event occurred, “reasonable 

belief,” “first-hand knowledge,” and “reasonable probability” (as distinguished from “mere 

probability”).12 Despite the variance in language, the theme of reasonability runs throughout. If it 

is reasonable to believe that misconduct occurred, this should be reported to the state medical 

board and, in most instances, to law enforcement. 

 

Reporting to Law Enforcement 

 

There is variability in state laws that address when state medical boards are required to report 

instances of sexual misconduct to law enforcement. Despite this variability, best practices dictate 

that boards have a duty to report to law enforcement anytime they become aware of sexual 

misconduct or instances of criminal behavior. When reporting requirements are unclear, 

consultation with a board attorney is recommended, but boards are encouraged to err on the side 

of reporting. Protocols and consensus can also be established in collaboration with law 

enforcement to help clarify reporting requirements. This can also help to clarify circumstances 

where law enforcement should report instances of physician sexual misconduct to state medical 

boards. 

 

In limited circumstances, boards may choose not to report to law enforcement. These may 

involve less egregious forms of sexual misconduct such as inappropriate speech or include 

circumstances where a complainant requests that law enforcement not be notified, as long as 

there is no law establishing a mandatory reporting requirement. Wishes of complainants should 

be respected in such circumstances, as victims may be at different stages of coming to terms with 

the trauma they’ve experienced. However, reporting to law enforcement must occur for any 

instance of child abuse, abuse of a minor, and abuse of a dependent adult, regardless of whether 

the complainant wants reporting to occur. In any instance where reporting sexual misconduct to 

law enforcement is considered, especially in instances where a decision is made not to report, a 

clear rationale for the board’s decision should be documented. Boards can also facilitate the 

reporting process for patients by offering assistance or educational resources about the reporting 

process and relevant contact information. 

 

 
11 See, e.g., N.C. Gen. Stat. § 90-5.4 

12 Starr, Kristopher T Reporting a Physician Colleague for Unsafe Practice: What’s the Law? 

Nursing2019: February 2016 - Volume 46 - Issue 2 - p 14 
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Cultivating Professionalism 

 

Empowering physicians and physicians in training to report violations of professional standards 

is essential given the barriers posed by the hierarchical structure of most health care 

institutions.13 Those in a position to observe and report sexual misconduct should be protected 

from retaliation and adverse consequences for medical school matriculation, training positions, 

careers or promotions. Cultivating positive behavior through role modelling and establishing 

clear guidance based on the values of the profession is the responsibility of multiple parties, not 

the state medical board alone. A broader notion of professionalism should be adopted that goes 

beyond expectations for acceptable conduct to include a duty to identify instances of risk or harm 

to patients, thereby making non-reporting professionally unacceptable. Physicians who fail to 

report known instances of sexual misconduct should be liable for sanction by their state medical 

board for the breach of their professional duty to report. 

 

Unscrupulous, frivolous or vexatious reporting motivated by competition or personal animus is 

counterproductive to fulfilling this notion of professionalism and protecting the public, so should 

be met with disciplinary action. Processes for reporting and complaints should be normalized by 

making them a core component of medical professionalism, rather than a burdensome 

responsibility that befalls particular unfortunate individuals. This may help physicians feel less 

like investigators and more like responsible stewards of professional values. Those physicians 

and other individuals who do report in good faith should be protected from retaliation through 

whistleblower legislation and given the option to remain anonymous.   

 

 

Section 6: Investigations  

 

State Medical Board Authority  

 

It is imperative that state medical boards have sufficient statutory authority to investigate 

complaints and any reported allegations of sexual misconduct. State medical boards should place 

a high priority on the investigation of complaints of sexual misconduct due to patient 

vulnerability unique to such cases. The purpose of the investigation is to determine whether the 

report can be substantiated in order to collect sufficient facts and information for the board to 

make an informed decision as to how to proceed. If the state medical board’s investigation 

indicates a reasonable probability that the physician has engaged in sexual misconduct, the state 

medical board should exercise its authority to intervene and take appropriate action to ensure the 

protection of the patient and the public at large.  

 

Each complaint should be investigated and judged on its own merits. Where permitted by state 

law, the investigation should include a review of previous complaints to identify any such 

patterns of behavior, including malpractice claims and settlements. In the event that such patterns 

are identified early in the investigation, or the physician has been the subject of sufficient 

previous complaints to suggest a high likelihood that the physician presents a risk to future 

 
13 Dubois J. et al. Preventing Egregious Ethical Violations in Medical Practice, Evidence-Informed 

Recommendations from a Multidisciplinary Working Group. Journal of Medical Regulation 2018, Vol.104(4), 23-

31. 
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patients, or in the event of evidence supporting a single egregious misconduct event, the state 

medical board should have the authority to impose terms or limitations, including suspension, on 

the physician’s license prior to the completion of the investigation.  

 

The investigation of all complaints involving sexual misconduct should include interviews with 

the physician, complainant(s) and/or patient and/or patient surrogate. The investigation may 

include an interview with a current or subsequent treating practitioner of the patient and/or 

patient surrogate; colleagues, staff and other persons at the physician’s office or worksite; and 

persons that the patient may have told of the misconduct. Physical evidence and police reports 

can also be valuable in providing a more complete understanding of events.  

 

In many states, a complaint may not be filed against a physician for an activity that occurred 

beyond a certain time threshold in the past. There is a growing trend among state legislatures in 

recent years to extend or remove the statute of limitations in cases of rape, sexual assault and 

other forms of sexual misconduct. Given the impact that trauma can have on a victim of sexual 

misconduct, the length of time that it may take to understand that a violation has occurred, to 

come to terms with it, or be willing to relive the circumstances as part of the complaints process, 

the members of the Workgroup feel that no limit should be placed on the amount of time that can 

elapse between when an act of misconduct occurred and when a complaint can be filed. 

 

Trauma-Informed Investigations 

 

Because of the delicate nature of complaints of sexual misconduct and the potential trauma 

associated with it, state medical boards should have special procedures in place for interviewing 

and interacting with such complainants and adjudicating their cases. In cases involving trauma, 

emotions may not appear to match the circumstances of the complaint, seemingly salient details 

may be unreported or unknown to the complainant, and the description of events may not be 

recounted in linear fashion. Symptoms of trauma may therefore be falsely interpreted as signs of 

deception by board investigators or those adjudicating cases. 

 

Professionals who are appropriately trained and certified in the area of sexual misconduct and 

victim trauma should conduct the state medical board’s investigation and subsequent 

intervention whenever possible. Best practices in this area suggest that board members and staff 

should undergo specialized training in victim trauma. It is further recommended that all board 

staff who work with complainants in cases involving sexual misconduct undergo this training to 

develop an understanding of how complainants’ accounts in cases involving trauma can differ 

from other types of cases. This can inform reasonable expectations on behalf of those 

investigating and adjudicating these cases and help eliminate biases. The FSMB and state 

medical boards should work to identify and ensure the availability of high-quality training in 

trauma and a trauma-informed approach to investigations. While a greater understanding of 

victim trauma is a priority, additional training in implicit bias related to gender, gender identity, 

race, and ethnicity would also help ensure fair and comfortable processes for victims. 

 

Where state medical boards have access to investigators of different genders, boards should seek 

the complainant’s preference regarding the gender of investigators and assign them accordingly. 

State medical boards should also allow inclusion of patient advocates in the interview process 

NSBME 0191



and treat potential victims (survivors) with empathy, humanity, and in a manner that encourages 

healing. Questioning of both complainants and physicians should take the form of an 

information-gathering activity, not an aggressive cross-examination.  

 

 

Section 7: Comprehensive Evaluation  

 

State medical boards regularly use diagnostic evaluations for health professionals who may have 

a physical or mental impairment. Similarly, the use of diagnostic evaluations when handling a 

complaint regarding sexual misconduct provides significant information that may not otherwise 

be revealed during the initial phase of the investigation. A comprehensive evaluation may be 

valuable to the board’s ability to assess future risk to patient safety.  

 

A comprehensive evaluation is not meant to determine findings of fact. Rather, its purpose is to: 

• assess and define the nature and scope of the physician’s behavior,  

• identify any contributing illness, impairment, or underlying conditions that may have 

predisposed the physician to engage in sexual misconduct or that might put future 

patients at risk,  

• assist in determining whether a longstanding maladaptive pattern of inappropriate 

behavior exists, and 

• make treatment recommendations if rehabilitative potential is established. 

 

If its investigation reveals a high probability that sexual misconduct has occurred, the state 

medical board should have the authority to order an evaluation of the physician and the physician 

must be required to consent to the release to the board all information gathered as a result of the 

evaluation. The evaluation of the physician follows the investigation/intervention process but 

precedes a formal hearing.  

 

The evaluation of a physician for sexual misconduct is complex and may require a 

multidisciplinary approach. Where appropriate, it should also include conclusions about fitness 

to practice. 

 

 

Section 8: Hearings  

 

Following investigation and evaluation (if appropriate), the state medical board should determine 

whether sufficient evidence exists to proceed with formal charges against the physician. In most 

jurisdictions, initiation of formal charges is public and will result in an administrative hearing 

unless the matter is settled.  

 

Initiation of Charges  

 

In assessing whether sufficient evidence exists to support a finding that sexual misconduct has 

occurred, corroboration of a patient’s testimony should not be required. Although establishing a 

pattern of sexual misconduct may be significant, a single case is sufficient to proceed with a 
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formal hearing. State medical boards should have the authority to amend formal charges to 

include additional complainants identified prior to the conclusion of the hearing process.  

 

Open vs Closed Hearings  

 

If state medical boards are required, by statute, to conduct all hearings in public, including cases 

of sexual misconduct, many patients may be hesitant to come forward in a public forum and 

relate the factual details of what occurred. State medical boards should have the statutory 

authority to close the hearing during testimony which may reveal the identity of the patient. 

Where closing a hearing is not possible, great care should be taken to deidentify any personally 

identifying or sensitive information in transcripts and medical records. The decision to close the 

hearing, in part or in full, should be at the discretion of the board. Neither the physician nor the 

witness should control this decision. Boards should allow the patient the option of having 

support persons available during both open and closed hearings.  

 

Patient Confidentiality  

 

Complaints regarding sexual misconduct are highly sensitive. Therefore, enhanced attention 

must be given to protecting a patient’s identity, including during board discussion, so that 

patients are not discouraged from coming forward with legitimate complaints against physicians. 

State medical boards should have statutory authority to ensure nondisclosure of the patient’s 

identity to the public. This authority should include the ability to delete from final public orders 

any patient identifiable information.  

 

Testimony  

 

Sexual misconduct cases involve complex issues; therefore, state medical boards may consider 

the use of one or more expert witnesses to fully develop the issues in question and to define 

professional standards of care for the record. Additionally, the evaluating/treating physician or 

mental health care practitioners providing assessment and/or treatment to the respondent 

physician may be called as witnesses. The evaluating clinician may provide details of treatment, 

diagnosis and prognosis, especially the level of insight and change by the practitioner. Also, a 

current or subsequent treating practitioner of the patient, especially a mental health provider, 

may be called as a witness. All these witnesses may provide insight into factors that led to the 

alleged sexual misconduct, an opinion regarding the level of harm incurred by the patient, and 

describe the physician’s rehabilitative potential and risk for recidivism.  

 

Implicit Bias 

 

In any case that comes before a state medical board, it is important for those responsible for 

adjudicating the case to be mindful of any personal bias that may impact their review and 

adjudication. Bias can be particularly strong where board members themselves have been victims 

of sexual assault or have been subject to previous accusations regarding sexual misconduct. Bias 

may even influence the decisions of state medical board members by virtue of their being 
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physicians themselves. Training about implicit bias is recommended for board members and staff 

in order to help identify implicit bias and mitigate the impact it may have on their work.14 

 

Diverse representation on state medical boards in terms of gender, age, and ethnicity is important 

for ensuring balanced discussion and decisions. The inclusion of public members on state 

medical boards can also contribute to the reduction of bias in adjudication, while also amplifying 

the patient perspective through commitment to the priorities and interests of the public.15 In order 

to ensure effective and meaningful participation from public members, appropriate orientation 

and education about their role should occur. 

 

 

Section 9: Discipline  

 

State medical boards have a broad range of disciplinary responses available to them that are 

designed to protect the public. Upon a finding of sexual misconduct, the board should take 

appropriate action and impose one or more sanctions reflecting the severity of the conduct and 

potential risk to patients. Essential elements of any board action include a list of mitigating and 

aggravating factors, an explanation of the violation in plain language, clear and understandable 

terms of the sanction, and an explanation of the consequences associated with non-compliance. 

 

Findings of even a single case of sexual misconduct are often sufficiently egregious as to warrant 

revocation of a physician’s medical license. Certain serious forms of unprofessional conduct 

should presumptively provide the basis for revocation of a license in order to protect the public. 

Misconduct in this class would include sexual assault, conduct amounting to crimes related to 

sex, regardless of whether charged or convicted, or egregious acts of a sexual nature. State 

medical boards should also consider revocation in instances where a physician has repeatedly 

committed lesser acts, especially following remedial efforts.  

 

In a limited set of instances, state medical boards may find that mitigating circumstances do exist 

and, therefore, stay the revocation and institute terms and conditions of probation or other 

practice limitations. If a physician is permitted to remain in practice and gender- or age-based 

restrictions are used by state medical boards, consideration may also be given to coupling these 

restrictions with additional regulatory interventions such as education, monitoring or other forms 

of probation. 

 

In determining an appropriate disciplinary response, the board should consider the factors listed 

in Table 1. 

 

 

 

 

 

 

 
14 Project Implicit, accessed November 13, 2019 at https://implicit harvard edu/implicit/ 

15 Johnson DA, Arnhart KL, Chaudhry HJ, Johnson DH, McMahon GT, The Role and Value of Public Members in 

Health Care Regulatory Governance Acad Med, Vol. 94, No. 2 / February 2019 
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Table 1: Considerations in determining appropriate disciplinary response 

 
 

• Patient Harm16 

 

• Severity of impropriety or 

inappropriate behavior  

 

• Context within which impropriety 

occurred  

 

• Culpability of licensee  

 

• Psychotherapeutic relationship  

 

• Existence of a physician-patient 

relationship  

 

• Scope and depth of the physician-

patient relationship  

 

• Inappropriate termination of 

physician-patient relationship  

 

 

• Age and competence of patient  

 

• Vulnerability of patient  

 

• Number of times behavior occurred  

 

• Number of patients involved  

 

• Period of time relationship existed  

 

• Evaluation/assessment results  

 

• Prior professional 

misconduct/disciplinary 

history/malpractice  

 

• Recommendations of 

assessing/treating professional(s) 

and/or state physician health program  

 

• Risk of reoffending 

 

 

 

Boards should not routinely consider romantic involvement, patient initiation or patient consent 

to be a legal defense. Sexual misconduct may still occur following the termination of a 

physician-patient relationship, especially in long-standing relationships or ones that involve a 

high degree of emotional dependence. Time elapsed between termination of the relationship is 

insufficient in many contexts to determine that sexual contact is permissible. Other factors that 

should be considered in assessing the permissibility of consensual sexual contact between 

consenting adults following the termination of a physician-patient relationship can include 

documentation of formal termination; transfer of the patient's care to another health care 

provider; the length of time of the professional relationship; the extent to which the patient has 

confided personal or private information to the physician; the nature of the patient's health 

problem; and the degree of emotional dependence and vulnerability.17 Termination of a 

physician-patient relationship for the purposes of allowing sexual contact to occur is 

unacceptable and would still constitute sexual misconduct because of the trust, inherent power 

imbalance between a physician and patient, and patient vulnerability that exist leading up to, 

during and following the decision to terminate the relationship. Any consent to sexual or 

 
16 Broadly understood as inclusive of physical and emotional harm, resulting distrust in the medical system and 

avoidance of future medical treatment, and other related effects of trauma. 

17 Washington Medical Commission, Guideline on Sexual Misconduct and Abuse, 2017. 
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romantic activity provided by a patient within the context of a physician-patient relationship or 

immediately after its termination should be considered invalid. 

 

Society’s values and beliefs evolve, and some individuals may be slower to abandon long-held 

beliefs, even where these may be sexist or prejudiced in other ways. However, adherence to an 

outdated set of generational values that has since been found to be unacceptable is not a reason to 

overlook or excuse sexual misconduct. 

 

The potential existence of a physician workforce shortage or maldistribution, or arguments 

related to particular restrictions being tantamount to taking a physician “out of work” should also 

not be used as reasons for leniency or for allowing patients to remain in harm’s way. In cases 

involving sexual misconduct, it is simply not true that unsafe or high-risk care is better than no 

care at all. A single instance, let alone many instances, can cause an extremely high degree of 

damage to individuals and the communities in which they reside. However, staying true to the 

principle of proportionality also means considering the fact that some forms of discipline, 

including public notifications, generate significant shame upon the disciplined physician. This 

can compound the degree of severity of a disciplinary action and may be taken into consideration 

by state medical boards where less egregious forms of sexual impropriety are involved. 

 

Temporary or Interim Measures: 

 

In the event that a state medical board decides to remove a licensee from practice or limit the 

practice of a licensee as a temporary measure in order to reduce the risk of patient harm while an 

investigation takes place, there are several different interim measures that can be used. Common 

measures include an interim or summary suspension/cessation of practice, restrictions from 

seeing patients of a certain age or gender, restrictions from seeing patients altogether, or the 

mandatory use of a practice monitor (to be understood as distinct from a chaperone, as explained 

below) for all patient encounters.  

 

The appropriateness of age and gender-based interim restrictions should be considered carefully 

before being imposed by state medical boards. Sexual misconduct often occurs for reasons 

related to power, rather than because of a sexual attraction to a particular gender or age group, 

thereby making these restrictions ineffective to protect patients in many cases.  

 

Remediation 

 

As discussed above, many forms of sexual misconduct and harmful actions that run against the 

core values of medicine should appropriately result in revocation of licensure. However, there 

may be some less egregious forms of sexual impropriety with mitigating circumstances for 

which a physician may be provided the option of participating in a program of remediation to be 

able to re-enter practice or have license limitations lifted following a review and elapse of an 

appropriate period of time.  

 

The decision to allow a physician who has committed an act of sexual misconduct the 

opportunity to undergo a program of remediation with an end goal of potential license 

reinstatement is difficult for boards to make. Boards are therefore encouraged to draw from the 
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professional resources that already exist in making determinations about remediation potential 

and license reinstatement.  

 

State medical boards should be mindful that not all physicians who have committed sexual 

misconduct are capable of remediation. Reinstatement and monitoring in such a context would 

therefore be inappropriate. For those who are considered for remediation, if at any point it 

becomes clear that the physician presents a risk of reoffending or otherwise harming patients, the 

remediation process should be abandoned, and reinstatement should not occur. 

 

In determining whether remediation is feasible for a particular physician, state medical boards 

may wish to make use of a risk stratification methodology that considers the severity of actions 

committed, the mitigating and aggravating factors listed in section 9 above (Discipline), the 

character of the physician, including insight and remorse demonstrated, as well as an 

understanding of how their actions violated standards of professional ethics and state medical 

practice acts, and the perceived likelihood that they may reoffend. The consequences to patients 

and the general public of allowing a physician to engage in remediation and re-enter practice 

after a finding of sexual misconduct should be considered, including any erosion of the public 

trust in the medical profession and the role of state medical boards. 

 

The goals of the remediation process should be clearly outlined, including expectations for 

acceptable performance on the part of the physician. The process of remediation should take 

place in-person (online or other forms of distance learning would not be sufficient), require full 

disclosure of and relate to the physician’s offense(s) and be targeted to identified gaps in 

understanding of their particular vulnerabilities and other risks for committing sexual 

misconduct. As a condition of successful completion of a program of remediation, participants 

should be required to articulate not only why their actions were wrong, but also how they arrived 

at the point at which they were willing to commit them, and how they will guard against arriving 

at such a point again. For this to occur, assessment and remediation partners must be provided 

access to investigative information in order to properly tailor remedial education to the particular 

context in which the misconduct occurred. Finally, state medical boards should be mindful that 

remediation cannot typically be said to have “occurred” following successful completion of an 

educational course. Rather, a longitudinal mechanism must be established for maintaining the 

physician’s engagement in a process of coming to terms with their misconduct and avoiding the 

circumstances that led to it. The longitudinal mechanism both demonstrates the physician’s 

commitment to accountability and the effectiveness of a board’s monitoring reach. 

 

The members of the Workgroup acknowledge that shortcomings exist in the current evidence 

base regarding the effectiveness of remediation in instances of sexual misconduct. As noted 

elsewhere in this report, recidivism is exceedingly difficult to study well. Recommendations 

about the use of consistent terminology and improving the tracking of disciplined physicians will 

contribute to understanding what kinds of remedial interventions are most appropriate and 

effective in the context of sexual misconduct. Moreover, the Workgroup feels that further 

research is needed in several other areas, such as group learning experiences, instruction in 

victim empathy, remedial instruction with or without additional interventions, and identification 

of subgroups of offenders who may be at higher risk of reoffending. 
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License Reinstatement/Removal of License Restriction(s)  

 

In the event of license revocation, suspension, or license restriction, any petition for 

reinstatement or removal of restriction should include the stipulation that a current assessment, 

and if recommended, successful completion of treatment, be required prior to the medical 

board’s consideration to assure the physician is competent to practice safely. Such assessment 

may be obtained from the physician’s treating professionals, state physician health program 

(PHP),18 or from an approved evaluation team as necessary to provide the board with adequate 

information upon which to make a sound decision.  

 

Transparency of board actions: 

 

As state medical boards regulate the profession in the interest of the public, it is essential that 

evolving public values and needs are factored into decisions about what information is made 

publicly available. It has been made clear in academic publications and popular media, as well as 

through the #MeToo and TimesUp movements that the public increasingly values transparency 

regarding disciplinary actions imposed on physicians. It is likely that any action short of a 

complete revocation of licensure will draw scrutiny from the public and popular media. Such 

scrutiny can also be expected regarding decisions to reinstate a license or remove restrictions. 

The public availability of sufficient facts to justify a regulatory decision and link it to a licensee’s 

behavior and the context in which it occurred can help state medical boards to explain and justify 

their decision. 

 

The ability to disclose particular details of investigative findings and disciplinary actions is 

limited by state statute in many jurisdictions. State medical boards are encouraged to convey this 

fact to the public in order to protect the trust that patients have in boards, but also make efforts to 

achieve legislative change, allowing them to publicize information that is in the public interest. 

Where disclosure is possible, boards should select means for conveying information that will 

optimally reach patients. This should include making information available on state medical 

board websites and reporting to the FSMB Physician Data Center, thereby allowing for 

disciplinary alerts to be sent to other jurisdictions in which the physician holds a license and 

making information about disciplinary actions publicly available through FSMB’s docinfo.org 

website, and the National Practitioner Data Bank. The use of private agreements or letters of 

warning in cases involving sexual misconduct is inappropriate because of the importance of 

disclosure for public protection and data sharing with other state medical boards or medical 

regulatory authorities from other jurisdictions. 

 

Boards should also consider additional means of communicating, such as through mobile phone 

applications,19 notices in newspapers and other publications. California20 and Washington21 both 

 
18 “A Physician Health Program (PHP) is a confidential resource for physicians, other licensed healthcare 

professionals, or those in training suffering from addictive, psychiatric, medical, behavioral or other potentially 

impairing conditions. PHPs coordinate effective detection, evaluation, treatment, and continuing care monitoring of 

physicians with these conditions.” Source: Federation of State Physician Health Programs.  

19 The Medical Board of California has launched a new mobile application allowing patients to receive updates 

about their physician, including licensure status and practice location. 

20 CA Bus and Prof Code §1007 (2018) 

21 RCW 18.130.063 
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require that patients be notified of sexual misconduct license stipulations/restrictions at the time 

of making an appointment and that the patient verify this notification. Other boards have 

required licensees to obtain signatures from all patients in their care acknowledging their 

awareness of an adjudication for professional sexual misconduct. Boards may wish to consider 

whether these could be viable options in their states.  

 

State medical boards are also encouraged to implement clear coding processes for board actions 

that provide accurate descriptions of cases, and clearly link licensee behaviors to disciplinary 

actions. Where sexual misconduct has occurred, the case should be labeled as such. A label of 

“disruptive physician behavior” or even “boundary violation” is less helpful than the more 

specific label of “sexual misconduct.” State medical boards and the FSMB should work together 

to develop consistent terminology that allows a violation and the underlying causes of discipline 

to be stated explicitly, thereby promoting greater understanding for the public and the state 

medical boards, while also enabling the tracking of trends, frequencies, recidivism and the 

impact of remedial measures.   

 

Where particular actions on the part of the physician may not meet a threshold for disciplinary 

action, but might nonetheless constitute grooming or other concerning behaviors, state medical 

boards should consider ways in which to allow previously dismissed cases to be revisited during 

subsequent cases, such as through non-disciplinary letters of education or concern which remain 

on a licensee’s record. The ability to revisit previous cases involving seemingly minor events can 

help identify patterns of behavior in a licensee and provide additional insight into whether a 

licensee poses a risk to future patients. 

 

 

Section 10: Monitoring  

 

Following a finding of sexual misconduct, if a license is not revoked or suspended, it is essential 

that a state medical board establish appropriate monitoring of the physician and their continued 

practice. Monitoring in the context of sexual misconduct occurs differently from monitoring 

substance use disorders and the resources available to boards differ from state to state. Many 

PHPs do not offer monitoring services for physicians who have faced disciplinary action because 

of sexual misconduct and even where such monitoring by a PHP is possible, it is typically only 

part of a way forward, rather than a solution on its own.22 

 

For the purposes of this report, the members of the Workgroup understand the use of a 

chaperone as an informal arrangement of impartial observation, typically initiated by physicians 

themselves. A chaperone in this context is meant to protect the doctor in the event of a 

complaint, although their presence may also offer comfort to the patient.23 The patient may 

request that the chaperone not be present for any portion of the clinical encounter. The American 

College of Obstetricians and Gynecologists (ACOG) has recently recommended that a chaperone 

be present for all breast, genital, and rectal examinations because of the profoundly negative 

 
22 Federation of State Physician Health Program Statement on Sexual Misconduct in the Medical Profession, May 

2019. 

23 Paterson, R. Independent review of the use of chaperones to protect patients in Australia, Commissioned by the 

Medical Board of Australia and the Australian Health Practitioner Regulation Agency, February 2017. 
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effect of sexual misconduct on patients and the medical profession and the association between 

misconduct and the absence of a chaperone.24  

 

The Workgroup supports ACOG’s recommendation because of the potential added layer of 

protection that an impartial third party brings, while acknowledging that the use of board-

mandated chaperones has been discontinued in some international jurisdictions and by particular 

state medical boards, because of a belief that they merely provide the illusion of safety and may 

therefore allow harmful behaviors to go unnoticed. There is risk of this occurring in instances 

where a chaperone is untrained or uninformed about their role, is an employee or colleague of 

the physician being monitored or does not adequately attend to their responsibilities. In order to 

distinguish a chaperone in a less formal arrangement with a physician from one mandated by a 

state medical board with established reporting requirements and formal training, the Workgroup 

recommends referring to the latter individual as a “practice monitor.” 

 

A practice monitor differs from a chaperone. We define a practice monitor as part of a formal 

monitoring arrangement mandated by a state medical board, required at all patient encounters, or 

all encounters with patients of a particular gender or age. The practice monitor’s primary 

responsibility is to the state medical board and their presence in the clinical encounter is meant to 

provide protection to the patient through observation and reporting. Costs associated with 

employing a practice monitor are typically borne by the monitored physician, but practices may 

vary across states. The patient must be informed that the practice monitor’s presence is required 

as part of a practice restriction. As the practice monitor is mandated for all clinical encounters, 

the patient may not request that the practice monitor not be present for any portion of the 

encounter. If a patient is uncomfortable with the presence of a practice monitor, they will need to 

seek care from a different physician. Patient supports (parents, family members, friends) may be 

present during examinations but do not replace, nor can they be used in lieu of a board mandated 

practice monitor.   

 

While even this formal arrangement with a clearly defined role, training and direct reporting may 

have limitations, the practice monitor may be a useful option for boards in certain specific 

circumstances. In particular, in instances where there is insufficient evidence to remove a 

physician from practice altogether, but significant risk is believed to be present, the opportunity 

to mandate practice monitoring provides boards with an additional option, short of allowing a 

potentially risky physician to return to independent practice. As such, when practice monitors are 

implemented judiciously, the Workgroup believes that their use can enhance patient safety and 

should therefore be considered by state medical boards. 

 

Practice monitors should only be used if the following conditions have been met: 

 

• The practice monitor has undergone formal training about their role, including their 

primary responsibility and direct reporting relationship to the state medical board (as 

opposed to the physician being monitored). 

 
24 Sexual misconduct. ACOG Committee Opinion No. 796. American College of Obstetricians and Gynecologists. 

Obstet Gynecol 2020;135:e43–50. 
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• It is highly recommended that all practice monitors have clinical backgrounds. If they do 

not, their training must include sufficient content about clinical encounters so they can be 

knowledgeable about what is and is not appropriate as part of the monitored physician’s 

clinical encounters with patients. 

• The practice monitor should be approved by the state medical board and cannot be an 

employee or colleague of the monitored physician that may introduce bias or otherwise 

influence their abilities to serve as a practice monitor and report to the board or intervene 

when necessary. Pre-existing contacts of any sort are discouraged, but where a previously 

unknown contact is not available, the existing relationship should be disclosed. In some 

states, practice monitors are required to be active licensees of another health profession as 

it is felt that this reinforces their professional duty to report. When health professionals 

serve as practice monitors, they should not have any past disciplinary history. 

• The practice monitor has been trained in safe and appropriate ways of intervening during 

a clinical encounter at any point where there is confidence of inappropriate behavior on 

the part of the physician, the terms of the monitoring agreement are not being followed, 

or a patient has been put at risk of harm. 

• The practice monitor submits regular reports to the state medical board regarding the 

monitored physician’s compliance with monitoring requirements and any additional 

stipulations made in a board order. 

• Where possible, state medical boards should consider establishing a panel of different 

practice monitors that will rotate periodically among monitored physicians to ensure 

monitor availability and that a collegial relationship does not develop between a practice 

monitor and a monitored physician, unduly influencing the nature of the monitoring 

relationship.  

 

Monitoring should be individualized and based on the findings of the multidisciplinary 

evaluation, and, as appropriate, subsequent treatment recommendations. If a diagnosis of 

contributory mental/emotional illness, addiction, or sexual disorder has been established, the 

monitoring of that physician should be the same as for any other mental impairment and state 

medical boards are encouraged to work closely with their state physician health program as a 

resource and support in monitoring. Conditions, which may also be used for other violations of 

the medical practice act, may be imposed upon the physician. Examples are listed in Table 2.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

NSBME 0201



 

Table 2: Possible Conditions of Practice Following a Finding of Sexual Misconduct 

 
 

• Supervision of the physician in the workplace by a supervisory physician  

 

• Requirement that practice monitors are always in attendance and sign the medical 

record attesting to their attendance during examination or other patient interactions as 

appropriate.25  

 

• Periodic on-site review by board investigator or physician health program staff if 

indicated.  

 

• Practice limitations as may be recommended by evaluator(s) and/or the state physicians 

health program.  

 

• Regular interviews with the board and/or state physician health program as required to 

assess status of probation.  

 

• Regular reports from a qualified and approved licensed practitioner, approved in 

advance by the board, conducting any recommended counseling or treatment.  

 

• Completion of a program in maintaining appropriate professional boundaries, which 

shall be approved in advance of registration by the board. 

 

 

 

Section 11: Education 

 

Education and training about professional boundaries in general and physician sexual 

misconduct in particular should be provided during medical school and residency, as well as 

throughout practice as part of a physician’s efforts to remain current in their knowledge of 

professional expectations.  

 

State Medical Board Members and Staff 

 

State medical boards and the FSMB should take a proactive stance to educate physicians, board 

members and board staff about sexual misconduct and the effects of trauma. Members of state 

medical boards and those responsible for adjudicating cases involving sexual misconduct can 

also experience trauma. Education for dealing appropriately with traumatic elements of cases and 

finding appropriate help and resources would also be valuable for board members. 

 

 

 

 
25 Where a practice monitor does not have authority to make entries in a medical record, alternatives such as 

handwriting and scanning the attestation should be considered. 
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Medical Education and Training 

 

Education and training should include information about professionalism and the core values of 

medicine; the nature of the physician-patient relationship, including the inherent power 

imbalance and the foundational role of trust; acceptable behavior in clinical encounters; and 

methods of reporting instances of sexual misconduct. For both medical schools and residency 

programs, this education and training should also include tracking assessment across the 

curriculum, identification of deficiencies in groups and individuals, remediation, and 

reassessment for correction, appropriate self-care, and the potential for developing psychiatric 

illness or addictive behaviors. Early identification of risk for sexual misconduct and 

unprofessionalism is central to public protection and maintaining public trust.  

 

Physicians 

 

For practicing physicians, because of lack of education or awareness, physicians may encounter 

situations in which they have unknowingly violated the medical practice act through boundary 

transgressions and violations. A reduction in the frequency of physician sexual misconduct may 

be achieved through education of physicians and the health care team. Engagement in accredited 

continuing medical education that addresses professionalism, appropriate and acceptable 

behavior, and methods for reporting sexual misconduct should be encouraged among physician 

licensees and other members of the healthcare team. 

 

Resources should also be made available to physicians to help them develop better insight into 

their own behavior and its impact on others. These could include multi-source feedback and 360-

degree assessments, and self-inventories with follow-up education based on the results. As with 

apology legislation, the use of these resources and the results from self-assessment or other 

forms of assistance should not be used against physicians. Such resources would likely be used 

more broadly if they came from specialty and professional societies, rather than from state 

medical boards alone. 

 

Cooperation and Collaboration 

 

State medical boards should develop cooperative relationships with state physician health 

programs, state medical associations, hospital medical staffs, other organized physician groups, 

and medical schools and training programs to provide physicians and medical students with 

educational information that promotes awareness of physician sexual misconduct. This 

information should include a definition of physician sexual misconduct, what constitutes 

appropriate physician-patient boundaries, how to identify and avoid common “grooming” 

behaviors such as adjusting appointment timing to facilitate time alone with a particular patient, 

contacting patients outside of clinical hours, or divulging personal information to a patient, and 

the potential consequences to both the patient and the physician when professional boundaries 

are not maintained. Physicians should be educated regarding the degree of harm patients 

experience as a result of sexual misconduct.  
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Patients 

 

Education for patients is also essential so that they may be better informed about what to expect 

during a clinical encounter, what would constitute inappropriate behavior, and how to file a 

complaint with their state medical board. Information about boundary issues, including physician 

sexual misconduct, should be published in medical board newsletters and pamphlets. Media 

contacts should be developed to provide information to the public. Efforts should also be made 

by state medical boards and the FSMB to better educate the public about the existence and role 

of state medical boards. 

 

 

Section 12: Summary of Recommendations 

 

The goal of this report is to provide state medical boards with best practice recommendations for 

effectively addressing and preventing sexual misconduct with patients, surrogates and others by 

physicians, while highlighting key issues and existing approaches.  

 

The recommendations in this section include specific requests of individual entities, as well as 

general ones that apply to multiple parties, including state medical boards, the FSMB and other 

relevant stakeholders. The Workgroup felt strongly that effectively addressing physician sexual 

misconduct requires widespread cultural and systemic changes that can only be accomplished 

through shared efforts across the medical education and practice continuum. 

 

 

Culture: 

 

1. Across the continuum from medical education to practice, continue to eliminate 

harassment and build culture that is supportive of professional behavior and does not 

tolerate harassment of any type. 

 

 

Transparency: 

 

2. State medical boards should ensure that sufficient information is publicly available 

(without breaching the privacy of complaints) to justify regulatory decisions and provide 

sufficient rationale to support them. 

 

3. State medical boards should implement clear coding processes for board actions that 

provide accurate descriptions of behaviors underlying board disciplinary actions and 

clearly link licensee behaviors to disciplinary actions. 

 

4. State medical boards and the FSMB should work together to develop consistent 

terminology for use in board actions that allows greater understanding for the public and 

the state medical boards, while also enabling the tracking of trends, frequencies, 

recidivism and the impact of remedial measures. These should support research and the 

early identification of risk to patients.   
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5. The means of conveying information to the public about medical regulatory processes, 

including professional expectations, reporting and complaints processes, and available 

resources should be carefully examined to ensure maximal reach and impact. Multiple 

communication modalities should be considered. 

 

 

Complaints: 

 

6. State medical boards are encouraged to provide easily accessible information, education 

and clear guidance about how to file a complaint to the state medical board, and why 

complaints are necessary for supporting effective regulation and safe patient care. The 

FSMB and its partner organizations representing medical specialties whose members 

perform intimate examinations and procedures should provide education to patients about 

the types of behavior that can be expected of physicians, what types of behavior might 

warrant a complaint, what to do in the event that actions on the part of a physician make a 

patient uncomfortable, and circumstances that would warrant a report to law 

enforcement. 

 

7. State medical boards and board investigators of administrative complaints are encouraged 

to communicate frequently with complainants throughout the complaint and investigative 

process, according to the preferred mode and frequency of communication of the 

complainant. 

 

8. Complaints related to sexual misconduct should be addressed as quickly as possible given 

their traumatic nature and to protect potential future victims. 

 

9. State medical boards should have a specially trained patient liaison or navigator on staff 

who is capable of providing one-on-one support to complainants and their families. 

 

 

Reporting: 

 

10. Institutions should be required by statute to report instances of egregious conduct to state 

medical boards and be subject to fines levied by the state medical board, another 

appropriate regulatory agency or the state attorney general for failing to report. 

 

11. Results of hospital and health system peer review processes should be shared with state 

medical boards when sexual misconduct is involved. 

 

12. Hospitals should be required to report to state medical boards instances where employed 

physicians have been dismissed or are forced to resign due to concerns related to sexual 

misconduct. 

 

13. Physicians who fail to report known instances of sexual misconduct should be liable for 

sanction by their state medical board for the breach of their professional duty to report.  
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14. Unscrupulous, frivolous or vexatious reporting motivated by competition should be met 

with disciplinary action. 

 

15. Physicians and other individuals who report in good faith should be protected from 

retaliation and given the option to remain anonymous. 

 

 

Investigations: 

 

16. If the state medical board’s investigation indicates a reasonable probability that the 

physician has engaged in sexual misconduct, the state medical board should exercise its 

authority to intervene and take appropriate action to ensure the protection of the patient 

and the public at large. 

 

17. Where permitted by state law, investigations should include a review of previous 

complaints to identify any patterns of behavior, including malpractice claims and 

settlements. 

 

18. State medical boards should have the authority to impose interim terms or limitations, 

including suspension, on a physician’s license prior to the completion of an investigation. 

 

19. Limits should not be placed on the length of time that can elapse between when an act of 

alleged physician sexual misconduct occurred and when a complaint can be filed. 

 

20. Investigators should use trauma-informed procedures when interviewing and interacting 

with complainants alleging instances of sexual misconduct and adjudicating these cases.  

 

21. State medical board members involved in sexual misconduct cases (either in investigation 

or adjudication) and all board staff who work with complainants in cases involving 

sexual misconduct should undergo training in the area of sexual misconduct, victim 

trauma, and implicit bias.  

 

22. Where possible, boards should seek the complainant’s preference regarding the gender of 

investigators and assign them accordingly. 

 

23. State medical boards should also allow inclusion of patient advocates in the interview 

process. 

 

24. The FSMB and state medical boards should work to identify and ensure the availability 

of high-quality training in sexual trauma and a trauma-informed approach to 

investigations.  
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Comprehensive Evaluation: 

 

25. State medical boards should have the authority to order a comprehensive evaluation of 

physicians where investigation reveals a high probability that sexual misconduct has 

occurred. 

 

 

Hearings: 

 

26. State medical boards should have statutory authority to ensure nondisclosure of the 

patient’s identity to the public, including by closing hearings in part or in full, and 

deleting any identifiable patient information from final public orders. Patient identity 

must also be protected during board discussion. 

 

 

Discipline: 

 

27. Certain serious forms of unprofessional conduct should presumptively provide the basis 

for revocation of a license in order to protect the public. Misconduct in this class would 

include sexual assault, conduct amounting to crimes related to sex, regardless of whether 

charged or convicted, or egregious acts of a sexual nature. State medical boards should 

also consider revocation in instances where a physician has repeatedly committed lesser 

acts, especially following remedial efforts. 

 

28. Gender and age-based restrictions should only be used by boards where there is a high 

degree of confidence that the physician is not at risk of reoffending.  

 

29. Practice monitors should only be used as a means of protecting patients if the conditions 

outlined in this report have been met, including appropriate training, reporting 

relationship to the state medical board and lack of pre-existing relationship with the 

monitored physician. 

 

30. When considering remedial action after sexual misconduct, state medical boards should 

employ a risk stratification model that also factors in risk of erosion of public trust in the 

medical profession and medical regulation. 

 

31. As part of remedial efforts, any partners in the assessment and remediation of physicians 

should be provided access to investigative information in order to properly tailor remedial 

education to the context in which the sexual misconduct occurred. 

 

32. Following remedial activities, state medical boards should monitor physicians to ensure 

that they avoid being in circumstances similar to those in which they engaged in sexual 

misconduct. 
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33. State medical boards should consider ways in which to allow pertinent information from 

previously dismissed cases to be revisited during subsequent cases, such as through non-

disciplinary letters of concern or education which remain on a licensee’s record. 

 

 

Education: 

 

34. Education and training about professional boundaries and physician sexual misconduct 

should be provided during medical school and residency, as well as throughout practice 

as part of a physician’s efforts to remain current in their knowledge of professional 

expectations. This should include education about how to proceed with basic as well as 

sensitive/intimate exams and the communication with the patients that is required as a 

component of these exams. This education should be informed by members of the public, 

as best possible.   

 

35. State medical boards and the FSMB should provide education to physicians, board 

members and board staff about sexual misconduct and the effects of trauma. This should 

include resources to help physicians develop better insight into their own behavior and its 

impacts on others. Resources and materials should be developed in collaboration with 

state physician health programs, state medical associations, hospital medical staffs, other 

organized physician groups, and medical schools and training programs. 

 

36. As stated in Recommendation #6 regarding complaints, state medical boards are 

encouraged to provide easily accessible information, education and clear guidance about 

how to file a complaint to the state medical board, and why complaints are necessary for 

supporting effective regulation and safe patient care. The FSMB and its partner 

organizations representing medical specialties whose members perform intimate 

examinations and procedures should provide education to patients about the types of 

behavior that can be expected of physicians, what types of behavior might warrant a 

complaint, what to do in the event that actions on the part of a physician make a patient 

uncomfortable, and circumstances that would warrant a report to law enforcement. 

 

37. The FSMB, state medical boards, medical schools, residency programs, and medical 

specialty and professional societies should provide renewed education on professionalism 

and the promotion of professional culture. A coordinated approach facilitated by ongoing 

communication is recommended to ensure consistency of educational messaging and 

content. 

 

38. The FSMB should facilitate the adoption and operationalization of the recommendations 

in this report by providing state medical boards with an abridged version of the report 

which highlights key points and associates them with resources, model legislation, and 

educational offerings. 
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Appendix A: Sample Resources 

 

The following is a sample list of resources available to support greater understanding of 

sexual misconduct, sexual boundaries, the impacts of trauma, and implicit bias. The FSMB 

has not conducted an in-depth evaluation of individual resources, and inclusion herein does 

not indicate, nor is it to be interpreted as, an endorsement or guarantee of quality. Further, 

while some resources listed below are available free of charge, others are only accessible 

through purchase. 

 

1. Sexual misconduct, sexual/personal/professional boundaries: 

• AMA: Code of Medical Ethics: Sexual Boundaries 

o Romantic or Sexual Relationships with Patients 

o Romantic or Sexual Relationships with Key Third Parties 

o Sexual Harassment in the Practice of Medicine 

• AMA: CME course: Boundaries for physicians 

• AAOS: Sexual Misconduct in the Physician-Patient Relationship 

• FSMB Directory of Physician Assessment and Remedial Education Programs 

• North Carolina Medical Board: Guidelines for Avoiding Misunderstandings 

During Patient Encounters and Physical Examinations 

• University of Vermont: Mandatory Reporters and CSAs (Sample Reporting 

Guidelines) 

• Vanderbilt University Medical Center: Online CME Course: Hazardous Affairs – 

Maintaining Professional Boundaries 

• Vanderbilt University Medical Center: Boundary Violations Index 

 

2. Trauma-related resources: 

• SAMHSA: Concept of Trauma and Guidance for a Trauma-Informed Approach 

• National Institute for the Clinical Application of Behavioral Medicine: How 

Trauma Impacts Four Different Types of Memory 

• Frontiers in Psychiatry: Memory distortion for traumatic events: the role of 

mental imagery 

• Government of Canada, Department of Justice: The Impact of Trauma on Adult 

Sexual Assault Victims 

• National Institutes of Health: Trauma-Informed Medical Care: A CME 

Communication Training for Primary Care Providers 

• Western Massachusetts Training Consortium: Trauma Survivors in Medical and 

Dental Settings 

• American Academy of Pediatrics: Adverse Childhood Experiences and the 

Lifelong Consequences of Trauma 

• American Academy of Pediatrics: Protecting Physician Wellness: Working With 

Children Affected by Traumatic Events 

• Public Health Agency of Canada: Handbook on Sensitive Practice for Health Care 

Practitioners 

• Psychiatric Times: CME: Treating Complex Trauma Survivors 

• NHS Lanarkshire (Scotland): Trauma and the Brain (Video) 

• London Trauma Specialists: Brain Model of PTSD - Psychoeducation Video 
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https://www.ama-assn.org/delivering-care/ethics/romantic-or-sexual-relationships-patients
https://www.ama-assn.org/delivering-care/ethics/romantic-or-sexual-relationships-key-third-parties
https://www.ama-assn.org/delivering-care/ethics/sexual-harassment-practice-medicine
https://cme.ama-assn.org/Activity/5293437/Detail.aspx
https://aaos.org/contentassets/6507ec63e5ac4ea48375ad96d154daac/1208-sexual-misconduct.pdf
https://www.fsmb.org/siteassets/spex/pdfs/remedprog.pdf
https://www.ncmedboard.org/resources-information/professional-resources/laws-rules-position-statements/position-statements/guidelines_for_avoiding_misunderstandings_during_physical_examinations
https://www.ncmedboard.org/resources-information/professional-resources/laws-rules-position-statements/position-statements/guidelines_for_avoiding_misunderstandings_during_physical_examinations
https://www.uvm.edu/aaeo/mandatory-reporters-csas
https://vumc.cloud-cme.com/default.aspx?https://vumc.cloud-cme.com/default.aspx?EID=22455&P=3000&CaseID=93EID=22455&P=3000&CaseID=93
https://vumc.cloud-cme.com/default.aspx?https://vumc.cloud-cme.com/default.aspx?EID=22455&P=3000&CaseID=93EID=22455&P=3000&CaseID=93
https://cme.mc.vanderbilt.edu/sites/default/files/BVI%2025%20questions%281%29.pdf
https://store.samhsa.gov/system/files/sma14-4884.pdf
https://s3.amazonaws.com/nicabm-stealthseminar/Trauma2017/img/co/NICABM-InfoG-memory-systems.jpg
https://s3.amazonaws.com/nicabm-stealthseminar/Trauma2017/img/co/NICABM-InfoG-memory-systems.jpg
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337233/pdf/fpsyt-06-00027.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4337233/pdf/fpsyt-06-00027.pdf
https://www.justice.gc.ca/eng/rp-pr/jr/trauma/p4.html
https://www.justice.gc.ca/eng/rp-pr/jr/trauma/p4.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316735/pdf/nihms-617075.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4316735/pdf/nihms-617075.pdf
https://www.integration.samhsa.gov/clinical-practice/Trauma_Survivors_in_Medical_and_Dental_settings.pdf
https://www.integration.samhsa.gov/clinical-practice/Trauma_Survivors_in_Medical_and_Dental_settings.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_aces_consequences.pdf
https://www.aap.org/en-us/Documents/ttb_physician_wellness.pdf
https://www.aap.org/en-us/Documents/ttb_physician_wellness.pdf
https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf
https://www.integration.samhsa.gov/clinical-practice/handbook-sensitivve-practices4healthcare.pdf
https://www.psychiatrictimes.com/cme/treating-complex-trauma-survivors
https://www.youtube.com/watch?v=4-tcKYx24aA
https://www.youtube.com/watch?v=yb1yBva3Xas


  

 

3. Implicit bias: 

• AAMC: Online Seminar: The Science of Unconscious Bias and What To Do 

About it in the Search and Recruitment Process 

• AAMC: Proceedings of the Diversity and Inclusion Innovation Forum: 

Unconscious Bias in Academic Medicine 

• AAMC: Exploring Unconscious Bias in Academic Medicine (Video) 

• ASME Medical Education: Non-conscious bias in medical decision making: what 

can be done to reduce it? 

• APHA: Patient Race/Ethnicity and Quality of Patient–Physician Communication 

During Medical Visits 

• Institute for Healthcare Improvement: Achieving Health Equity: A Guide for 

Health Care Organizations 

• BMC Medical Education: Training to reduce LGBTQ-related bias among 

medical, nursing, and dental students and providers: a systematic review 

• American Psychological Association: CE - How does implicit bias by physicians 

affect patients' health care? 

• Joint Commission: Implicit bias in health care 

• Oregon Medical Board: Cultural Competency – A Practical Guide for Medical 

Professionals 

• StratisHealth: Implicit Bias in Health Care (Quiz) 
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https://surveys.aamc.org/se.ashx?s=7C7E87CB561EC358
https://surveys.aamc.org/se.ashx?s=7C7E87CB561EC358
https://store.aamc.org/downloadable/download/sample/sample_id/168/
https://store.aamc.org/downloadable/download/sample/sample_id/168/
https://www.youtube.com/watch?v=eadpfj3Br4c
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1365-2923.2011.04026.x
https://onlinelibrary.wiley.com/doi/epdf/10.1111/j.1365-2923.2011.04026.x
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448596/pdf/0942084.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1448596/pdf/0942084.pdf
https://wispqc.org/wp-content/uploads/IHIAchievingHealthEquityWhitePaper.pdf
https://wispqc.org/wp-content/uploads/IHIAchievingHealthEquityWhitePaper.pdf
http://ncmedr.org/wp-content/uploads/2019/09/Training-to-reduce-LGBTQ-related-bias-among-medical-nursing-and-dental-students-and-providers_a-systematic-review.pdf
http://ncmedr.org/wp-content/uploads/2019/09/Training-to-reduce-LGBTQ-related-bias-among-medical-nursing-and-dental-students-and-providers_a-systematic-review.pdf
https://www.apa.org/monitor/2019/03/ce-corner
https://www.apa.org/monitor/2019/03/ce-corner
https://www.jointcommission.org/assets/1/23/Quick_Safety_Issue_23_Apr_2016.pdf
https://www.oregon.gov/omb/Topics-of-Interest/Documents/CulturalCompetencyBooklet.pdf
https://www.oregon.gov/omb/Topics-of-Interest/Documents/CulturalCompetencyBooklet.pdf
https://www.cvent.com/surveys/Welcome.aspx?s=5f4bb751-dc19-421c-90a0-376c7d598913
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Richard W. Rafael, M.D. 

 

  

 

 

Nevada Medical License #5289 August 10,1985-June 30, 2023 

Nevada State Board of Pharmacy License expires 10-3-2024 

 

SUMMARY OF EXPERIENCE 

Private practice in Obstetrics and Gynecology, Reno Nevada 

7/1/1986 - 12/31/2018 

Residency in Obstetrics and Gynecology, Mount Sinai Hospital, Hartford, 

CT 7/1/1982 - 6/30/1986 

Chief Resident — Department of Obstetrics and Gynecology, Mount Sinai 

Hospital Hartford, CT 

1/30/1986 - 6/30/1986 

Associated Clinical Professor, University of Nevada, School of 

Medicine, Reno, NV 1986-1991 

Clinical Assistant Professor of Obstetrics, University of Nevada, Reno 

School of Medicine April 2019 – 2022 

Diplomate of the American Board of Obstetrics and Gynecology 

November 10,2000 through December 31, 2022 

Fellow American College of Obstetrics and Gynecology Nevada 

Medical License #5289, Issued 8/10/1985 - current 

Member ProAssurance Indemnity Claims Underwriting 

Committee, Quarterly Claims Review Proceedings Sept 19, 

2013 – June 2020 

Peer Review:  Nevada State Board of Medical Examiners 

3/12/20 – present and active 

EDUCATION 

1892 — 1986 Residency in Obstetrics and Gynecology, Mount Sinai 

Hospital, Hartford, Ct. 

1978— 1982 St. George's University School of Medicine, Grenada, WI 

1975 -1977 University of Nevada, Reno NV, B.S., Medical Sciences 

1968-1972 University of California Santa Barbara, Goleta, CA, B.A., 

Political Sciences 
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1970— 1971 Institute of European Studies, Vienna, Austria, Comparative 

Government 

CONTINUING MEDICAL EDUCATION 

  1.   Boston University School of Medicine: Review and Update Course                  

     In Obstetrics and Gynecology, Cambridge, MA, 3/14/1984 

  2.   Harvard Medical School: Reproductive Endocrinology, Advances in 

       Gynecology, Cambridge, MA, 10/15/1984 

3. Lasers in Obstetrics and Gynecology: S.U.N.Y., Upstate Virginia 

Beach, 08/1984 

4. University of Connecticut and Yale University: Ella Grasso Memorial 

Lecture Series, Hartford, CT, 1984 

5. Advanced-Colposcopy: American Society for Colposcopy and Cervical 

Pathology, 01/14/84 

6. Johns Hopkins University, Emil Novak Memorial Course Baltimore, MD, 

10/85 

7. The American Fertility Society, Clinical Reproductive 

Endocrinology, Reno, NV 

1987 

8. Loss Prevention and Risk Management for Health Care Professionals, 

Nevada State Medical Association, Reno, NV 11/14/87 

9. Osler Obstetrics and Gynecology Review Course, Osler Institute, San 

Francisco, CA 1987 

10. The California Medical Association annual Session and Western 

Scientific Assembly, Reno, NV 03/9/88 

11. Perinatology and Neonatology, University of California Irvine, 

06/16/88 

12. Clinical Workshop in Hysteroscopy Northern California Obstetrical 

and Gynecological Society, Sacramento, CA, 09/10/88 

13. Clinical Obstetrics and Gynecology, review course, 1989 

14. Changing Times in Obstetrics and Gynecology 1989 

15. Osler Review Course Obstetrics, Gynecology, Pathology, Infertility, 

1989  

16. Loss Prevention for Physicians and Staff— 5 part series, Nevada 

Medical Liability, Reno, NV 1/20/89 
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   Infertility Management in an Office Practice — Ultrasound Workshop,       

9/29/89          

18. Real time Ultrasound in Clinical Obstetrics 05/10 — 05/12/90 

19. Comprehensive Review Course, University of California School of 

Medicine, 11/5 - 11/9/90 

20. Clinical Care of Patients with Reproductive Failure, American 

Fertility Society, 06/10/91 

21. Gynecological Update Applications of New Surgical Techniques and 

Medical Management, 10/1 — 10/3/92 

22. 11th Annual Perinatal Medicine & Nursing Conference, Barbados, 10/30 

— 11-6/93 

23. Seventh Annual Techniques in Gynecologic Sur e , 11/10 — 11/12/94 

24. American College of Obstetricians and Gynecologists, self-

assessment program, PROLOG, 09/9/94 

25. University of Chicago, Obstetrics and Gynecology Review Course, 

09/9/95 

26. American College of Obstetricians and Gynecologists, Reproductive 

Endocrinology and Infertility, 04/17/96 

   University California Davis Medical Center and School of Medicine, 

8th Annual Ultrasound Update, 09/28 — 09/29/96 

28. Washoe Medical Center, Hormone replacement therapy: Minimizing the 

Risks, 09/96 

29. St. Paul Medical Services Risk Management in Ambulatory Care 

Seminar, 10/96 

30. Washoe Medical Center  How to Educate and Negotiate Managed Care 

Contracts, 12/96 

31. Washoe Medical Center Medical Specialist and Managed Care, 12/96 

32. Saint Mary's Regional Medical Center, OB/GYN M/M Conference, case 

presentation, 01/97 

33. University of Colorado School of Medicine, Comprehensive Management 

of HIV Disease, 02/19/97 

34. American College of Obstetricians and Gynecologists, PROLOG 

Gynecologic Oncology and Surgery, Third edition 02/26/97 

35. Saint Mary's Regional Medical Center, OB/GYN Conference, Antibiotic 

Therapy in PPROM & M.S.A.F., The ABC's of STD's, 03/97 
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36. Saint Mary's Regional Medical Center, Quality Outcomes Management, 

05/97 

   Practice Management Institute, Can Your Office Withstand an Audit,        

06/17/97 

38. University of California San Francisco, Essentials in Primary Care, 

08/17 08/22/97 

39. University of California, San Francisco, OB-GYN, Histopathology 

Clinic, 10/13/97 

40. Mayo School of Continuing Medical Education, Techniques in Advanced 

Laparoscopic and Gynecologic Surgery, 11/6 — 11/8-97 

41. Washoe Medical Center Tumor Board, case presentation, 02/18/98 

42. American College of Obstetricians and Gynecologists, Patient 

Management in the Office, 04/98 

43. University of Chicago, Obstetrics and gynecology Review Course, 

06/1 — 06/6/98 

44. American Society for Clinical Laboratory Science, Give Your Clinic 

a Checkup, 

05/14/99 

45. St. Paul Medical Services Risk Management Seminar: Fraud and Abuse 

in 

Medicare Billing, 05/99 

46. Washoe Medical Center Women & Depression, 08/3/99 

47. Washoe Medical Center, Bioethics: Death, Dignity, Caring, 09/21/99 

48. Washoe Medical Center Type 2 Diabetes, 11/2/99 

49. Washoe Medical Center, Non-Cardiac Chest Pain, 11/30/99 

50. P.A.C.E., Negotiating Managed Care, 04/4/00 

51. University of Wisconsin-Madison Medical School, Understanding 

Bladder Symptoms, 05/11/00 

52. University of Chicago, Videotape, Obstetrics & Gynecology Review, 

06/5 06/10/00 

53. American College of Obstetricians and Gynecologists, PROLOG, 

07/27/00 

NSBME0222



54. Washoe County Medical Society, Managed Care Contracts — How to 

Negotiate and Maximize Reimbursement, 11/15/00 

55. Health Science Center Clinical Issues in Women's Health for 21st 

Century, 10/13/01 

56. Gynecare Thermachoice Il, Uterine Balloon Therapy System, Reno, NV 

11/29/01 

57. American College of Obstetricians and Gynecologists, PROLOG 

Obstetrics 4th Edition, 12/28/01 

58. University California Davis Medical Center, Gynecare TVT Tension-

Free Support for Incontinence, 02/13/02 

59. University of Nevada School of Medicine, Clinical, Ethical, and 

Psychological Aspects of Non-Essential Medical Treatments, San 

Diego, CA, 05/3/02 

60. Johns Hopkins University School of Medicine, Current Perspectives 

on HRT and Breast Health, 06/1/02 

61. American College of Obstetricians and Gynecologists, PROLOG: 

Reproductive Endocrinology and Infertility, 4th edition, 08/21/02 

62. Nevada Academy of Family Physicians, Washoe Medical Society, HIPAA 

Regulation Compliance, 09/12/02 

63. University of Wisconsin, Patient Management Issues in Menopause, 

11/20/02 

64. American College of Obstetricians and Gynecologists, Patient 

Management in the office, 4th edition, 02/03/03 

65. Domestic Violence, Ethics, Washoe Medical Center, 01/03 

66. Washoe Health Systems, HIPAA-Bioethics, 02/24/03 

67. American College of Obstetricians and Gynecologists, Coding 

Workshop, Module 

1, 11, 07/25/03 

68. University of Nevada School of Medicine, New Developments in the 

Diagnosis and Management of Heart Disease, 10/22/03 

69. American College of Obstetricians and Gynecologists, Advances in 

Urogynecology, 11/03 

70. American Association of Gynecologic Laparoscopists, Laparoscopy 

Workshop, 
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02/04 

71. University of Nevada School of Medicine: Washoe Medical Center, 

Weapons of Mass Destruction (Medical ethics) 04/04 

72. American Society for Reproductive Medicine, Advanced Gynecologic 

Surgery, 

09/04 

73. Nevada Academy of Family Physicians, Targeting Cholesterol in Heart 

Disease, 

10/04 

74. Bard PACE Preceptor Program, Preceptorship training in Acellular 

Collagen Matrix and Acellular Collagen Bio Mesh, 11/04 

75. Global Congress of Gynecologic Endoscopy, AAGL appraisal of 

Surgical techniques for Pelvic Prolapse, 11/04  

76. USS Women's Healthcare a division of Tyco Healthcare Group LP, 

Incontinence and Vaginal Prolapse Sling Surgery, 07/05  

77. American College of Obstetricians and Gynecologists, PROLOG 

Gynecology and Surgery, 5th edition, 07/05 

78. American College of Obstetricians and Gynecologists. PROLOG 

Gynecology Oncology and Critical Care, 01/06 

79. American college of Obstetricians and Gynecologist. PROLOG 

Gynecologic Oncology and Critical Care, 04/06 

80. Avaulta Biosynthetic and Ureters Trans obturator Urethral Support 

System, 05/16/06 

81. University of Nevada School of Medicine, Current Issues of 

Medical Liability Risk Management, 10/06 

82. Gynecare TVT Secure System Professional Education Program, 

04/27/07 

83. American College of Obstetricians and Gynecologists, PROLOG, 

Patient Management in the Office, 07/07 

84. University of Nevada School of Medicine. Risk Management for 

Nevada Physicians, 11/07 

85. Mayo Clinic World Robotics, Symposium in Gynecology, 02/08 

86. University of Nevada School of Medicine, Risk Management for 

Nevada Physician — Improving Patient Care: Ethics, Communication 

and Litigation, 10/08 

NSBME0224



87. Boston Scientific — University of Nevada School of Medicine, 

Advances in Pelvic Floor Technology, 09/08 

88. Saint Mary's Regional Medical Center, Cyber knife Stereotactic 

Radiosurgery, 01/09 

89. Saint Mary's Regional Medical Center, Bio-Identical Hormone 

Replacement Therapy, 07/09 

90. University of Nevada School of Medicine, Ethical Treatment of 

Patients: The Many Forms of Good Communication, 10/09 

91. IND Insurance Exchange, Ethic, EMR's, and Elixirs 10/09 

 
92. American College of Physicians Executives, 2009 PIM-Finance 

Express, 09/09 

93. American College of Physicians Executives, 2009 PIM-Communication 

Express, 

09/09 

94. American College of Physicians Executives, 2009 PIM-Influence 

Express, 09/09 

95. American College of Physicians Executives, 2009 PIM-Management 

Skills Express, 09/09 

96. American College of Physicians Executives, 2009 PIM Marketing 

Express, 09/09 

97. American College of Physicians Executives, 2009 PIM Negotiation 

Express, 09/09 

98. American College of Physician Executives, IT change Management, 

03/10 

99. American College of Physicians Executives. Successful IT Change 

Mgmt., 04/10 100. Conceptus Inc., Physician Training for Essure, 

08/10 

101. American Board of Obstetrics and Gynecology, MOC Part Il-ABC 

exam, 10/10 

102. The Christ Hospital, Pelvic Anatomy and Gynecologic Surgery 

Symposium, 12/10 
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103. Lifelong Health, Achieving Optimum Well-Being at Any Age, 04/11 

104. American College of Physician Executives, Techniques of Financial 

Decision Making, 05/11 

105. ACPE, Financial Decision Making , 06/11 

106. ACOG, Antibiotics in Minor Gynecologic Procedures, 07/11 107. 

ACOG, Informed consent, 07/11 

108. ACOG, Gynecologic Oncology and Critical Care, 10/11 

109. University of Nevada School of Medicine, Documents, Depositions, 

and Difficult Patients, 10/11 

110. ACOG, 2012 Maintenance of Certification Part 11, 08/12 

111. University of Nevada School of Medicine, Physician Risk 

Management Essentials 

2012, Resources, Remedies, and Relationships, 10/12 

112. ACOG, Prolog, Patient Management in the Office, 10/12 

113. ACOG, Gynecologic Pelvic Ultrasound, 11/12 114. ACPE, Interact-

Health Law Express, 01/13 

115. ACPE, Interact- Liabilities in HER Express, 01/13 

116. American College of Physician Executives, Essentials of Health 

Law, 03/13 

117. American College of Physician Executives, Liabilities in 

Electronic Health Record, 05/13 

118. Renown Regional Medical Center, Osteoporosis Management of 

Fragility Fractures, 06/13 

119. ACOG Prolog, Obstetrics 7th Edition, 07/13 

120. ProAssurance Indemnity, Claims Review Proceeding —CUC, 09/13 

121. Washoe County Medical Society and Nevada Academy of Family 

Physicians, What Physicians Need to Know About the ACA, 09/13 

122. Advanced Practice Strategies, Inc., Informed Consent: A Medical 

Legal Case study, 09/13 
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123. ACOG, Maintenance of Certification 2013, 11/13 124. ProAssurance 

Indemnity, Claims Review Proceedings —CUC, 12/13, 2 AMAPRA CME 

Credits 

125. ABOG, Maintenance of Certification 2014, 02/14 

126. ACOG, Gynecology and Surgery 7th edition, 04/14 

127. University of Chicago, 23rd Annual Advances in Urogynecology and 

Reconstructive Pelvic Surgery,16 AMA credits June 6-7, 2014 

128. ProAssurance Indemnity, Claims review proceedings — CUC, 2.0 AMA 

PRA Category 1 credits 06/2014 

129. American College of Physician Executives, Three Faces of Quality, 

08/2014 

130. Applied Medical, GelP01NT GYN Single Site/Reduced  Workshop, 

09/2014 

131. ABOG,(MOC)Maintenance of Certification 2014,  25 AMA PRA credits 

09/28/2014 

132. Pelvic Anatomy and Gynecologic Surgery, 28 AMA CME December 4-6, 

2014 

133. Advances in Urogynecology and Reconstructive Pelvic Surgery,  

University of Chicago Pritzker School of Medicine, Northshore 

University Health Systems, June 4-6, 2015, 16 AMA CME 

134. ABOG MOC Part II Article Review 25 AMA PRA Category Credits 

12/31/2015 

135. University of California Irvine School of Medicine Ethics for 

Professional, Honoring Choices 2 AMA PRA category 1 credits- 

Ethics 4/25/16 

136. Marijuana Summit- What Healthcare Professionals, Law Enforcement 

Officers, Employers and Members of the Court Need to Know,  May 

11, 2016 

137. MOC Part IV – Non surgical Therapies for Stress Urinary 

Incontinence 3 AMA PRA category 1 credits 8/25/16 

138. ProAssurance Indemnity Claims Review Proceedings- CUC 2,o CME 

Credits Nov. 3, 2016 
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139. ProAssurance:  The Anatomy of a Claim 2.0 AMA PRA Category 1 

credits, Reno, NV. Nov 10, 2016 

140. Diabetes Day for Primary Care Clinicians: Advances in Diabetes 

Care Feb 6, 2016, 4.50 AMA PRA Category 1 CME 

141. ABOG MOC II MOC Requirements Article Review 25 AMA Category 1 AMA 

PRA credits 8/25/16 

142. PROLOG, Female Pelvic Surgery and Reconstructive Surgery 14 AMA 

PRA Category 1 Credits 1/15/17 

143. Annual Spring Conference on Women’s Health 18 AMA PRA CME 

Credits, March 8-11, 2017 

144. ProAssurance Indemnity 2.0 AMA PRA Category 1 credits June 

29,2017, CUC meeting Las Vegas 

145. American Association of Physician Leadership, Managing Physician 

Performance 24 AMA PRA Credits Category 1 credits,  8/6/17 

146. ABOG Maintenance of Certification 2017, 28 AMA Category 1 CME 

Sept.15, 2017 

147. The Risk of Poor Communication 1.75 AMA PRA Category 1 credits 

Relias Learning, ProAssurance1/10/18 

148. Disclosure and Apology Module 1,2,3,4,5,6,7- 3.5 AMA PRA credits 

1/13/18 

149. Risk Management Basics:  Protections and Pitfalls 2.00 AMA PRA 

CME 1/24/18 

150. Disclosure of Unanticipated Outcomes 2 AMA PRA CME 0n 1/16/18 

151. ProAssurance Indemnity, Claims review proceedings, February 15, 

2018, 2 AMA PRA Category 1 CME credits 

152. ABOG Maintenance of Certification 2018 (MOC) 28 AMA PRA CME 

Credits, Feb. 6, 2018 

153. ACOG, Women’s Healthcare 35 AMA PRA credits March 15, 2018 

154. ProAssurance Indemnity, Claims Review Proceedings -2 AMA PRA 

credits June 21, 2018 

155. ProAssurance Indemnity, Claims Review Proceedings - 2 credits 

September 13, 2018 
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156. Responsible and Effective Opioid Prescribing NetCE 3 AMA PRA 

Category 1 credits December 8, 2018 

157. Suicide Prevention 2018, Kaiser Permanente, 6 AMA PRA Category 1 

credits 

158. American Red Cross-Adult First Aid/CPR/AED 2/16/18 date completed 

and valid for 2 years 

  138. Prolog, Gynecology and Surgery 8th edition, ACOG self-study, 25              

credits May 31, 2019 

  139.  Cleveland Clinic: Clinical Decisions:  Management of Resistant 

Hypertension, AMA Category 1, 4/22/19 credit date 10/28/19  

  140.  Cleveland Clinic: Clinical Decisions: Diabetes AMA Category 1 

Credit date 10/28/19 

141.  Cleveland Clinic:  Clinical Decisions:  Urinary Incontinence in 

Women AMA Category 1 10/28/19 

142.  Cleveland Clinic:  Clinical Decisions:  Asthma, 10/29/19 

143.  ProAssurance Indemnity:  Claims Review Proceedings-CUC, 2.0 AMMA 

PRA Category 1 credits, June 20, 2019 

144.  Medscape:  Prediabetes Awareness in the Primary Care Setting, 

October 20,2019 0.25 AMA PRA Category 1 Credits 

145.  Cleveland Clinic:  Clinical Decisions:  Immunization in 

Immunocompromized Patients, AMA PRA Category 1, 10/31/19 Certificate 

5048589 

146.  Cleveland Clinic:  Clinical Decisions:  Psoriasis, AMA PRA 

Category 1, 10/31/19 Certification number 5048565 

147.  Cleveland Clinic:  Clinical Decisions:  The Diagnosis and 

Evaluation of Hematuria in Adults, AMA PRA Category 1, 10/29/19 

Certification 5046131 

148.  Cleveland Clinic:  Clinical Decisions:  Dermatology in Primary 

Care, AMA PRA Category 110/31/19 Certificate 5048264 

149.  Certificate of Completion:  Intersections: Preventing Harassment 

and Sexual Violence, 7/16/19, University of Nevada Reno-UNR-NSHE, Ethics 
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150.  Medscape:   Pain Management and Opioids:  Balancing Risks and 

Benefits, 3.5 AMA PRA category 1 credits, Jan 31, 2020 

151.  American Board Obstetrics and Gynecology Maintenance of 

Certification, 25 AMA PRA Category 1 Credits, American Board 

Certification Obstetrics and Gynecology valid through 12/31/21,  

152.  LDL-C, Cardiovascular risk, and Nonstatin Therapy:  Identifying 

Patients and Improving Outcomes.  Jan. 24, 2020.75 Category 1 AMA PRA 

153.  Certificate for Continuing Medical Education Credits 20 CME hours 

awarded, BME Case 18-18173, June 30, 2020. 

154.  Medscape:  Omega-3s vs Pure EPA in Clinical Practice:  What do CV 

Outcome Trials Tell Us? Jan 23,2020, 0.5 AMA PRA Category 1 Credits. 

155.  Medscape: Ring the Bell:  Improving T2D Management With CVD, Jan. 

21, 2020, 0.5 AMA PRA Category 1 Credits. 

156.  Basic Life Support Provider Jan.03,2020, BLS Provider, Recommended 

renewal Date Jan. 03, 2020, ACLS Medical Training completion. 

157.  Touro University of Nevada:  Suicide:  Identifying and Supporting 

People at Risk, 2 AMA PRA Category 1 credits June 4, 2020 – Jan 03, 2022 

158.  Nevada State Board of Medical Examiners BME Case # 17-17534 

period.  Peer review.  13 hours awarded July 1, 2019-June 30,2021 

biennial period. 

159. ProAssurance Indemnity:  Claims Review Proceedings, Claims 

Underwriting Committee, Jan. 16, 2020, 2 AMA PRA Category 1 credits  

160.  Touro University Nevada:  Opioid Law Prescribing Mandates, Opioid 

Use Disorder and Treatment, 2 AMA PRA Category Credits May 21, 2020. 

161.  University of Nevada, Reno School of Medicine Simulation Class:  

Safety in Maternity Care, Assisted vaginal Delivery, Vacuum Extraction, 

Postpartum Hemorrhage, Group Testing. Shared teaching of this class with 

Dr. McCarthy et al., June 19, 2020 

162.  University of Nevada, Reno School of Medicine Physical Examination 

MS 2 Students, “Evaluation of Overall Quality and thoroughness of 

building a History: HPI, PMH, Fam history, Social History, ROS, Meds., 

Allergies and thoroughness of Physical Exam.  Communications skills. 

163.  Understanding Fetal Heart Rate Tracings, University of Nevada Ren, 

School of Medicine, Lecture for MS 3 students July 16, 2020. 

164.  Disease Management Clinical Decisions:  Clinical Overview:  

Polycystic Ovarian Syndrome, AMA PRA 08/13/20, Cert. 5308016 0.75  
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165.  Preventing Harassment and Discrimination, University of Nevada 

Reno, 9/29/20 

166.  Nevada State Board of Medical Examiners. BME Case # 18-

18173,3/12/20, 20 CME credits 

167.  Nevada State Board of Medical Examiners, BME Case#18-18151, 16 CME 

Credits awarded 12/29/2020 

168.  Nevada State Board of Medical Examiners, BMW case #18-18159, 

1/8/21, 17 CME credits awarded 1/8/2021 

169.  Nevada State Board of Medical Examiners 6/16/2021, BME case #20-

19342, CME hours awarded: 20 

170.  Nevada Board of State Medical Examiners,  BME Case #20-19593 CME 

hours awarded: 20 CME credits awarded. 

171.  Nevada Board of State Medical Examiners. BME Case #20-19417, CME 

20 hours awarded 7/2/21 

171.  Medscape:  Achieving Lipid Goals:  Expert Cardiologist 

Perspectives on Strategies Beyond  Statin Therapy, JANUARY 3, 2022. 0.5 

ama PRA Category 1 Credits 

172.  Medscape:  Novel Approaches to Postsurgical Analgesia:  Getting a 

Head Start of Post-Op Pain, Jan. 3, 2022, 0.75 AMA PRA Category 1 

Credits. 

173.  NetCE:  Opioid Use Disorder, Course 96963, Opioid Use Disorder, 10 

CME credits, Jan. 2022, recognized by Nevada State Board Medical 

Examiners 

174.  NetCE:  Pneumonia, Course #94673, 10 CME Credits, recognized by 

BSBME, performed Jan 2022 

175.  NetCE  Pancreatic Cancer, Course 90240, 10 CME awarded, recognized 

by Nevada State Board of Medical Examiners, performed Jan. 2022 

176.  Basic Life Support Certificate of Completion January 29, 2022, 

HCP-CPR (Adult/Child/Infant/Choking), Automated External 

Defibrillation/First Aid demonstrating proficiency in the subject by 

passing the examination in accordance with the Terms and Conditions of 

the National CPR Foundation.  Valid for 2 years, course administered in 

accordance with the 2020 ECC/ILCOR and AHA guidelines. ID #4A2384 

177.  Nevada State Board of Medical Examiners BME Case Number 20-19786, 

CME hours awarded 20 (Twenty hours)date: 2/10/22 

178.  Nevada State Board of Medical Examiners BME Case #21-20708, 3/8/22 
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CME hours awarded 20. 

179.  American Board of Obstetrics and Gynecology 2022 Maintenance of 

Certification.  28 AMA PRA Category 1 Credits for completing 2022 MOC 

requirements. 

180.  Addressing the Diabetes and Obesity Pandemic, April 2, 2022, 6.50 

HRS, Title NV CEA, University of Nevada Reno School of Medicine 

Certification. AMA PRA Category 1 Credits 

181.  Nevada State Board of Medical Examiners Peer Review BME Case 

Number 21-20043, 16.5 Category 1 CME hours.  

182. Nevada State Board of Medical Examiners Peer Review 7/25/2022, BME 

Case # 21-20483, 17 credit hours Category 1 CME 

183.  Nevada State Board of Medical Examiners Peer Review 9/16,/2022,BME 

Case # 21-20464 20 CME Hours awarded Category 1 

184.  Nevada State Board of Medical Examiners Peer Review,9/28/22 BME 

Case Number 22-21253 during the July,2021-June 30,2023.  CME hours 

awarded 20 hours Category 1 CME  

185.  Preventing Harassment and Discrimination for Higher Education:  

Module 1.Building Positive Workplace,  Module 2. Developing Awareness 

and Recognizing Discrimination, Module 3.Cultivating Attitudes and 

Identifying Harassment,  Module 4. Taking Action against Retaliation, 

Module 5.Building Supportive Communities, 6. Maintaining Positive 

Workplaces.   

185.  Nevada State Board of Medical Examiners BME Case#:21-20791, CME 

awarded 20 hours, Biennial period July 1, 2021-2023,    

  

 

AWARDS 

The Robert Hingson Humanitarian Award, St. George's University School of 

Medicine 

Best Doctors Award — Gynecology, Top Doctors Chosen by Their Peers, 

Cleveland Monthly, March 2007 

Best in Community Service, Renown Medical Center 2007 

St. Mary’s Regional Medical Center Recognizes the Devotion You Provided 

for 35 years – Emeritus Staff Status 
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University of Nevada Reno School of Medicine, Office of Community 

Faculty “Thank you for sharing your knowledge and serving as a role 

model to support medical education” UNR Med Students 

LITERARY ACCOMPLISHMENTS 

The Influence of Weight in the Induction of Ovulation with 

Menotropins (HMG) and Human Chorionic Gonadotropin (HGG), Augusto 

Chong, M.D., Richard W. Rafael, M.D., Carol Forte, N.P. 

PROFESSIONAL AFFILIATIONS: Past and Present 

Diplomate of the American Board of Obstetrics and Gynecology 

Dipolmate — December 2010 

Fellow American College of Obstetrics and Gynecology 

The American College of Obstetrics and Gynecology and Cervical Pathology 

The Gynecological Laser Society 

The Nevada State Medical Society 

Task Force for Medical Liability Insurance, 1996-1997 

Nevada State Medical Association Delegate 1997-1998, 2001, 2002 

The Washoe County Medical Society 

Board of Directors, January 1997 — December 1999, 2002 

Vice President, January 2000 — December 2001 

President, January 2001 — December 2001 

Health Access Washoe County (H.A.W.C.), Board Member 2006, Board 

Member 2011 Financial Committee Member 2011, Search Committee 

Member 2012, Chairman of First Annual Fundraiser — HAWC 

Community Health Alliance 2012, Currently Community Health 

Alliance 

IND — Insurance Co., Board Member 2007 to 2012, Subscribers Advisory 

Committee 

ProAssurance 2013- 2019 Nevada Claims and Underwriting Committee-

malpractice case review.  Total 12 years in Peer Review Experience. 

  Clinical Assistant Professor of Obstetrics and Gynecology  -  

University of Nevada, Reno School of Medicine March 2019- present 

Nevada State Board of Medical Examiners Peer Review – review malpractice 

cases 

                 

       

CLINICAL LECTURES 
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1. Hypertension in Pregnancy, 9/86, Medical Residents, Reno, NV 

2. Diabetes in Pregnancy, 11/86, Medical Residents, Reno, NV 

3. Evaluation and Management of I.U.G.R., 2/87, Reno, NV 

4. Antenatal Fetal Monitoring, Churchill County Medical Society 

5. Premature Onset of Labor, Nursing Staff, Washoe Medical Center, 

Reno, NV 

6. Pelvic Inflammatory Disease, 3/88, Family Practice Residents, Reno, 

NV 

7. Ectopic Pregnancy, 11/88, Family Practice Residents, Reno, NV 

8. Gestational Diabetes, 12/99, Family Practice Residents, Reno, NV 

9. Pelvic Organ Prolapse, 12/99, Family Practice Residents, Reno, NV 

  10.  Ectopic Pregnancy 9/11/19 Morbidity and Mortality, UNR 

       Family Practice Residents 

  11.  Physical Diagnosis Female History and Physical    

       8/31/19 Student Outreach Clinic, UNR Medical Students 

  12.  Vaginitis – 6/22/19 Student Outreach Clinic 

  13.  Neuroanatomy – 6/10/19 review of Neuroanatomy Questions  

  14.  Abnormal Uterine Bleeding – 5/18/19 SOC Clinic  

  15.  Prevention and Screening for Cervical Cancer – 4/10/19 SOC Clinic 

  16.  Safety in Obstetrics and Gynecology, Vacuum Extraction, Forceps 

       Delivery, Postpartum Hemorrhage, Assisted Vaginal Delivery Workshop  

       6/19/2020, University of Nevada, Reno School of Medicine 

  17.  Understanding Fetal Heart Rate Tracings, University of Nevada, Reno 

       School of Medicine, July 16, 2020 

  18.  Physical Diagnosis: History and Physical Examination, Medical    

       Students, University of Nevada School of Medicine, July 17 and July  

       7/18/2020 
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Dr. Richard Rafael is a board certified Obstetrician and Gynecologist 

who has completed 32 years of private practice as a solo 0b/Gyn. He 

retired from private practice 12/31/18. 

Dr. Rafael was President of the Washoe County Medical Society and served 

on the Board of Community Health Alliance, promoting access to care for 

the underserved. Dr. Rafael helped develop the major fund raising event 

for the Community Health Center. He was voted "Best Doctor" by his 

colleagues in 2007 and he was recognized by Renown Regional Medical 

Center as "Best in Community Service" for his work with Health Alliance. 

Dr. Rafael was asked to join the IND Malpractice Insurance Board when 

Nevada was facing a crisis due to non-competition in malpractice 

insurance. IND grew and was acquired by ProAssurance, a global malpractice 

insurance company. He continues to contribute to the committee reviewing 

malpractice cases for the Western United States. 

Dr. Rafael is currently working with the Student Outreach Clinic at 

University of Nevada, Reno School of Medicine and is a Clinical Assistant 

Professor of Obstetrics and Gynecology through the Department of 

Obstetrics and Gynecology. 

Dr. Rafael is working with the Nevada State Board of Medical Examiners 

Peer Review and is responsible for reviewing records associated with Peer 

review of Obstetrical and Gynecology cases. 

Dr. Rafael believes the needs of the patient comes first, and he seeks 

to treat all patients, students and professional staff with dignity and 

respect. 
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EXHIBIT 17 

 

 

 

 

 

 

 

EXHIBIT 17 



 
From: Johnna S. LaRue   
Sent: Monday, April 10, 2023 1:18 PM 
To: Brandee Mooneyhan  
Subject: FW: [Marketing] Copies of Event Ads from Previous Years 
  
Confirmed that Dr. Chambers only ever inquired in 2016 but never submitted any art or photos.  
  
Thank you,  
  
Johnna S. LaRue, CMBI 
Deputy Chief of Investigations 
Nevada State Board of Medical Examiners 
9600 Gateway Drive 
Reno, NV  89521 
(775) 324-9377 Phone 
(775) 688-2553 Fax 
jlarue@medboard.nv.gov 
www.medboard.nv.gov 
  

++ Confidentiality Notice: This e-mail message, including any attachments, is for the 
sole use of the intended recipient(s) and may contain confidential and privileged 
information.  Any unauthorized review, use, disclosure and/or distribution is 
prohibited.  If you are not the intended recipient, please contact the sender by reply 
e-mail and destroy all copies of the original message. ++  
  
  
  
  
From: Beth Noonan   
Sent: Monday, April 10, 2023 1:16 PM 
To: Johnna S. LaRue  
Subject: Re: [Marketing] Copies of Event Ads from Previous Years 
  
WARNING - This email originated from outside the State of Nevada. Exercise caution when opening 
attachments or clicking links, especially from unknown senders. 
Hi Johnna,  
  
As previously stated he requested an ad for the 2016 AVN Expo but did not submit artwork for the 
advertisement. 
  
Thanks, 
Beth 
 
 

Beth Noonan 
Vice President 
AVN Media Network 
9400 Penfield Ave 
Chatsworth, CA 91311 
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Phone: 818-671-3907 
Mobile: 661-312-9533 
  

Skype: avnbeth 
  
  
  
  
On Mon, Apr 10, 2023 at 10:13 AM Johnna S. LaRue <jlarue@medboard.nv.gov> wrote: 
Good Morning Ms. Noonan,  
  
I am following up on the inquiry I made last year in regards to a physician and advertising with you 
company.  
  
Can you please verify that George Chambers, MD or Chambers and Associates did not have any 
advertisements in any brochure or program of an award ceremony that your company is associated 
with?  
  

Thank you,  
  
Johnna S. LaRue, CMBI 
Deputy Chief of Investigations 
Nevada State Board of Medical Examiners 
9600 Gateway Drive 
Reno, NV  89521 
(775) 324-9377 Phone 
(775) 688-2553 Fax 
jlarue@medboard.nv.gov 
www.medboard.nv.gov 
  

++ Confidentiality Notice: This e-mail message, including any attachments, is for the 
sole use of the intended recipient(s) and may contain confidential and privileged 
information.  Any unauthorized review, use, disclosure and/or distribution is 
prohibited.  If you are not the intended recipient, please contact the sender by reply 
e-mail and destroy all copies of the original message. ++  
  
  
  
  
From: Beth Noonan   
Sent: Friday, June 03, 2022 2:16 PM 
To: Johnna S. LaRue  
Subject: Re: [Marketing] Copies of Event Ads from Previous Years 
  
WARNING - This email originated from outside the State of Nevada. Exercise caution when opening 
attachments or clicking links, especially from unknown senders. 
Yeah, that is what my records show.   
 
 

Beth Noonan 

NSBME0237

mailto:jlarue@medboard.nv.gov
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https://linkprotect.cudasvc.com/url?a=http%3a%2f%2fwww.medboard.nv.gov%2f&c=E,1,0UKXY6dwEeQ1wt0rLoruKFpFY7s2OyQA1pgIQrqcwLcbaqqoZ3Hk7SYvQSiKz59mzZuHwXqjBHar_9gFouFmJ4hxwZ4a_2ChNMrst7BMPA,,&typo=1


Vice President 
AVN Media Network 
9400 Penfield Ave 
Chatsworth, CA 91311 
Phone: 818-671-3907 
Mobile: 661-312-9533 
  

Skype: avnbeth 
  
  
  
  
On Fri, Jun 3, 2022 at 2:05 PM Johnna S. LaRue  wrote: 
Is that the only time he has submitted for an ad?  
  

Thank you,  

  

Johnna S. LaRue, CMBI 

Deputy Chief of Investigations 

Nevada State Board of Medical Examiners 

9600 Gateway Drive 

Reno, NV  89521 

(775) 324-9377 Phone 

(775) 688-2553 Fax 

jlarue@medboard.nv.gov 

www.medboard.nv.gov 
  

++ Confidentiality Notice: This e-mail message, including any attachments, is for the 
sole use of the intended recipient(s) and may contain confidential and privileged 
information.  Any unauthorized review, use, disclosure and/or distribution is 
prohibited.  If you are not the intended recipient, please contact the sender by reply 
e-mail and destroy all copies of the original message. ++  
  
  
  
  
From: Beth Noonan   
Sent: Friday, June 03, 2022 12:52 PM 
To: Johnna S. LaRue  
Subject: Re: [Marketing] Copies of Event Ads from Previous Years 
  
WARNING - This email originated from outside the State of Nevada. Exercise caution when opening 
attachments or clicking links, especially from unknown senders. 
Hi Johnna,  
  
It looks like he requested an ad for the 2016 AVN Expo but did not submit artwork for the 
advertisement. 
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Thanks, 
  
Beth 
  
 
 

Beth Noonan 
Vice President 
AVN Media Network 
9400 Penfield Ave 
Chatsworth, CA 91311 
Phone: 818-671-3907 
Mobile: 661-312-9533 
  

Skype: avnbeth 
  
  
  
  
On Fri, Jun 3, 2022 at 12:40 PM Johnna S. LaRue > wrote: 
Hi Beth,  
  
Thank you for responding so quickly.  
  
George Chambers, MD is the provider I am inquiring about.  
  

Thank you,  

  

Johnna S. LaRue, CMBI 

Deputy Chief of Investigations 

Nevada State Board of Medical Examiners 

9600 Gateway Drive 

Reno, NV  89521 

(775) 324-9377 Phone 

(775) 688-2553 Fax 

jlarue@medboard.nv.gov 

www.medboard.nv.gov 
  

++ Confidentiality Notice: This e-mail message, including any attachments, is for the 
sole use of the intended recipient(s) and may contain confidential and privileged 
information.  Any unauthorized review, use, disclosure and/or distribution is 
prohibited.  If you are not the intended recipient, please contact the sender by reply 
e-mail and destroy all copies of the original message. ++  
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From: Beth Noonan >  
Sent: Friday, June 03, 2022 12:39 PM 
To: Johnna S. LaRue > 
Subject: Re: [Marketing] Copies of Event Ads from Previous Years 
  
WARNING - This email originated from outside the State of Nevada. Exercise caution when opening 
attachments or clicking links, especially from unknown senders. 
Hi Johnna,  
  
To further assist you, please provide the name of the medical provider in question.  
  
Thanks, 
  
Beth 
 
 

Beth Noonan 
Vice President 
AVN Media Network 
9400 Penfield Ave 
Chatsworth, CA 91311 
Phone: 818-671-3907 
Mobile: 661-312-9533 
  

Skype: avnbeth 
  
  
  
  
On Fri, Jun 3, 2022 at 12:20 PM AVN Media Network Inc. <support@avn.com> wrote:  

 

 

Copies of Event Ads from Previous Years. 

 
 
Name: Johnna LaRue  
Email: jlarue@medboard.nv.gov  
Company: Nevada State Board of Medical Examiners  
Phone: 775-324-9377  
Subject: Copies of Event Ads from Previous Years  
Department: Marketing  

 

NSBME0240

mailto:support@avn.com
mailto:jlarue@medboard.nv.gov


Message:  
I am looking for ads placed during events or in the magazine for a specific medical 
provider. Please contact me at the email or phone number above for more information as 
pertaining to my request.  
 
Submitted on: 2022-06-03 19:20:06  
IP Address: 167.154.72.236  
User Agent: Mozilla/5.0 (Windows NT 10.0; Win64; x64) AppleWebKit/537.36 (KHTML, 
like Gecko) Chrome/102.0.5005.63 Safari/537.36  

Block email  Block domain  Block ip   
 

  
AVN Media Network Inc. © 2022 
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RESPONDENT’S EXHIBITS 

ADMITTED INTO 

EVIDENCE 





GEORGE P. CHAMBERS, JR., M.D., F.A.C.O.G. 
7220 SOUTH CIMARRON ROAD, SUITE 200 

LAS VEGAS, NEVADA 89113 

WEB:  www.chambersobgynlv.com 

PH: (702) 463-0800 

 

 

 

EDUCATION 

 

 1998 to 2002  SUNY UPSTATE MEDICAL UNIVERSITY   

    Syracuse, New York 13210     

    Obstetrics and Gynecology Residency Program   

    • Chief Resident, July 2001 to June 2002 

• Alpha Omega Alpha Honor Medical Society, Inducted 2000 

 

 1994 to 1998  MEDICAL COLLEGE OF PENNSYLVANIA   

    Philadelphia, Pennsylvania 19129    

    • Doctor of Medicine, May 1998 

 

 1992 to 1994  HAHNEMANN UNIVERSITY     

    Philadelphia, Pennsylvania 19102    

    • Graduate Studies in Biomedical Sciences 

 

 1988 to 1992  AMERICAN UNIVERSITY     

    Washington, D.C. 20016     

    • Bachelor of Science in Chemistry, May 1992 

 

 1987 to 1988  GEORGETOWN UNIVERSITY     

    Washington, D.C. 20057     

    • High School College Internship Program 

 

POST-RESIDENCY TRAINING 

 

 12/2013   Certified, Sexual Health and Treament, 

The American Academy of Anti-Aging Medicine 

 

 11/2013   Certificate of Completion, 
Female Genital Plastic/Cosmetic Surgery Masters Course, 

Preceptor: Michael P. Goodman, M.D., FACOG 
Davis, California 95616 

 

BOARD CERTIFICATION 
 

 07/2008   Fellow, American College of Obstetricians and Gynecologists 

 

 11/2007   Diplomate, American Board of Obstetrics and Gynecology, 

    Effective November 8, 2007 through December 31, 2021 
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EXPERIENCE 
 

 11/2009 to Present  Chambers & Associates OBGYN and Gynecological Surgery,                                   

 PLLC, Medical Director and Owner, 

 7220 S. Cimarron Road, Suite 200, Las Vegas, Nevada 89113 

 

 04/2013 to 11/2018  Women’s Health Associates of Southern Nevada, Laborist, 

9525 Hillwood Drive, Suite 130, Las Vegas, Nevada 89134 

 

 04/2011 to 03/2014  Nevada Health Centers, Incorporated (Main Office) 

 06/2007 to 07/2009  3325 Research Way, Carson City, Nevada 89706 

 09/2003 to 06/2006  •  Hospitalist Ob/Gyn, April 2011 to March 2014 

•  Hospitalist Ob/Gyn, June 2007 to July 2009 

•  Attending Ob/Gyn, September 2005 to June 2006 

•  Service Clinical Director, September 2003 to August 2005 

 

 07/2006 to 10/2009  Centennial Hills Ob/Gyn Associates, Attending Ob/Gyn,                            

    1815 East Lake Mead Boulevard, Suite 314    

    North Las Vegas, Nevada 89030 

 

 05/2003 to 09/2003  Women’s Wellness OB/GYN, Attending Ob/Gyn,  

    10170 S. Eastern Avenue, Suite 160, Henderson, Nevada 89052 

 

ACADEMIC APPOINTMENTS 
 

 2007 to 2020  Adjunct Assistant Professor of Obstetrics and Gynecology, 

TOURO University Nevada College of Osteopathic Medicine 

Henderson, Nevada 89014     

        

 2013 to 2015  Clinical Assistant Professor of Obstetrics and Gynecology 

2005 to 2008  University of Nevada School of Medicine    

    Las Vegas, Nevada 89102           

 

 2006 to 2007  Adjunct Assistant Professor of Obstetrics and Gynecology,            

TOURO University College of Osteopathic Medicine 

Mare Island, Vallejo, California 94592 

 

ACADEMIC HONORS AND AWARDS 

 

 2002  Robert E.L. Nesbitt, M.D.  Outstanding Resident in Ob/Gyn Award 

 2001   Best Presentation by a Senior Resident Award 

 2000 to Present Alpha Omega Alpha Honor Medical Society 

 1999 to 2001 Best Ob/Gyn Resident-Student Teacher Award 

 1992  National Organization of Black Chemists and Chemical Engineers  

   Undergraduate Research Award 

 1992  Distinguished Frederick Douglass Scholar Award  

 1988 to 1992 Frederick Douglass Scholar (American University) 
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NON-ACADEMIC HONORS AND AWARDS 

 

 2020  Recognized as one of Las Vegas “Top Doctors” in Vegas Inc Healthcare  

Quarterly magazine, vol. 29, 2020 

 2019  Recognized as one of Las Vegas “Top Doctors” in Vegas Inc Healthcare  

Quarterly magazine, vol. 24, 2019 

 2019  Recognized as one of Las Vegas “Top 100 Doctors & Dentists” in the  

    Spring 2019 issue of MYVEGAS magazine 

 2018  Recognized as one of Las Vegas “Top 100 Doctors & Dentists” in the  

    Summer 2018 issue of MYVEGAS magazine 

 2018  Recognized as one of Las Vegas “Top Doctors” in Vegas Inc Healthcare  

Quarterly magazine, vol. 20, 2018 

 2018  Patient Choice Award, on vitals.com  

 2015  Recognized as one of Las Vegas “Top Doctors” in Vegas Inc Healthcare  

Quarterly magazine, vol. 8, 2015 

 2014  Recognized as a “Top 10 Doctor in City, Metro Area and State,” on     

vitals.com 

 2011  Recognized as one of Las Vegas “Top Doctors” in the Spring 2011 issue 

   of Las Vegas Life magazine 
 2010  Cited in the second edition of Who’s Who In Black Las Vegas

® 

 2009 to 2015 Listed in Guide to America’s Top Obstetricians and Gynecologists 

 2008 to 2015 Patient Choice Award,  on vital.com  

 2008 & 2010 The Las Vegas Chamber of Commerce Customer Service Excellence Award 

 2007  Recognized as one of Las Vegas “Top Doctors,” in the June 2007 issue of           

Las Vegas Life magazine 

 2006  Recognized as one of Las Vegas “210 Top Doctors,” in the June  2006  

    issue of Las Vegas Life magazine 

 2005 to 2007 National Health Service Corp Scholar 

 

LICENSURE 

 

 # 41471   Colorado  (Inactivated by Dr. Chambers on 04/30/2017) 

 # 10476   Nevada  (Active & Unrestricted) 

 # 228191   New York  (Inactivated by Dr. Chambers on 08/11/2010) 

 

PROFESSIONAL AFFILIATION 

 

 2009 to Present  American Congress of Obstetricians and Gynecologists 

 1998 to Present  American College of Obstetricians and Gynecologists   

 2012 to 2015  National Society of Cosmetic Physicians 

 2012 to 2013  The American Academy of Anti-Aging Medicine 

 

PRESENTATIONS 

 

 “Very-Low birth Weight Babies in Syracuse, New York,” 9
th

 Annual Chief and Senior 

OB/GYN Residents’ Scientific Forum,” SUNY Upstate Medical University.  Syracuse, 

New York; June 2002. 

 

 
GEORGE P. CHAMBERS, JR., M.D., F.A.C.O.G.  
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PRESENTATIONS (CONTINUED) 
 

 “Uterine Atony at Caesarean Section,” Grand Rounds, SUNY Upstate Medical University.  

Syracuse, New York; May 2002. 

 

 “Abdominal Wall Defects: The Patient with the Massive Panniculus,” 8
th

 Annual Chief and 

Senior OB/GYN Residents’ Scientific Forum,” SUNY Upstate Medical University.  

Syracuse, New York; June 2001. 

 

 “Increasing Human Sexuality Awareness Through Youth Education,” Generalist Physicians 

in Training 4
th
 Annual Poster Session, 46

th
 Annual Convention of the American Medical 

Student Association, Arlington, Virginia; March 1996. 

 

 “Synthesis and Characterization of 2,5-Dibutyl-1-oxa-cyclopentan-2-ol,” Division of 

Industrial and Engineering Chemistry: Undergraduate Research in Washington, D.C. Area 

Universities, 204
th

 American Chemical Society National Meeting, Washington, D.C.; 

August 1992. 

 

 “Synthesis and Characterization of 2,5-Dibutyl-1-oxa-cyclopentan-2-ol,” Technical Sessions, 

19
th

 Annual National Conference of the National Organization of Black Chemists and 

Chemical Engineers, New Orleans, Louisiana; April 1992. 

 

PUBLICATION 

 

 Chambers GP, Roscher NM, Yang L.  “Synthesis and Characterization of 2,5-Dibutyl-1-oxa-

cyclopentan-2-ol.”  In Proceedings of the National Conference of the National Organization 

of Black Chemists and Chemical Engineers.  Held in New Orleans, Louisiana, April 20-24, 

1992, vol 19.  Washington, D.C.: NOBCChE, 1992. 
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Module A: Female Sexual Health

Sexual Health and Treatment

Certification Description:

The Sexual Health Certification provides comprehensive education to practitioners in the

diagnosis, evaluation and treatment of sexual health disorders in men and women.

There is a dual emphasis on learning evidence based scientific literature in the area of sexual

health, and learning clinical practice protocols, and practices to allow participants to treat

patients with the most up to date and comprehensive treatment tools. The teachings combine

didactic learning as well as participatory and lab learning within four online modules.

After completion of the 4 modules, the participant will be considered a Certified Sexual Health

Clinician. The modules are lively, engaging and informative providing the participant with the

essential knowledge and skills needed to be able to comprehensively care for patients who have

sexual health challenges.

Director Of The Sexual Health Certification:

Jennifer Landa, MD, Ob/Gyn specializes in helping women and men balance their hormones,

restore their energy, and replenish their sex lives. At the heart of her practice is the belief that

maintaining one’s health is hard work and she encourages her patients to make lifestyle changes

that will result in increased health.

Dr. Landa’s focused, energetic, and straightforward style comes across well when she speaks in

front of groups and on camera. She lectures nationally on preventive medicine and has appeared

on national and local television. Dr. Landa just completed her first book with co-author Virginia

Hopkins. Their book, The Sex Drive Solution for Women, is a no-nonsense approach to many of

the sex drive issues that Dr. Landa addresses with her patients every day.

Online

Certification -

Sexual Health
Sexual Health and
Treatment - Module A

Only: $1,800 ADD TO CART
(/cart;cart,add_to_cart,sh_online_module_1,1.html)

Course Description:
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Module B: Male Sexual Health, Gay and
Transgender Therapy

Module C: Impact of Medical and Psychological
Conditions on Sexuality

The first of the four module series will introduce and cover many essential issues in female

sexual health. Treatment protocols that are both evidence based and clinically relevant will be

given throughout the lectures. The vulvar anatomy and disorders of the vulva will be covered

thoroughly including the evaluation and treatment of such disorders by an expert in the field of

vulvovaginal disorders and treatments for vaginal dryness from a Harvard gynecologist that

includes everything from the conventional to the Ayurvedic.

Selected Topics:

Overview of female sexual dysfunction

Women’s sexual health–anatomical concerns

Causes and treatment of dyspareunia

Treatment of vulvar/vaginal atrophy

Perform diagnostic evaluations on patients with FSD

Be familiar with surgical treatment of sexual dysfunction

Understand adrenal function as it affects sex drive and how to address in patients

Be familiar with newer modalities including orgasmic meditation and certain tantric
principles and techniques

Prescribe novel tools, methods, and various sexual aids for patients to boost sex drive

Online

Certification -

Sexual Health
Sexual Health and
Treatment - Module B

Only: $1,800 ADD TO CART   
(/cart;cart,add_to_cart,sh_online_module_2,1.html)

Course Description:

Sexual Health Module B will cover all aspects of male sexual health, encompassing evaluation

and treatment of male sexual dysfunction, including a comprehensive look at male hormone

therapy, through discussion of testosterone therapy, treatment of premature ejaculation, and

sexuality treatment for the LGBT population.

Selected Topics:

Evaluation and Hormonal Treatment of Male Sexual Dysfunction

Erectile Dysfunction - Advanced Therapeutics

Transgender Hormone Therapy Protocol

Oxytocin Use in Male Sexual Function

Comprehensive Look at Male Hormone Therapy

Discussion of Testosterone Pellet Therapy, Oxytocin and Treatment of Premature
Ejaculation Therapies for Erectile Dysfunction

Treatment of Sexual Dysfunction after Prostate Cancer

Sexuality in the Lesbian, Gay and Transgender communities will be discussed extensively
including sexual function, dysfunction and special considerations in treating these
populations

Online

Certification -

Sexual Health
Sexual Health and
Treatment - Module C

Only: $1,800 ADD TO CART  
(/cart;cart,add_to_cart,sh_online_module_3,1.html)
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Module D: Hormones and sexual dysfunction
plus sex and pregnancy (prenatal, pregnant
and post-partum)

Course Description:

This module will focus on various physical and emotional issues which result in sexual

dysfunction. Treatment modalities will be discussed with focus on breast cancer patients and

uro-gynecologic issues. Examples and discussion will be reviewed to gain an understanding on

identifying and/or properly referring patients with psychologic aspect of sexual dysfunction.

Selected Topics:

Discuss sexual problems and issues that may result as a consequence of various medical
conditions and their management

Understand and treat sexual problems of patients with breast cancer

Identify and possibly treat or make proper referral for uro-gynecologic issues leading to
sexual dysfunction

Understand various paraphilia and unusual sexual practices and evaluation and treatment of
patients with concerns in these areas

Identify and treat and/or proper referral of patient with psychologic aspects of sexual
dysfunction

Online

Certification -

Sexual Health
Sexual Health and
Treatment - Module D

Only:
$1,800 ADD TO CART 

(/cart;cart,add_to_cart,sh_online_module_4,1.html)

Course Description:

This module with focus on advanced endocrinology in the male patient. Male sexuality, late-life

hypogonadism, benign prostatic hyperplasia, lower urinary tract symptoms, prostate cancer and

the use of hormonal therapies, nutrition and the aging male, osteoporosis in men and sarcopenia

will all be subjects of discussion in this module. The male athlete will also be a focus of this very

interesting course.

Selected Topics:

Understand treatment of sexual dysfunction with oxytocin

Be able to identify and treat adrenal dysfunction leading to sexual dysfunction

Learn about pellet therapy, indications, dosing and benefits

Know how hormones besides estrogen and progesterone play a role in sexual dysfunction
and how to address these issues

Understand improvement of prenatal status, fertility, postpartum sexuality and
contraception

(/conferences-and-educational-events.html)

Live
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(/)

The American Academy of Anti-Aging Medicine

(A4M) is dedicated to the advancement of healthcare
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GETTY IMAGES

If celebs have taught us anything in recent years, it's that the vulva and
vagina aren't off-limits when it comes to cosmetic treatments. From the

Kardashian sisters' openness about getting laser vaginal rejuvenation to
Sharon Osborne talking about her vaginal tightening procedure, it's clear

that beautification treatments below the belt are becoming commonplace.
And the trend is growing among non-celebrities too. In fact, when it
comes to labiaplasty (aka "designer vagina" surgery, which involves

altering the labia), there was a 53 percent increase in procedures from
2013 to 2018 in the U.S., according to the American Society for Aesthetic

Plastic Surgery.

This growing trend might be due to an increase in awareness and
conversation about vaginal health, suggests Juliana Hansen, MD,

professor of surgery and division chief of plastic and reconstructive
surgery at Oregon Health and Science University School of Medicine. “For

many generations, vaginal health has been considered taboo, and
procedures and options for care for female genitalia weren’t available,”
Dr. Hansen says.

Health

What Exactly Is A Designer Vagina? What To Know About
Labiaplasty

Basically, it's a surgical vulva makeover.

BY MARA SANTILLI PUBLISHED: FEB 15, 2020
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The number of labiaplasty
procedures increased 53 percent in

the U.S. between 2013 and 2018.

Regardless of the the exact reason behind the trend, vaginal health, and
plastic surgery in and around the vaginal area, are getting more attention

than ever before. Here, everything you need to know about labiaplasty
and other common vaginal cosmetic procedures.

What is

labiaplasty?
Labiaplasty is mostly an aesthetic procedure, but it could also be
functional (more on the reasons women have it done below). In most
cases, the surgery alters the labia minora, or the inner lips of the vagina,

Dr. Hansen explains, but it could be tailored to alter the labia majora, or
outer lips, as well. Basically, the plastic surgeon shortens the labia to

remove excess tissue, which might be bothering the patient for aesthetic
or functional reasons, e.g., it gets in the way during sex or exercise.

ADVERTISEMENT - CONTINUE READING BELOW

Labiaplasty is different from a vaginoplasty, which is a surgical procedure

for vaginal tightening, Dr. Hansen explains. Certain patients may have
this done because of pelvic-floor issues, such as incontinence, after

multiple childbirths, she says. But, it’s also often done to help increase
vaginal tightness for sexual pleasure purposes. However, “there is not a
ton of evidence that [vaginoplasty] procedures work well,” Dr. Hansen

says, “and there may be potential for causing chronic pain and harm.” 


Labiaplasty involves shortening the
labia to remove excess tissue, which
might be bothering someone due to

aesthetic or functional reasons.

MORE FROM WOMEN'S HEALTH
Everything to Know About Your Menstrual Cycle

WATCH:
Everything to Know About Your Menstrual Cycle
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There are also non-surgical vaginal rejuvenation treatments, which fall
into the "designer vagina" trend but are totally different than labiaplasty.

“These include lasers to stimulate the mucosa, or inner lining, of the
vagina, and LED light treatments that supposedly stimulate the vagina to

produce more tissue,” Dr. Hansen says. However, she warns that most of
these treatments are not FDA-approved or scientifically proven to
increase vaginal tightness or reduce dryness.

Surgeries for transgender women are generally completely separate from
labiaplasty procedures and vaginal rejuvenation procedures as well.

Gender confirmation surgeries often involve creating a vulva for a male-
to-female transgender patient, but typically the new vulva then needs to
be dilated and stretched to function properly, Dr. Hansen says—which is

nearly the opposite of many of these tightening vaginoplasty or
labiaplasty procedures.

Why would someone get a
labiaplasty?
There are a few reasons for undergoing a labiaplasty procedure, but most
of them involve aesthetics as opposed to medical necessity:

Dissatisfaction with the labia’s appearance: This is the number-one

reason women tend to have labiaplasty done. They might experience

embarrassment or lack of confidence in how their labia look, especially
during sex. In many women, the labia minora hang lower—which is
completely normal!—but doesn't match the very narrow beauty

standards women see in media, Dr. Hansen says.

Discomfort with long labia: Having larger or longer labia could

actually cause functional problems for some patients. This could
include discomfort riding a bike or wearing underwear or a thong, or
excess moisture coming from the vagina.

Pain during sex: Dissatisfaction with the appearance of the labia may

affect a patient’s confidence in the bedroom—but having enlarged or

longer labia could also get in the way during sex, potentially causing a
painful, or at the very least, uncomfortable experience. “Just by
reducing the size of the labia, sexual function might be improved, if

anything, because you’re not as worried about the tissue getting pulled
or stretched during intercourse,” Dr. Hansen says.

Cancers or pre-cancerous conditions: One medical reason for a labia

reconstruction might involve having to remove part of the labia that
contains cancer cells in the vaginal area. “Cancers or pre-cancerous

conditions that can grow there might require excisions,” Dr. Hansen
says.

What are the risks of labiaplasty?
Like any medical procedure, labiaplasty doesn't come 100 percent risk-

free. Possible complications include wound separation and scarring.
Some researchers have also raised concerns about possible loss of sexual

WATCH:
Everything to Know About Your Menstrual Cycle
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sensation as a result of labiaplasty, as well as an increased risk of trauma
to the perineal area during vaginal delivery, though all of these risks need

to be researched further.

ADVERTISEMENT - CONTINUE READING BELOW

What are the steps of a
labiaplasty procedure?
Getting labiaplasty starts with a consultation with a plastic surgeon. This
is a discussion of what the problem with the vulva is, pre-operation. The

doctor has to see the same issue that the patient sees with their labia,
says Dr. Hansen. If there isn’t a good surgical solution, which would
involve shortening or reconstructing the labia, then the surgeon won’t

recommend surgery to the patient, Dr. Hansen notes.

The procedure itself is always surgical, but it can be done in-office, under

local anesthesia in a clinic, or can be done under general anesthesia in a
hospital, Dr. Hansen says. During the operation, the surgeon will reduce
the size and length of the labia minora, and make a stitch line. It takes

some time to heal, so she recommends two to three weeks of resting and
icing the area, and keeping it clean.

RELATED STORIES

'I Had Vaginal Reconstruction Surgery'

12 Reasons Your Vagina Hurts So Damn Much

Can Your Vagina Be Too Tight For Sex?

“We also recommend that patients avoid activities that will traumatize or

stretch out the stitch line for about six weeks to three months,” Dr.
Hansen says (so it might involve getting creative with your typical sexual

activity).

Patients tend to agree that the surgery goes quickly (it typically only
takes about an hour), but the healing process is long. “Post operation was

WATCH:
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extremely painful, as I expected. I took a lot of pain medicine and
avoiding being on my feet at all costs for at least a week. It hurt badly

when I walked for about seven days, and I felt a burning pain which was
worse during urination," wrote one patient in a review of her experience

with the procedure at Labiaplasty Boston in Boston, Massachusetts. "You
should make sure you have at least a week off if you plan on getting this
done. However, this procedure was well worth the pain."

(You can check out real before-and-after images from the Labiaplasty

Center of NYC here—but, warning, they are *NSFW.*)

How much does labiaplasty cost?
Labiaplasty procedures are no small expense. The American Society for

Aesthetic Plastic Surgery reports that the procedure costs about $2,800.
These are typically considered elective cosmetic surgeries, Dr. Hansen
says, so it would be difficult to get it covered by any insurance company,

even if you could argue that the procedure might be medically beneficial
(such as in the case of pain during sex or reconstruction after the removal

of cancerous cells).

Have you ever experienced anxiety about going to gyno appointments?

Yes, I dread the whole process! Nope, easy-peasy for me.

Are labiaplasty procedures off-
limits for anyone?
Generally speaking, if the surgeon doesn’t see a valid reason for
performing labiaplasty on a patient, they won’t. Other than that, patients

who have other medical conditions, especially those that might affect
healing, would not be good candidates, Dr. Hansen says. If you have

other medical conditions, it’s best to consult your primary care physician
first before seeing a plastic surgeon.

Also, the procedure is a no-go for pregnant women, because giving birth

would affect healing. “A natural childbirth would impact that area, and
women might tear their stitch line or need an episiotomy after birth,” Dr.

Hansen says, so most surgeons would never recommend that.

The bottom line: Labiaplasty may help if you feel that your labia are

interfere with your ability to function sexually or cause pain or discomfort.

But keep in mind that it's normal for vulvas and vaginas to come in all

shapes and sizes—so only take the medical risk if *you* want to.

MARA SANTILLI

Mara is a freelance writer and editor specializing in culture, politics, wellness, and the
intersection between them, whose print and digital work has appeared in Marie Claire,
Women’s Health, Cosmopolitan, Airbnb Mag, Prevention, and more. She’s a Fordham
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University graduate who also has a degree in Italian Studies, so naturally she’s always
daydreaming about focaccia.
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Guidelines for the Standardization of Genital 
Photography

Natalie R. Joumblat, BS; Jimmy Chim, MD;  
Priscila Gisselle Aguirre Sanchez, MD; Edgar Bedolla, MD; and  
Christopher J. Salgado, MD

Abstract
Plastic surgery relies on photography for both clinical practice and research. The Photographic Standards in Plastic Surgery laid the foundation for stand-
ardized photography in plastic surgery. Despite these advancements, the current literature lacks guidelines for genital photography, thus resulting in a 
discordance of documentation. The authors propose photographic standards for the male and female genitalia to establish homogeneity in which infor-
mation can be accurately exchanged. All medical photographs include a sky-blue background, proper lighting, removal of distractors, consistent camera 
framing, and standard camera angles. We propose the following guidelines to standardize genital photography. In the anterior upright position, feet are 
shoulder-width apart, and arms are placed posteriorly. The frame is bounded superiorly by the xiphoid-umbilicus midpoint and inferiorly by the patella. 
For circumferential documentation, frontal 180 degree capture via 45 degree intervals is often sufficient. Images in standard lithotomy position should be 
captured at both parallel and 45 degrees above the horizontal. Images of the phallus should include both the flaccid and erect states. Despite the increas-
ing incidence of genital procedures, there lacks a standardized methodology in which to document the genitalia, resulting in a substantial heterogeneity 
in the current literature. Our standardized techniques for genital photography set forth to establish a uniform language that promotes more effective 
communication with both the patient as well as with colleagues. The proposed photography guidelines provide optimal visualization and standard docu-
mentation of the genitalia, allowing for accurate education, meaningful collaborations, and advancement in genital surgery.

Editorial Decision date: January 15, 2018; online publish-ahead-of-print February 6, 2018.

In medicine, photography enables objective analysis of 
results by using validated scoring methods based on visual 
assessments. Especially in plastic surgery, a visually ori-
ented specialty, photography plays an extremely important 
role in both clinical practice and research.1 Clinically, pho-
tographs are used for preoperative planning, intraopera-
tive visual referencing, postoperative documenting, and 
assessing surgical outcome.1-3 In addition, photographs 
can be utilized in patient education to clearly communi-
cate the surgical plan as well as provide pre- and postop-
erative comparisons.2 In research, photography is used in 
presentations and publications to demonstrate an objec-
tive analysis of applied techniques and outcomes.1,2 From 

a legal standpoint, photography should be an integral part 
of the patient’s record as it could support the defense of 
the surgeon in the event of litigation.2
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Consistency is crucial in medical photography. 
Standardized photography reduces variables that can pro-
duce false postoperative comparisons as well as provides 
reliable reproducibility for valid photographic results in 
academic research.1 Studies show that minor deviations 
from accepted standards decreases the clinical value of 
the photography, thus reducing its validity in medicolegal 
litigation, surgical planning, and communication amongst 
surgeons.2,4-6

In order to ensure accurate comparisons amongst 
colleagues, the American Society of Plastic Surgeons 
and the Plastic Surgery Educational Foundation issued 
Photographic Standards in Plastic Surgery7 in 1991. This 
publication standardized photography of the face, ears, 
mouth, breasts, abdomen, hips/thighs, calves/feet, fore-
arm, hands, and fingers.6,7 Despite the increasing inci-
dence of genital procedures, there is a paucity of literature 
that establishes photographic standards for the genitalia. 
We utilize our experience in genital surgery and photogra-
phy to propose standard techniques that best capture the 
genital anatomy in a uniform manner.

GENERAL TECHNIQUES FOR 
PHOTOGRAPHIC STANDARDIZATION

The following generic guidelines, applicable to all medi-
cal photography, are based on review of the medical lit-
erature in addition to our own personal experience. The 
proposed criteria include uniform background, lighting, 
camera positioning, patient preparation and positioning, 
and photo editing.1,3,8

Photography Background

The standard background color in medical photography is 
sky blue, converted to 18% gray Kodak standard in gray-
scale, because it is a medium tone that contrasts with most 
skin colors.9 Most camera meters are calibrated to make 
everything medium toned, thus having a medium toned 
background to lock in an exposure reading that produces 
color tones closest to reality. By the same token, if the 
camera is metered to a background lighter than sky blue, 
the photo will be darker, and the converse holds true as 
well.9 In the clinic, this can be achieved through a hand-
held drape, a window shade, a roll of seamless backdrop 
paper, or a painted wall.10 In the operating room, sterile 
blue towels may be used.9

Photographic Lighting

In a studio setting, optimal illumination may be achieved 
by placing two lights anterior, one light posterior, and 

one light superior of the patient being photographed.8,11 
The two anterior lights are best placed 90° apart so that 
each lamp is 45° with respect to the patient, one on the 
left side, and the other on the right.8,11 The posterior light 
is best placed 30 to 60 cm from the background to mini-
mize shadows being cast onto the background.8,11 Strub 
et al described a similar symmetric multilight source posi-
tioning, but found it inferior to asymmetric lighting when 
photographing the nose.12 Asymmetric lighting increases 
contrast and shadowing, thus enhancing 3-dimensional-
ity and detail rendition, both important in surgical plan-
ning of rhinoplasties.12 In genital photography, symmetric 
lighting is preferred, as it minimizes the shadows casted 
on the patient and thus reduces its distorting effect on 
the patient’s form.11 When selecting the light source’s 
bulb, color temperature must be considered. “Cold” light 
(≥6000 K) is preferred to “warm” light (≤3500 K), as it does 
not produce a soft yellow glow that “warm” light does, but 
rather a blueish-white quality, equivalent to the high noon 
sun, that produces the best representation of true color.11,13 
In the clinic and in the operating room, frontal lamps in 
optimal positioning can be impractical. When relying on 
a camera’s flash for lighting, special attention should be 
paid to positioning the camera parallel to the area of inter-
est in order to minimize shadows.6,11 In the operating room 
(OR), we turn away the adjustable lights for two reasons. 
First, OR lights can vary in color temperature, distance, 
and angle, which can alter the color, magnification, and 
shadowing of the subject Second, modern sensors are 
unable to detect the difference in intensity between the 
OR and ambient lighting. The camera’s automatic settings 
have shown to produce the truest color in the setting of 
mixed lighting.1

Camera Positioning

To standardize magnification, the lens should be kept 
at a constant level and distance from the patient. When 
positioning the camera, anatomic landmarks and a tripod 
may assist with consistent distances and angles.8,10,11 The 
camera should be placed at the height of the desired ana-
tomic region and placed at a distance where the appropriate 
bounds and magnification are achieved, thus avoiding the 
need for zoom.11 When possible, zoom should be avoided 
as it may distort the patient to look wider and adds an-
other variable to the operator, making consistency more 
difficult to achieve. In cases where desired magnification 
cannot be accomplished mechanically, zoom may be uti-
lized, but when doing so, the subject at hand must remain 
in the frame’s center in order to preserve the photograph’s 
focal point.11 When photographing an area 8 cm or less, 
place a ruler in at least one of the photographs to provide 
a frame of reference for true size.11
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Patient Preparation and Positioning

In medical photography, unobscured visualization of the area 
of interest is achieved through eliminating distractors, includ-
ing the patient’s clothing, gown, undergarments, jewelry, 
glasses, piercings, and makeup.3,7,8,10,11 Position the patient 
approximately 3 feet in front of the background to minimalize 
distracting shadows.14 At this position, the patient will angle 
themselves to assume the 5 standard views: one AP (0°), two 
oblique (±45°), and two lateral (±90°).

Photo Editing

If photographs are not standardized at the time of capture, 
editing software may be utilized to zoom and crop in order 
to uniformize magnification, allowing for more accurate side-
by-side comparisons.9,11 While photo editing is a useful tool, 
anytime an image is digitally manipulated, the authenticity 
is compromised. Thus, the photographic techniques describe 
should not be replaced by postproduction editing, and the 
attention to detail should be placed at the time of capture.11

SPECIFIC TECHNIQUES FOR 
PHOTOGRAPHIC STANDARDIZATION OF 
THE GENITALIA

With the senior author’s extensive experience in per-
forming and documenting varied genital procedures, we 

propose the following guidelines to standardize genital 
photography (C.J.S.). For the anterior-posterior image, 
we found that an upright standing position with the feet 
at shoulder-width apart is a readily acquired position for 
most patients in the clinical setting (Figure 1). This allows 
not only expeditious acquisition of the standard posi-
tion, but also adequate and natural spacing between the 
lower extremities, thus permitting evaluation of the genital 
appearance in situ. Framing of the patient is somewhat 
arbitrary, and the authors found that the image should 
at least capture the xiphoid-umbilicus midpoint superi-
orly and the entire patella inferiorly. For the remarkably 
endowed male genitalia, adjustments in the framing may 
be made at the clinician’s discretion. The lens should be 
positioned in level with the mons to allow for direct focus 
of the genital region in relation to the abdomen and lower 
extremities.

Arm positioning has little effect on the positioning of 
the genitalia, but the upper extremities can impede visu-
alization, especially in the lateral views. The authors rec-
ommend that the patient’s arms and hands hang slightly 
posteriorly at the sides to allow for complete capture 
of protuberant or retracted genitalia (Figure  2). In the 
female patient, lateral and oblique views do not typically 
reveal useful information and the anterior upright and 
lithotomy views suffice in most instances. A unilateral 
upper extremity should be utilized for retraction to cap-
ture ventral views of the penis and visualization of the 
scrotum.

A B C

Figure 1.  (A) Schematic illustration of a patient standing with legs shoulder width apart and the bounds for framing when 
taking a photograph of a patient’s genitalia in the antero-posterior (AP) view (courtesy of Priscila Sanchez, MD). (B) AP 
standardized view of a 53-year-old man’s external genitalia with a diagnosis of a hidden penis. (C) AP standardized view of a 
26-year-old woman’s external genitalia who presents with lichen sclerosis (not visible in this view).
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In regards to differing angles of imaging, we found 
that frontal 180  degree capture via 45  degree intervals 
is often sufficient (Figure 3). Circumferential documen-
tation can be utilized as well if further body contouring 
procedures are being considered. Thus 5 images should 
be documented for the frontal 180  degree photographs 
and 8 images would result from a full 360-degree circum-
ferential series.

Lithotomy views were also found to be critical in the 
documentation of genital photography. These views assist 
in examination, objective diagnosis, and operative plan-
ning. To achieve standard lithotomy position in the clinic 
and in the operating room, the hips should be flexed 80 
to 100° from the torso with the thighs abducted approx-
imately 30 to 40° from the midline (Figure  4). Stirrups 
should support the legs at a position roughly parallel to the 
trunk.15 OR lighting, as previously mentioned, is limited. 
Turning off the adjustable overhead lights and positioning 
the camera parallel to the genital’s plane is simplest tech-
nique for easily reproducible, least distorted photographs 
in the setting of minimal equipment. For framing, the hor-
izontal axis should include midthigh, and the vertical axis 
should include the entire genitalia and inferior border of 
the buttocks.

We found that that the genital images should be cap-
tured on a level parallel and in line with trunk as well 
as 45  degrees above the horizontal axis. These 2 views 
allow for evaluation of the mons, clitoris, clitoral hood, 
and labial tissues in females, and the ventral penis and 
scrotum in males. Retraction of specific anatomic regions 
of the genitalia or the surrounding skin is often necessary 
by the patient or the clinician to expose key aspects of 
the exam. In the female patient, retraction of the clito-
ral hood and labial tissues exposes key aspects including 
the introital characteristics, labial length, interstices, and 
genital wounds/scars. In cases of labia minora hypertro-
phy, it is important to document the length of the labia 
minora from base to distal edge, to facilitate acquisition of 
insurance coverage for the operation. In the male patient, 
retraction of the foreskin and elevation of the scrotal skin 
exposes the glans penis and perineal region, respectively. 
Photography of the male phallus should be done in both 
the flaccid and erect state. In the office, the erect length 
can be approximated by applying outward traction to the 
penis and measuring from the phallus base to the most 
distal tip of the glans.16 Otherwise, we accept the patient 
providing photographic documentation of their truly erect 
penis obtained in the privacy of their own home. The latter 

A B C

Figure 2.  (A) Schematic illustration of a patient standing with arms placed posteriorly in the lateral view (courtesy of Priscila 
Sanchez, MD). (B) Lateral view of a 53-year-old man’s external genitalia with arms placed posteriorly. (C) Lateral view of a 
26-year-old woman’s external genitalia with arms placed posteriorly.
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may prove more useful in circumstances where the phallus 
appears as a micropenis in the flaccid state, and only in 
the truly erect state does it become of normal length (5.5 
to 6 inches), in addition to Peyronie’s disease evaluation.

In cases of excessive body and genital hair we ask our 
patients to depilate these areas. Often, abundant hair not 
only conceals potential pathology, but obscures a clear 
view of the genital anatomy, thus compromising the op-
erative plan.

DISCUSSION

Surgery of the genitalia, especially aesthetic procedures, 
has grown exponentially since the early 2000s, with some 
of the most popular procedures including the labiaplasty, 
vaginal rejuvenation, labia majora resection, mons lift, 
clitoral hood reduction, and volume augmentation of the 
mons pubis and labia majora.17 According to the American 
Society for Aesthetic Plastic Surgery’s Cosmetic Surgery 
National Data Bank Statistics, vaginal rejuvenation proce-
dures increased by 12.5% between 200718 and 2013,19 and 
labiaplasty procedures increased by 43% between 201420 
and 2016.21 Despite the increasing incidence of genital 

procedures, the current literature does not include any 
clear guidelines for photography of the male and female 
genitalia.7,15 As a consequence, genital photography is 
substantially varying, as evidenced in peer-reviewed liter-
ature as well as national and international meetings.

With a busy practice caring for patients with aesthetic and 
functional problems of the genitalia, the authors believe that 
genital photographic standards are vital in communication 
with both the patient as well as with colleagues. Uniformity 
in pre- and postoperative photography minimizes distractors 
and allows surgeons to more effectively educate the patient 
on their surgical outcomes.22 Reproducible guidelines enable 
surgeons to standardize genital photography, thus generating 
a homogenous language in which meaningful comparisons 
can be made, multicenter studies performed, and further 
advancement in genital surgery achieved.

CONCLUSION

The proposed photography guidelines provide optimal 
visualization and standard documentation of the genita-
lia, allowing for accurate education, meaningful collabora-
tions, and advancement in genital surgery.

Figure 3.  A 26-year-old woman positioned at −90°, −45°, 0°, +45°, and +90° (courtesy of Natalie Joumblat).
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A

B

Figure 4.  (A) Schematic illustration of a patient in standard lithotomy position (courtesy of Priscila Sanchez, MD). Hips 
are flexed 80 to 100°. Thighs are abducted 30 to 40° from midline. Capture images at 0° and 45° above the horizontal axis. 
(B) A 32-year-old woman in standard lithotomy position captured in the operating room with surgical blue towels as the 
background. Hips are flexed at 90° and legs are abducted 40° from the midline. Image is captured at 0° from the horizontal 
axis, an additional image should be captured at 45° above the horizontal (not shown).
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THE SAFE PRACTICE OF FEMALE GENITAL 
PLASTIC SURGERY

Female genital plastic surgery is growing in popular-
ity. Labiaplasty in particular has increased 600% in less 
than a decade in the United States, from 2142 procedures 
in 2011 to12,903 in 2019.1,2 These numbers are likely an 
underestimate because they do not account for the pro-
cedures that gynecologists perform.3 This rise, which is 
global, has been attributed to several reasons, including 
functional, sexual, and appearance-related concerns; 
online access to information; the proliferation of photo-
graphs on the internet; depilation; negative comments; 
and cultural influences.4–40

Female genital plastic surgery includes labiaplasty, cli-
toral hood reduction, labia majoraplasty, perineoplasty, 
vaginoplasty, and monsplasty. Less common procedures, 
which are beyond the scope of this article, include hymeno-
plasty, anterior and posterior commissuroplaty, and labia 
minora reconstruction after iatrogenic amputation and 

female genital mutilation.3,41 Nonsurgical procedure 
modalities, such as energy-based devices, PRP injection, 
the O-shot, and G-spot augmentation, are also beyond the 
scope of this article.

EVALUATION

Establish Goals, Motivation, and Expectations
Patients interested in labiaplasty, the most commonly 

requested procedure, may complain of chaffing, itching, 
personal hygiene issues, dyspareunia, pain with exercise, 
tugging, exposure in a bathing suit, recurrent urinary 
tract infections, and deviation of urine stream.7–40 Patients 
interested in vaginoplasty and perineoplasty after vaginal 
delivery may note loss of friction during intercourse and 
reduced sexual satisfaction.42–44 Mons and labia majora 
concerns are generally cosmetic. Professional cyclists 
with labia majora hypertrophy may request a labia majora 
reduction to relieve pain and pressure.45,46 Validated ques-
tionnaires can provide an objective measure of symptoms 
and motivations.7,9,10,15,17,29,30,33,47,48

As with any aesthetic procedure, the surgeon should 
vet patients for unrealistic expectations and body dys-
morphic disorder. Body dysmorphic disorder is defined 
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Summary: The purpose of this article is to guide surgeons in the safe practice of 
female genital plastic surgery when the number of such cases is steadily increasing. 
A careful review of salient things to look for in the patient’s motivation, medical his-
tory, and physical examination can help the surgeon wisely choose best candidates. 
The anatomy is described, with particular attention given to the variations not gen-
erally described in textbooks or articles. Descriptions are included for labiaplasty, 
including clitoral hood reduction, majoraplasty, monsplasty, and perineoplasty with 
vaginoplasty. Reduction of anesthetic risks, deep venous thromboses, and pulmo-
nary emboli are discussed, with special consideration for avoidance of nerve injury 
and compartment syndrome. Postoperative care of a variety of vulvovaginal proce-
dures is discussed. Videos showing anatomic variations and surgical techniques of 
common female genital procedures with recommendations to reduce the complica-
tion rate are included in the article. (Plast Reconstr Surg Glob Open 2021;9:e3660; doi: 
10.1097/GOX.0000000000003660; Published online 6 July 2021.)
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as a disproportionate dissatisfaction with the appearance 
of normal-appearing female genitalia, yet an assumption 
that a woman with normal-appearing anatomy desiring 
a female genital cosmetic procedure must be experienc-
ing body dysmorphic disorder may indicate an evaluat-
ing physician’s failure to understand the symptomatology 
and cosmetic concerns that can be associated with normal 
anatomy.7,15,47 The marked drop in body dissatisfaction 
symptoms following female genital plastic surgery suggests 
that many of these patients likely have body dissatisfaction 
rather than true dysmorphia. Nonetheless, these patients 
should be carefully counseled and screened during con-
sultation.17 The patient may have already seen online 
images that may or may not convey an accurate impres-
sion of what surgery can accomplish, so a discussion with a 
review of before-and-after photographs can help establish 
realistic expectations.

If a vaginoplasty or perineoplasty is considered, a 
thorough obstetrical and gynecological history, includ-
ing method of delivery, urinary incontinence, and pelvic 
maladies, is particularly important to elicit in vaginoplasty 
and perineoplasty patients.49,50

Body Mass Index
A high body mass index (BMI > 30) raises surgical risks 

in any patient, but it is a particular concern in patients 
interested in vaginoplasty and perineoplasty. Chronic pres-
sure on the pelvic floor predisposes these patients to POP, 
urinary incontinence, rectocele, and cystocele.51,52 Ninety 
percent of morbidly obese women experience pelvic floor 
disorders, compared with 23.7% of women in general.53–55

Parity
The trauma of vaginal childbirth, especially with the 

use of forceps or vacuum; multiparity; and high newborn 
birthweight can widen the vagina and injure both the 
pudendal nerve and the levator ani muscle complex, pre-
disposing to POP.56–61

Menopause
The loss of estrogen production with menopause can 

result in atrophy of the genital tissues, leading to vaginal 
pain, vulvar pain, itching, discharge, and dyspareunia 
from loss of lubrication and narrowing of the vagina. 
Additionally, an increase in vaginal pH predisposes post-
menopausal women to urinary tract infections.61 Within 
a decade of menopause, half of women experience these 
symptoms, defined as the genitourinary syndrome of 
menopause.62 Locally active estradiol cream, capsules, 
tablets, and rings can help increase vaginal mucosa thick-
ness, reduce vaginal pH, improve moisture, and relieve 
dyspareunia.63–65

PHYSICAL EXAMINATION
The patient should be examined both standing and in 

the lithotomy position. An examination chair with retract-
able stirrups facilitates visualization and promotes patient 
comfort. In the standing position, the labia minora are 
noted for the degree of projection beyond the labia 

majora, and the labia majora are noted for ptosis, volume, 
and fullness.

Superficial Anatomy of the Vulva
The vulval complex can be divided into structured ana-

tomical regions: the mon pubis, clitoral area, the labial-cli-
toral complex,66 labia minora, labia majora, and perineal 
area (Fig. 1). As with facial aesthetics, surgery of the vulva 
should achieve “genital harmony.”66 Most textbooks and 
scientific articles illustrate the vulva with little variation, 
disadvantaging surgeons who may be unprepared for the 
anatomic variations they encounter66–69 (Fig. 2).

Labia minora classification systems often focus on 
length, measured from introitus to edge; degree of pro-
trusion beyond the labia majora; or the relationship 
of minora, majora, clitoral hood, and fourchette.66,68–71 
Dimensions help in operative planning but are poor 
determinants of a patient’s candidacy for labiaplasty. Far 
more important is patient symptomatology.7,15,47

Instead of using absolute measurements, one of the 
authors (PEB) has described 3 main anatomical variants, 
based on the maximal projecting point of the labium: 
Type I projects maximally in the upper third, Type II in 
the middle third, and Type III in the lower third (Fig. 3). 
Contralateral sides can differ. These variants may influ-
ence choice of labiaplasty technique, trim or wedge, and 
the type of wedge72 (Fig. 4).

Evaluation for Vaginal Laxity, Rectocele, and Cystocele
Candidates for vaginoplasty and perineoplasty should 

be evaluated for pelvic organ prolapse (POP), including 
rectocele and cystocele.73–75 A cystocele is associated with 
urinary frequency, urgency, and incontinence; a recto-
cele is associated with constipation, including a history 
of digital manipulation to facilitate defecation.73 Patients 
with POP, obstructed defecation, or urinary or anal incon-
tinence should be referred to a gynecologist, urologist, 
or urogynecologist.2,18,73–75 The short form Pelvic Organ 
Prolapse/Urinary Incontinence/Sexual Questionnaire 
(PISQ-12) aids in screening patients.76

In the standing position, the female perineum is typi-
cally located at a level within 2 cm of the ischial tuberosi-
ties. If the perineum lies below this level, at rest or with a 
Valsalva maneuver, the patient should be referred for an 
evaluation of POP.42,44 In the lithotomy position, observa-
tion of attenuated mucosa with scant muscle bulk within 
the perineal body and proximity of the posterior four-
chette to the anus should be noted. As the patient bears 
down and tightens, the surgeon can digitally assess the 
vaginal width and the levator ani muscles, each finger 
breadth of separation approximated 1 centimeter.42 A rec-
tovaginal examination is conducted to assess the integrity 
of posterior vaginal wall.2,42,50 Lax, widely separated levator 
ani muscles are best addressed with a vaginoplasty.42,44

NERVE SUPPLY, VASCULATURE,  
AND MUSCLES

The pudendal nerve innervates the external female 
genitalia, splitting into the deep and superficial perineal 
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Fig. 1. A, Systematic assessment of the vulval complex. Dividing the vulval complex into 6 areas allows 
careful evaluation. B, Careful attention should be paid to each of these areas: labia minora, clitoral com-
plex, labial-clitoral interface (complex), labia majora, pubic area, and perineal area. The quality of the 
tissues, rugosity, pigmentation and asymmetries should be noted. Reproduced with permission from 
Hamori CA, Banwell PE, Alinsod R. eds. Female Cosmetic Genital Surgery. Concepts, Classification, and 
Techniques. New York: Thieme; 2017.

Fig. 2. Anatomic variations seen in clinical practice. Labia minora vary in pigmentation, texture (rugose 
or smooth), thickness, symmetry, shape, projection, and symmetry. Above left, This patient has a dou-
ble clitoral hood, with an upper fold and lower fold. In this case, the lateral fold merges onto the supe-
rior aspect of the labia minora. Above right, In this patient, the lateral clitoral hood merges with the 
medial labia minora. The labia minora merge superiorly with the medial labia majora. The clitoris is 
recessed, and clitoral hood projects more laterally than centrally. Below left, In this patient, the thick 
mucosa of the fourchette merges with the raphe over an expansive area. Below right, In this patient, 
the clitoral hood merges onto the medial labia minora, and the labia minora merge superiorly onto 
the medial labia majora. Reproduced with permission from Plast Reconstr Surg. 2020;146:451e–463e. 
10.1097/PRS.0000000000007349.2
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nerves. The deep perineal nerve gives rise to the dorsal 
nerve of the clitoris, and the superficial perineal nerve 
gives rise to the posterior labial nerve, its sensory branches 
innervating the labia minora, with sparse branches to the 
labia majora.2,66,77 Deep to the clitoral fascia, the tunica 
albuginea encapsulates the dorsal clitoral nerve and artery 
and erectile cavernosa.78 The dorsal clitoral nerve travels 
deep, along the medial ischiopubic rami, emerging in its 
trajectory toward the glans. If the surgeon remains far 
from the glans and superficial to dartos fascia, injury to 
the clitoris is unlikely.2,66,77

The pudendal artery provides the blood supply to the 
labia majora and minora via the posterior labial and per-
ineal arteries. The labia minora are supplied by a small 
anterior artery, a dominant central artery, and two moder-
ate posterior arteries (Fig. 4). The external and internal 

pudendal arteries communicate through branches along 
the anterior labia minora and also through the frenulum 
arteries. When planning a wedge labiaplasty, the surgeon 
should remember that the anterior labium minus is the 
least perfused. A posteriorly based flap has a more reli-
able blood supply than one based anteriorly.72 Of note, the 
nerves and vasculature of the labia minora travel within 
interstitial connective tissue, which is nonerectile.79–81

The bulbocavernosus muscles are positioned like 
parentheses deep to the labia majora, uniting posteriorly 
to form part of the bulk of the perineal body. The medial 
transverse superficial perineal muscles, arising from the 
ischial tuberosities, contribute the remaining bulk. The 
pubococcygeus, the iliococcygeus, and the puborecta-
lis constitute the levator ani muscles. These broad, thin 
muscles that form a major part of the pelvic floor separate 

Fig. 3. The Banwell Classification. The labia minora are divided into three morphological types. Top left, center, and right, The most promi-
nent point (width) of the labia may be seen in the upper third (Type I), middle third (Type II), or lower third (Type III). Example of Type I 
(lower left), Type II (lower center), and Example of Type III (lower, right). Reproduced with permission from Hamori CA, Banwell PE, Alinsod 
R. eds. Female Cosmetic Genital Surgery. Concepts, Classification, and Techniques. New York: Thieme; 2017.
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with pregnancy and childbirth, predisposing to vaginal 
laxity42,44 (Fig. 5).

ANESTHESIA

Types of Anesthesia
Local anesthesia with oral sedation is ideal for labia-

plasty. Majoraplasty, perineoplasty, and mons liposuc-
tion can be done under local with oral or intravenous 
sedation, but general anesthesia may be preferred if the 
operative site is scarred, multiple procedures are being 
performed, or the surgeon anticipates difficulty. A vagi-
noplasty can be performed under general anesthesia 
or pudendal block.2 Local anesthesia avoids potential 
complications associated with general anesthesia (like 
nausea, vomiting, and the rarer aspiration pneumonia, 
malignant hyperthermia, and thromboembolic events), 
but some patients are more comfortable under general 
anesthesia.2

Prevention of Deep Venous Thrombosis and Pulmonary 
Embolism

Risk factors for deep venous thrombosis and pulmo-
nary embolism include age older than 35, BMI more 
than 25, hypercoagulability, family history, smoking, and 
estrogen therapy.82 To lower those risks, patients can lose 
weight and temporarily cease taking exogenous estrogen 
3–4 weeks before and after surgery. Sequential compres-
sion devices can be used during surgery and the stirrups 
positioned so the hips flex at 90 degrees in the lithotomy 
position, maximizing venous drainage. After surgery, 
patients should engage in early ambulation and hydrate 

themselves sufficiently.83–86 The American Society of Plastic 
Surgeons and American Association of Plastic Surgeons 
advocate the Caprini scoring system for risk assessment, 
which should be filled out before surgery and guide intra-
operative and postoperative prophylaxis.87,88

Prevention of Nerve Injury
The dorsolateral position, with the lower extremities 

in stirrups, can result in pressure or stretching of the 
femoral and lateral femoral cutaneous nerves. Hip flexion 
more than 90 degrees and knee extension can create ten-
sion along the sciatic nerve and compress the peroneal 
nerve against the head of the of the fibula.89,90 Patients 
who are thin, diabetic, and/or alcoholic; and those who 
smoke; have peripheral vascular disease, or have sub-
clinical neuropathies are at a higher risk for neuropraxia. 
Compressive and stretch mechanisms should be elimi-
nated, and patients’ legs should be removed from stirrups 
after 90 minutes.89,91 “Candy cane” leg holders can place 
direct pressure on the nerves, whereas Allen YelloFin Elite 
Lift Assist stirrups have a boot fin design that limits points 
of contact and uncontrolled abduction. Fortunately, pre-
ventative measures lower injury rates to under 0.5%, and 
sensory nerve injuries typically resolve within 6 months.89,92 
Motor nerve injuries are possible, but rare.93

Prevention of Compartment Syndrome
The dorsolateral position creates hemodynamic 

changes that can result in compartment syndrome of 
the leg. Cases are rare, but the consequences are severe, 
including compromised limb function and muscle dam-
age, leading to rhabdomyolysis, myoglobinemia, and 
acute tubular necrosis.94 Signs and symptoms include pain 
on passive stretch, confirmed by compartment pressures 
more than 30 mm Hg or within 20 mm Hg of diastolic 

Fig. 4. Mapping of the labial arteries. On the y axis, emergence of 
the arteries found in every subject is noted. An arrow indicates the 
mean value of emergence for every artery as a distance from the 
posterior fourchette. The anterior artery is small, the central artery 
is dominant, and there are two posterior arteries. Reproduced 
with permission from Plast Reconstr Surg. 2015;136:167–178. doi: 
10.1097/PRS.0000000000001394.72

Fig. 5. Vaginal laxity results from the trauma and stretching associ-
ated with pregnancy and vaginal delivery. The stretching can atten-
uate the tissues and separate the levator ani, bulbocavernosus, and 
superficial transverse perineal muscles, similar to diastasis of the 
rectus abdominis. Reproduced with permission from Plast Reconstr 
Surg. 2020;146(4):451e–463e. doi: 10.1097/PRS.0000000000007349.2
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blood pressure.94,95 For complete recovery, release of the 
affected fascial compartment must be performed within 
6 hours of onset.91 Normalizing leg position every 90 min-
utes, avoiding hypotension, and limiting operative times 
drops the risk of compartment syndrome to under 0.3%.96

THE PROCEDURES

Labiaplasty (Labia Minoraplasty)
Several labiaplasty techniques have been described, 

but this article focuses on the most commonly performed: 
the trim and wedge labiaplasties. The patient’s unique 
anatomy and personal goals should guide the choice of 
technique. The wedge is a good option for patient want-
ing to retain her natural labial edges, but if she dislikes her 
thick, rough, hyper-pigmented edge, she may prefer a trim 
technique.97 Mastering more than one technique enables 
the surgeon to optimally address a variety of patients.97,98

Trim
The trim technique is also known as a linear, curvilin-

ear, edge, direct excision, or amputation labiaplasty. The 
novice labiaplasty surgeon may discover too late how easy 
it is to over-resect the labia minora.7,97,99 A running suture 
closure can permanently scallop the edge. If the suture 
is pulled too tight, the tension can strangulate the blood 
supply, scarring and shortening the surviving labium. 
Alter has described the use of clitoral hood flaps, wedge 
excisions, and YV flaps to reconstruct amputated labia 
minora.100 In the absence of local tissue, reconstruction 
is difficult.

Thick labia can heal wide and flat without a tapered 
edge. If the posterior excisions are separated by less 
than a centimeter or are in continuity, the scar can con-
tract across the fourchette, interfering with intercourse. 
An excision that extends too far cephalad can divide the 
frenulum, untethering the clitoris, allowing it to rotate 
anteriorly and subjecting the patient to chafing, irrita-
tion, and pain. Sensation has been shown to remain 
intact after a trim.101 (See Video 1 [online], which dem-
onstrates a trim labiaplasty and clitoral hood reduction. 
Part 1. The surgical technique is shown, and the steps 
are narrated with subtitles. Reproduced with permission 
from Plast Reconstr Surg. 2020;146(4):451e–463e. 10.1097/
PRS.0000000000007349.) (See Video  2 [online], which 
demonstrates a trim labiaplasty and clitoral hood reduc-
tion. Part 2. The surgical technique is shown, and the steps 
are narrated with subtitles. Reproduced with permission 
from Plast Reconstr Surg. 2020;146(4):451e–463e. 10.1097/
PRS.0000000000007349.)

Wedge
Dehiscence after a wedge labiaplasty can result from 

resecting an over-sized segment and closing under ten-
sion. Over-resection can pull the clitoral hood too far infe-
riorly and advance the fourchette, narrowing the introitus, 
resulting in discomfort during intercourse. Notching 
and color mismatch can occur along the incision line. 
Dehiscence can also occur with poor blood supply or if 

only the mucosal surfaces are sutured in the closure. (See 
Video 3 [online], which demonstrates a wedge labiaplasty. 
The surgical technique is shown, and the steps are nar-
rated with subtitles. Reproduced with permission from 
Plast Reconstr Surg. 2020;146(4):451e–463e. 10.1097/
PRS.0000000000007349.)

Poor labiaplasty results can result in amputation of the 
labia, dehiscence, scarring, pain, dyspareunia, reduced 
erotic sensation, deformity, and loss of self-esteem.15,33,102 
Dryness, painful scars, scar contracture, and deformity 
can result from over-resection and amputation of the 
labia.99,100 These complications are minimized with appro-
priate patient selection, choice of procedure, and good 
operative technique.

Clitoral Hood Reduction
Failure to address a heavy clitoral hood at the time of a 

labiaplasty can result in patient complaints of a masculine, 
“penis-like” appearance.100

Majoraplasty (Labia Majora Reduction), Majora Liposuction, 
and Majora Augmentation

Labia majoraplasty consists of reduction and reshaping 
of the labia majora to address redundant, ptotic, full labia 
majora.29,103,106 Professional cyclists may have functional 
concerns associated with vulvar lymphadenopathy.45, 46 
Redundant skin is excised medially, and adipose tissue can 
be excised directly in patients who desire reduced fullness 
and projection. The majora flap should not be precut, to 
avoid over-excision, but instead should be elevated from 
medial to lateral, and the redundancy confirmed before 
establishing the final incision line. Up to 50% of the 
majora skin is typically excised. A scar placed within the 
interlabial sulcus is less noticeable than one placed along 
the medial hairline.

Over-excision of the labia majora can result in a wid-
ened introitus that predisposes the patient to dryness and 
irritation.103 Other potential complications include scar-
ring, pain, impaired erotic sensation, increased vaginal 
secretions, dyspareunia, and diminished self-esteem.103 
Vulvar lymphadenopathy may limit the long-term results 
in intensive cyclists.45, 46

Minimal fullness without ptosis may be addressed with 
liposuction, which should be performed with a cannula 
under 3 mm in diameter to reduce the risk of bleeding 
and contour irregularities.103

Labia Majora Augmentation
Fat grafting is the most common technique to volumize 

flat or atrophic labia majora.69,100,105 A volume of 10–25 ml 
injected with a 1-ml syringe is recommended, although 
injections of up to 120 ml have been reported.105,106 It is 
far better to undertreat than to overtreat. The possibility 
of future weight gain should be considered, particularly in 
the younger patient.

Hyaluronic acid has been injected both subcutane-
ously and deep to the dartos fascia as a volume filler, with 
reports of injected volumes ranging from 2 to 6 ml.105 
Adverse sequelae include swelling, bruising, and palpable 
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nodules, which can be treated with light massage, intral-
esional corticosteroid, or hyaluronidase injection.46,107,108

Monsplasty and Mons Liposuction
The fatty mons with no ptosis can be treated by lipo-

suction, but redundant skin and adipose tissue are 
best addressed with direct excision through a mons-
plasty.103,109,110 Monsplasty candidates are often obese, add-
ing to perioperative concerns,111 but the surgery has been 
shown to improve urinary dysfunction and hygiene in mas-
sive weight loss patients.112,113 After the redundant tissue 
has been excised, Scarpa’s fascia should be anchored to 
the rectus abdominis muscle fascia to avoid descent.109,110 
Potential complications include bleeding, hematoma, and 
scarring.

Perineoplasty and Vaginoplasty
Vaginal tightening procedures, referred to variably 

as vaginoplasty, perineoplasty, colporrhaphy, and peri-
neorraphy, have historically been performed for repairs 
after obstetrical delivery; only recently have they been 
performed to address sexual and aesthetic concerns.18,114 
Up to 76% of women experience decreased sensation, 
decreased friction during intercourse, and altered sensa-
tion associated with a generalized feeling of vaginal lax-
ity.14,50,115–119 Gaping of the vaginal vestibule with visibility 
of the vaginal mucosa, excessive vaginal secretions due to 
mucosa exposure, altered ability to achieve orgasm, and 
vaginal air entrapment resulting in embarrassing sounds 
during sexual intercourse are other sequelae women may 
experience from vaginal laxity.50,120,121

Because sexual satisfaction is impacted by multi-
ple factors, patients hoping for improvement may not 
achieve what they wish, and patients should be screened 
and counseled so their expectations are realistic.17,50 A 

history of vulvodynia, dyspareunia, or chronic pelvic 
pain are relative contraindications to vaginal tightening 
surgery.48,50Postmenopausal patients considering vagino-
plasty should be on estrogen to thicken their vaginal tis-
sues before surgery.63–65

Indications for a perineoplasty include aesthetic con-
cerns, laxity of the introitus, and decreased sexual satis-
faction after vaginal delivery.43,117 Redundant, atrophic 
perineal mucosa is excised up to the hymen ring, and the 
bulbocavernosus and the medial transverse superficial 
perineal muscles are reapproximated to reestablish the 
pre-delivery anatomy of the perineal body and introitus. 
After perineoplasty, nearly 90% of patients experience 
improved rates of sexual intercourse satisfaction.122 A peri-
neoplasty without muscle plication can be performed for 
aesthetic reasons in the nulliparous patient.

A vaginoplasty can be done by tightening the ante-
rior vaginal wall by plicating the vesicovaginal fascia. 
Some surgeons favor tightening the lateral wall to avoid 
a posterior scar where the pressure and sensitivity are the 
greatest.115,123–125 More commonly, the posterior vaginal 
wall is tightened by plicating the rectovaginal fascia and 
approximating the levators up to 7–10 mm proximal to 
the hymen ring. Even without muscle plication, a wedge 
excision of the vaginal epithelium and rectovaginal fas-
cia shows favorable results in narrowing the vagina.74,115,126 
(See Video 4 [online], which demonstrates vaginoplasty. 
The surgical technique is shown, and the steps are nar-
rated with subtitles. Reproduced with permission from 
Plast Reconstr Surg. 2020;146(4): 451e–463e. 10.1097/
PRS.0000000000007349.)

Risks include bleeding, hematoma, injury to bowel 
or bladder, and rectovaginal fistula scarring, vaginal ste-
nosis, dyspareunia, and altered sensation.14,43,50,53 Since 
no objective, reproducible method of measuring vaginal 

Table 1. Postoperative Instructions after Female Genital Plastic Surgery (Specific Procedures Are the Details Contained 
within Female Genital Plastic Surgery)

 General Instructions after Female Genital Plastic Surgery

Voiding Patients should be straight catheterized at the end of multiple procedures, perineoplasties, or vaginoplasties  
performed under general anesthesia. At home, patients should void in the shower or with the use of a  
bidet or squirt bottle and avoid wiping for the first week.

Bathing Patients can shower right away. During the first week, sitting in a hot bath for a long time should be avoided to  
minimize venous pressure and vasodilation in the operated area and avoid the chance of bleeding.

Dressings Antibiotic ointment and peri-pad can be used during the first week for oozing and padding. Some surgeons prescribe 
topical Estrace to place on the incisions, especially within the vaginal canal after perineal and vaginoplasty.

Pain relief These procedures are associated with mild to moderate pain. The surgeon’s nonopioid pain regimen may be  
sufficient, but a backup opioid may be prescribed.

Icing Patients should place a cold pack between their underpants and stretchy outer pants, 20 minutes on, 20 minutes  
off. The cold pack should not contact the skin directly.

Elevation Minimize sitting, which puts pressure on the operated area. Unless contradicted by other procedures, patients should 
get on their elbows and knees and raise their bottom in the air for 10 minutes, 5 times a day for the first week.

Exercise To reduce the risk of bleeding, patients should take it easy for 2 weeks. Low-impact exercise may be resumed,  
if comfortable, at 4 weeks, and high-impact exercise begun to 6 weeks. No saddles (bicycle, horseback, motor-
cycle) for 8 weeks or longer, depending on comfort and duration.

 Instructions after Specific Procedures

Labiaplasty,  
clitoral hood 
reduction

No tampons or intercourse for 4 weeks (trim) and up to 6 weeks (wedge), depending on healing.

Monsplasty, 
majoraplasty

Patients should delay demanding, high-impact aerobic exercise for 6 weeks, and avoid straddling a saddle  
for at least 8 weeks.

Perineoplasty, 
vaginoplasty

Tampons and intercourse are avoided for 6–8 weeks. If the vaginal diameter is smaller than desired,  
the patient can be instructed to use dilators.
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laxity has yet been developed, the measure of surgical 
outcome is limited to physical examination and patient 
questionnaire.116

Clinical Case Studies
A series of clinical case studies of female genital plastic 

surgery appear in Video 5 (See Video 5 [online], which 
demonstrates clinical cases of female genital plastic sur-
gery. This narrated video shows different surgical cases 
with anatomical variations. The cases shown through pre-
operative and postoperative photographs include trim 
and wedge labiaplasties, clitoral hood reduction, majo-
raplasty, and perineoplasty. Reproduced with permission 
from Plast Reconstr Surg. 2020;146(4):451e–463e. 10.1097/
PRS.0000000000007349). Postoperative instructions for 
all patients are listed in Table 1.

OUTCOMES
Overall satisfaction rates after labiaplasty are high, 

mostly more than 90%.3–35,40 Labiaplasty is associated 
with a significant improvement in self-esteem and a sig-
nificant drop in the labia’s negative impact on intimacy, 
twisting, physical discomfort, clothing restriction, pain, 
exposure in a bathing suit, and visible outline in tight 
pants.3,7 In a prospective study of 62 patients, all patients 
had symptomatology before labiaplasty; after surgery, 
93.5% were symptom-free.7 Patient outcomes studies after 
vaginal tightening show an associated improvement in 
sexual function, sexual satisfaction, desire, and orgasm. 
Complication rates include 2% inadvertent rectal entry 
and a low rate of minor complications without long-term 
sequelae.18,114,118,127,128

THE CONTROVERSY
In 2019, the American College of Obstetricians and 

Gynecologists reaffirmed their 2007 Committee Opinion 
378, calling these procedures “untenable” due to the 
absence of established safety and efficacy.129 In January 
2020, Committee Opinion 795 replaced 378 with softer 
language that still maintains that vulvovaginal surgery for 
appearance and sexual function reasons is not medically 
indicated and poses substantial risk, and women inter-
ested in surgery should instead be reassured of the nor-
malcy of their anatomy. The opinion further states that 
studies demonstrating patient satisfaction with these pro-
cedures “should not serve as evidence that these proce-
dures are clinically effective.”130,131 This recommendation 
ignores the negative impact of not performing a cosmetic 
procedure that can improve quality of life.

Unlike gynecologists, plastic surgeons perform cos-
metic procedures on normal anatomic structures and 
regard a patient’s satisfaction to be an important measure 
of success.132 Committee position statements published by 
the American College of Obstetricians and Gynecologists 
have indicated that physicians who perform cosmetic gyne-
cological procedures are pathologizing the normal vulva 
and vagina, contributing to women's sexual dysfunction 
and distress.133 The stance that women seeking these pro-
cedures are victims of a patriarchal ideal is unique among 

cosmetic procedures.134 The surgeon performing any cos-
metic procedure must ensure that the patient is internally 
motivated to have surgery. Physicians listening to patient 
requests for female genital cosmetic surgery may them-
selves be unaware of their own cultural biases.19,47,135–141

Teaching these procedures in training programs will 
help reduce the complications that the American College 
of Obstetricians and Gynecologists’ opinion warns of, and 
developing more validated questionnaires specifically for 
female genital cosmetic surgery will expand our under-
standing of the impact these procedures have on women’s 
lives. When practiced safely, female genital plastic surgery 
can improve the quality of life for women seeking relief.

Heather J. Furnas, MD 
4625 Quigg Drive 

Santa Rosa, CA 95409 
E-mail: Drfurnas@enhanceyourimage.com
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Vaginal laxity: which measure of levator ani distensibility
is most predictive?
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CONTRIBUTION

What are the novel findings of this work?
Our results show a clear, statistically significant increase
in measures of pelvic floor distensibility in women
complaining of vaginal laxity, supporting the growing
evidence of an association between vaginal laxity and
pelvic floor hyperdistensibility, and contributing to a
method for objectively defining this condition.

What are the clinical implications of this work?
Since vaginal laxity is likely to be under-reported by
patients, and given its association with pelvic floor
hyperdistensibility, gynecologists should be sure to
investigate sexual function, especially in women with a
clinically wide hiatus or hiatal ‘ballooning’ on translabial
ultrasound.

ABSTRACT

Objective To assess the predictive value of measures of
levator hiatal distension at rest and on maximum Valsalva
maneuver for symptoms of vaginal laxity.

Methods This was a retrospective study of women
seen at a tertiary urogynecological unit. All women
underwent a standardized interview, clinical examination
and four-dimensional translabial ultrasound examination.
Area, anteroposterior diameter (APD) and coronal
diameter (CD) of the levator hiatus were measured
at rest and on maximum Valsalva maneuver in the
plane of minimal hiatal dimensions using the rendered
volume technique, by an operator blinded to all
clinical data. The association between levator hiatal
measurements and vaginal laxity was assessed, and
receiver-operating-characteristics (ROC)-curve analysis
was used to determine their predictive value.

Results Data from 490 patients were analyzed. Mean
age was 58 (range, 18–88) years, and vaginal laxity
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Accepted: 6 September 2019

was reported by 111 (23%) women. Measurements
obtained on maximum Valsalva were significantly
larger in women who reported vaginal laxity than in
those who did not, with mean levator hiatal area,
APD and CD of 30.45 ± 8.74 cm2, 7.24 ± 1.16 cm and
5.60 ± 0.89 cm, respectively, in the vaginal-laxity group,
compared with 24.84 ± 8.63 cm2, 6.64 ± 1.22 cm and
5.01 ± 0.97 cm in the no-laxity group (P < 0.001 for
all). Measurements obtained at rest were not significantly
different between the groups. Multiple logistic regression
analysis controlling for age, body mass index, vaginal
parity and levator avulsion confirmed these results. The
best regression model for the prediction of vaginal laxity
included age, vaginal parity and levator hiatal area on
maximum Valsalva. ROC-curve analysis of levator hiatal
measurements on maximum Valsalva in the prediction of
vaginal laxity demonstrated areas under the curve of 0.68
(95% CI, 0.63–0.73) for area, 0.63 (95% CI, 0.57–0.68)
for APD and 0.68 (95% CI, 0.62–0.73) for CD.

Conclusions Levator hiatal area on maximum Valsalva
seems to be the measure of levator ani distensibility that
is most predictive of symptoms of vaginal laxity. © 2019
The Authors. Ultrasound in Obstetrics & Gynecology
published by John Wiley & Sons Ltd on behalf of the
International Society of Ultrasound in Obstetrics and
Gynecology.

INTRODUCTION

Vaginal laxity is a poorly investigated symptom of pelvic
floor dysfunction. It has been identified only recently as
a symptom of sexual dysfunction that is related to pelvic
organ prolapse (POP), and has been defined as a complaint
of excessive vaginal looseness1. It is experienced mostly
as reduced vaginal sensation during sexual intercourse,
carrying physical and emotional consequences2.

© 2019 The Authors. Ultrasound in Obstetrics & Gynecology published by John Wiley & Sons Ltd ORIGINAL PAPER
on behalf of the International Society of Ultrasound in Obstetrics and Gynecology.
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There is no objective, standardized diagnostic test for
vaginal laxity3. In the literature, it has been defined as a
self-reported symptom that can be elicited by interviews
or questionnaires1–8. In a survey of urogynecologists,
83% of 563 respondents stated that vaginal laxity is
under-reported by their patients4; this implies that there is
a high number of affected women who are undiagnosed.
Some studies have investigated its presence among
women attending a urogynecology clinic, documenting a
prevalence of 24–38%5,6, but no information is available
regarding its incidence in the general population.

There is a consensus on the association of vaginal
laxity with pregnancy and childbirth7–9. However, its
pathophysiology is not completely understood. While
one proposed mechanism involves overstretching of the
vaginal walls and the introitus during vaginal delivery,
an alternative pathophysiological process may be related
to an increase in levator ani hiatal dimensions resulting
from trauma to the levator ani muscle via frank avulsion
(macrotrauma) or overdistension (microtrauma)10,11.

An association between vaginal laxity and measures
of levator ani hyperdistensibility (genital hiatus (Gh)
plus perineal body (Pb), and levator hiatal area on
Valsalva maneuver) has been demonstrated in a previous
study5. On the basis of these results, we designed
the current retrospective study to assess the predictive
value of different measures of levator hiatal distension,
obtained at rest and on maximum Valsalva maneuver, for
symptoms of vaginal laxity and symptom bother, in order
to identify which measure of levator ani distensibility is
most predictive of the symptoms of vaginal laxity.

METHODS

This was a retrospective study based on archived datasets
of women with symptoms of pelvic floor and lower uri-
nary tract dysfunction, examined between 26 May 2016
and 20 July 2017 at a tertiary urogynecological center.
All patients underwent a locally developed standardized
interview, clinical examination and four-dimensional
translabial ultrasound (4D-TLUS) examination. During
the interview, symptoms of vaginal laxity were elicited by

asking: ‘Have you noticed vaginal laxity or looseness?’,
and subjective vaginal laxity symptom bother was
assessed using a visual analog scale from 0 (no bother
at all) to 10 (worst conceivable bother). Clinically
significant POP was defined as stage ≥ 2 in the anterior
and posterior compartments, and ≥ 1 centrally, on the
POP quantification system12.

4D-TLUS was performed using a Voluson 730 Expert
or Voluson S6 machine with 4–8-MHz curved array
volume transducers (GE Healthcare, Zipf, Austria) with
the woman in the supine position, after emptying her
bladder, at rest and on maximum Valsalva maneuver.
Ultrasound volumes were assessed by the first author
(C.M.) at a later date using proprietary software (4D
view v. 10, GE Healthcare), blinded to all other data.

As described previously13, levator hiatal area, antero-
posterior diameter (APD) and coronal diameter (CD)
at rest and on maximum Valsalva maneuver were
measured in the plane of minimal hiatal dimensions
using the rendered volume technique (Figure 1). The
change in those parameters from rest to maximum
Valsalva (delta value) was calculated using the formula:
100(XValsalva – Xrest)/XValsalva. Significant POP on TLUS
was defined as a bladder and rectal ampulla descent
to ≥ 10 mm and ≥ 15 mm below the pubic symphysis,
respectively, and descent of the uterus to ≤ 15 mm above
the pubic symphysis.

A test–retest series for all investigated measures of
levator ani distensibility was undertaken by two observers
(C.M., F.T.). Interobserver reliability was determined
using the intraclass correlation coefficient (ICC) (single
measure, absolute agreement).

Statistical analysis was carried out using IBM SPSS
software v. 22 (IBM Corp., Armonk, NY, USA). Mean
values were compared using an independent samples
t-test. Logistic regression and Pearson’s correlation were
used to assess the association between levator hiatal
distension parameters and vaginal laxity and symptom
bother, respectively. To identify the best regression model
for the prediction of vaginal laxity, a forward selection
procedure was used, in which explanatory variables
were retained or removed from the model based on the

Figure 1 Ultrasound images of levator hiatus at rest (a) and on maximum Valsalva maneuver (b), on which area, anteroposterior diameter
and coronal diameter were measured.

© 2019 The Authors. Ultrasound in Obstetrics & Gynecology published by John Wiley & Sons Ltd Ultrasound Obstet Gynecol 2020; 55: 683–687.
on behalf of the International Society of Ultrasound in Obstetrics and Gynecology.
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likelihood ratio test, using P < 0.05 as the entry criterion
and P > 0.1 as the exit criterion. As there were more
than three times the number of women in the no-laxity
group than in the vaginal-laxity group, in order to avoid
class imbalance, we included all patients with vaginal
laxity as well as a random selection of patients from the
no-laxity group, so that the two groups were equal in size.
Parameters tested as explanatory variables were age, body
mass index (BMI), vaginal parity, levator avulsion and
levator hiatal area, APD and CD on maximum Valsalva.
Receiver-operating-characteristics (ROC) curves were
constructed for measures of levator hiatal distension on
maximum Valsalva in the prediction of vaginal laxity.

This retrospective study was approved by the local
Human Research Ethics Committee (NBMLHD HREC
13-70).

RESULTS

Of the 515 women seen during the study period, 25 were
excluded owing to missing clinical or ultrasound volume
data, leaving 490 patients for the analysis. Mean age
was 58 ± 13 (range, 18–88) years, and mean BMI was
30 ± 7 (range, 15–68) kg/m2. There were 318 (65%)
postmenopausal women, of whom 13% (40/318) were on
hormone replacement therapy. 434 patients (89%) had a
history of vaginal delivery, of whom 32% (138/434) had
a history of forceps delivery. Of the women, 151 (31%)
had previously undergone a hysterectomy, 80 (16%)
had undergone prolapse surgery and 58 (12%) had a
history of incontinence surgery. Symptoms of prolapse
were reported by 240 patients (49%), those of stress
incontinence by 351 (72%), those of urge incontinence
by 360 (73%), those of urinary frequency by 148 (30%),
those of nocturia by 187 (38%) and those of vaginal
laxity by 111 (23%), with a mean vaginal-laxity symptom
bother score of 5.8/10. Clinically significant POP was
detected in 360 (74%) patients, including 266 (54%)
cases of cystocele, 121 of uterine prolapse (36% of 339
women who did not have a hysterectomy) and 281 (57%)
of posterior compartment prolapse. On TLUS, significant
cystocele, uterine prolapse, rectocele and enterocele were
identified in 183 (37%), 112/339 (33%), 204 (42%) and
36 (7%) cases, respectively (Table 1). There were 110
patients (22%) with an avulsion and 253 (52%) showed
abnormal distensibility of the levator hiatus (hiatal area
on maximum Valsalva of ≥ 25 cm2).

In a test–retest series of 20 patients, measurements
of levator hiatal area, APD and CD demonstrated
good to excellent interobserver repeatability, with
respective ICC values of 0.86 (95% CI, 0.57–0.95), 0.85
(95% CI, 0.55–0.94) and 0.61 (95% CI, 0.25–0.83) for
measurements obtained on maximum Valsalva, and 0.79
(95% CI, 0.53–0.91), 0.74 (95% CI, 0.45–0.89) and
0.86 (95% CI, 0.69–0.94) for those obtained at rest.

Table 2 provides mean values of hiatal area, APD
and CD obtained at rest and on maximum Valsalva
in women who reported vaginal laxity and those who
did not. Measurements obtained on maximum Valsalva

Table 1 Demographics, symptoms at presentation and pelvic organ
prolapse (POP) assessment of 490 women with pelvic floor and
lower urinary tract dysfunction examined at a tertiary
urogynecological unit

Variable Value

Age (years) 58 ± 13 (18–88)
BMI (kg/m2) 30 ± 7 (15–68)
Postmenopausal 318 (65)
Parous (vaginal) 434 (89)
Previous forceps delivery 138 (28)
Previous hysterectomy 151 (31)
Previous POP surgery 80 (16)
Previous incontinence surgery 58 (12)
Prolapse symptoms 240 (49)
Vaginal laxity 111 (23)
POP-Q assessment

Significant cystocele 266 (54)
Significant uterine prolapse* 121/339 (36)
Significant posterior compartment prolapse 281 (57)

TLUS assessment
Significant cystocele 183 (37)
Significant uterine prolapse* 112/339 (33)
Significant rectocele 204 (42)
Enterocele 36 (7)

Data are given as mean ± SD (range), n (%) or n/N (%). *Measured
for 339 patients who did not have hysterectomy. BMI, body mass
index; POP-Q, POP quantification system; TLUS, translabial
ultrasound.

Table 2 Measurements of levator hiatal area, anteroposterior
diameter (APD) and coronal diameter (CD) obtained at rest and on
maximum Valsalva maneuver in 490 women with symptoms of
pelvic floor and lower urinary tract dysfunction, according to
whether they reported vaginal laxity

Levator hiatal
variable

No vaginal
laxity

(n = 379)

Vaginal
laxity

(n = 111) P*

Hiatal area (cm2)
At rest 15.49 ± 4.47 16.29 ± 3.78 0.088
On Valsalva 24.84 ± 8.63 30.45 ± 8.74 < 0.001
Delta (%) 33.68 ± 18.09 44.02 ± 14.19 < 0.001

APD (cm)
At rest 5.64 ± 0.87 5.79 ± 0.74 0.117
On Valsalva 6.64 ± 1.22 7.24 ± 1.16 < 0.001
Delta (%) 13.71 ± 11.72 18.84 ± 11.62 < 0.001

CD (cm)
At rest 4.09 ± 0.69 4.24 ± 0.76 0.053
On Valsalva 5.01 ± 0.97 5.60 ± 0.89 < 0.001
Delta (%) 16.86 ± 13.72 23.54 ± 11.81 < 0.001

Data are given as mean ± SD. *Independent samples t-test.

were significantly different between groups, while those
obtained at rest were not. On univariate analysis,
measurements of levator hiatal distension on maximum
Valsalva had a strong significant association with vaginal
laxity (P < 0.001), and a multiple logistic regression
analysis controlling for age, BMI, vaginal parity and
levator avulsion confirmed these results.

The best regression model for the prediction of vaginal
laxity included as explanatory variables age, vaginal parity
and levator hiatal area on maximum Valsalva, classifying

© 2019 The Authors. Ultrasound in Obstetrics & Gynecology published by John Wiley & Sons Ltd Ultrasound Obstet Gynecol 2020; 55: 683–687.
on behalf of the International Society of Ultrasound in Obstetrics and Gynecology.
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Table 3 Correlation of measurements of levator hiatal area, antero-
posterior diameter (APD) and coronal diameter (CD) obtained at
rest and on maximum Valsalva maneuver, with vaginal laxity
symptom bother score in 471 women* with symptoms of pelvic
floor and lower urinary tract dysfunction

Levator hiatal variable r P

Area
At rest 0.082 0.076
On Valsalva 0.232 < 0.001

APD
At rest 0.072 0.117
On Valsalva 0.185 < 0.001

CD
At rest 0.097 0.035
On Valsalva 0.228 < 0.001

Analysis performed using Pearson’s correlation. *Symptom bother
scores missing for 19 women.

correctly 67% of cases compared with 50% using the null
model (model without explanatory variables in which all
cases are assigned to the no-laxity group). Levator hiatal
APD and CD on maximum Valsalva were not included in
the final model, which confirms that levator hiatal area on
maximum Valsalva is the measure of levator ani distensi-
bility with the best predictive value for vaginal laxity.

Table 3 shows the correlation between measurements
of levator hiatal distension and vaginal laxity symptom
bother score. All measurements on maximum Valsalva
and CD at rest were correlated with symptom bother
score (P < 0.001 and P = 0.035, respectively).

ROC curve analysis of levator hiatal measurements
obtained on maximum Valsalva in the prediction of
vaginal laxity demonstrated areas under the ROC curve
of 0.68 (95% CI, 0.63–0.73) for area, 0.63 (95% CI,
0.57–0.68) for APD and 0.68 (95% CI, 0.62–0.73)
for CD. ROC curves for the delta values (change from
rest to Valsalva) of levator hiatal measurements did
not significantly increase the predictive power; hence,
calculating delta values is not likely to be clinically useful.

For levator hiatal area on maximum Valsalva, the best
cut-off for the prediction of vaginal laxity was 26 cm2,
with sensitivity of 0.64 and specificity of 0.60.

DISCUSSION

Vaginal laxity is a poorly investigated and probably
under-reported symptom of pelvic floor dysfunction4,
which is defined as a complaint of excessive vaginal
looseness1, meaning that the vagina is not firmly held in
place, often with consequent reduced vaginal sensation
during sexual intercourse2. As there is no objective,
standardized diagnostic test for vaginal laxity3, it is a
self-reported condition and, having been neglected for a
long time, it clearly deserves further study.

One of the most important results of the current study is
the clear, statistically significant increase in measurements
of pelvic floor distensibility in women complaining of
vaginal laxity. Our findings support the growing evidence
of an association between vaginal laxity and pelvic floor

hyperdistensibility5, and contribute to a method for
objectively defining this condition. Of note, for levator
hiatal area on maximum Valsalva, the best cut-off for
the prediction of vaginal laxity was 26 cm2, confirming
the standard definition of ‘ballooning’ or excessive
distensibility of the levator hiatus, which is ≥ 25 cm2 14.

The best regression model for the prediction of vaginal
laxity included as explanatory variables age, vaginal
parity and levator hiatal area on maximum Valsalva,
which confirms that levator hiatal area on Valsalva is
the measure of levator ani distensibility with the best
predictive value for vaginal laxity, given that levator
hiatal APD and CD on maximum Valsalva were not
included in the final model. As suggested previously5,
the association with age implies that this complaint may
primarily affect younger women, probably because it
is commonly perceived during sexual intercourse. The
association with vaginal parity confirms the role of
vaginal delivery in the pathophysiology of the symptoms.

Interestingly, women who reported vaginal laxity had
statistically significantly larger hiatal dimensions on maxi-
mum Valsalva, but not at rest. These results confirm a pre-
vious finding of an association between vaginal laxity and
levator ani hiatal area on maximum Valsalva5. The fact
that measurements obtained at rest are not significantly
different between the two groups may seem surprising.
However, measurements obtained on maximum Valsalva
are likely to be more indicative of the biomechanical
properties of the muscle than those obtained at rest
and with the woman in the supine position, i.e. without
loading of the structures in question, since loading occurs
constantly during normal (awake) life.

Abnormal biomechanical properties may have a num-
ber of causes, and some of those are clearly anatomical,
such as avulsion. Hence, no firm conclusions can be drawn
with regard to the treatment of this condition. However,
we can conclude that interventions targeting vaginal tissue
are likely to overlook one of the main pathophysiological
factors, i.e. pelvic floor hyperdistensibility.

We found a statistically significant positive correlation
between levator hiatal dimensions on maximum Valsalva
and the degree of vaginal-laxity symptom bother, which
means that the larger the levator hiatus is, the greater the
bother experienced from this symptom. Having said that,
this correlation was weak, probably owing to the fact that
the degree of symptom bother is confounded by a number
of other factors such as, for example, the quality of any
sexual relationship and the importance of coitus in the
patient’s sexual life.

Aydin et al.15 explored the association between levator
hiatal biometry and female sexual function, assessed using
the Female Sexual Function Index. Statistically significant
differences in delta-area and delta-APD (delta being
the difference between hiatal dimensions on maximum
Valsalva and those at rest) of the levator hiatus were
found between a low-sexual-function group and a
normal-sexual-function group. No significant difference
was found between the groups in measurements obtained
at rest, nor those obtained on maximum Valsalva.

© 2019 The Authors. Ultrasound in Obstetrics & Gynecology published by John Wiley & Sons Ltd Ultrasound Obstet Gynecol 2020; 55: 683–687.
on behalf of the International Society of Ultrasound in Obstetrics and Gynecology.
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The discrepancies between these results and ours can
be explained by several factors. The study populations
differed substantially, as the study of Aydin et al.
included only patients asymptomatic for pelvic floor
disorders, while our study population was recruited from a
urogynecology clinic. Moreover, Aydin et al. investigated
female sexual function in general, which involves not only
physical, but also psychological, aspects. However, it is
interesting that, despite differences in study design, both
studies found a correlation with delta values of levator ani
distensibility measurements, supporting the role of levator
ani distensibility in female sexual function.

In another study, Thibault-Gagnon et al.16 investigated
the impact of childbirth-related levator trauma on pelvic
floor and sexual function using 4D-TLUS and an in-house
validated questionnaire in women on average 5 months
after childbirth. Interestingly, the presence of levator
avulsion was correlated with a lower perception of
pelvic floor muscle integrity and function, but levator
ani overdistension was not. An explanation may be that
the effect of levator avulsion is perceived earlier after
delivery than is the effect of hyperdistensibility, as the
patients were seen on average 5 months postpartum.

We acknowledge that this study has some strengths
and weaknesses. A strength lies in the assessment of the
sonographic parameters, which was performed blinded to
all other data including symptoms and clinical findings.
Another strength is its large population size. A major
limitation is the composition of our study population,
which consisted largely of Caucasian women recruited
from a urogynecological clinic. This implies that our
results may not be applicable to the general population.
In our population, 93% of women in the vaginal-laxity
group also had significant prolapse, which is unlikely to
be representative of the general population and can be
explained by the fact that both conditions are associated
with pelvic floor hyperdistensibility. Women with vaginal
laxity without symptoms of prolapse may not seek
medical help. However, if examined, we expect that a
non-negligible proportion of them would probably have
early-stage prolapse (not yet causing any typical prolapse
symptoms) and an enlarged levator hiatal area on maxi-
mum Valsalva on TLUS. Another limitation of this study
is its retrospective design and the fact that imaging data

were obtained in clinical practice by multiple subspecialty
trainees, albeit under the direct supervision of the senior
author. However, this may also be considered as a
strength rather than a weakness, given that it would tend
to increase the general applicability of our results.

In conclusion, this retrospective study showed a
statistically significant association between vaginal laxity
and measures of levator ani hiatal distensibility obtained
on maximum Valsalva maneuver, with levator hiatal area
providing the highest predictive value.
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3-Dimensional Ultrasound Measurements of Levator Hiatus and Female Sexual
Function. Female Pelvic Med Reconstr Surg 2017; 23: 433–437.

16. Thibault-Gagnon S, Yusuf S, Langer S, Wong V, Shek KL, Martin A, Dietz HP. Do
women notice the impact of childbirth-related levator trauma on pelvic floor and
sexual function? Results of an observational ultrasound study. Int Urogynaecol J
2014; 25: 1389–1398.

© 2019 The Authors. Ultrasound in Obstetrics & Gynecology published by John Wiley & Sons Ltd Ultrasound Obstet Gynecol 2020; 55: 683–687.
on behalf of the International Society of Ultrasound in Obstetrics and Gynecology.

Chambers 089





Page 1 of 7

© Annals of Translational Medicine. All rights reserved.   Ann Transl Med 2021;9(7):604 | http://dx.doi.org/10.21037/atm-20-5655

The strategy for vaginal rejuvenation: CO2 laser or vaginoplasty?
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Background: Vaginal laxity may result from trauma to the pelvic floor muscle, which may affect patients’ 
sensation and quality of life. Vaginal rejuvenation, including surgical or nonsurgical interventions, aims to 
improve laxity. In this study, we aimed to establish a strategy for vaginal rejuvenation by comparing surgical 
and nonsurgical methods.
Methods: A retrospective clinical study was performed on patients who complained about vaginal laxity 
from 2017 to 2019. The degree of vaginal laxity severity was evaluated by vaginal examination in each patient. 
The patients were categorized as having a light, moderate or severe degree of vaginal laxity, and different 
correction methods were chosen accordingly. The Female Sexual Function Index (FSFI) questionnaire was 
administered to the patients preoperatively and at three months and one year after treatment.
Results: Seventeen patients with severe-degree vaginal laxity were treated with vaginoplasty. The total 
FSFI score was 23.21±2.57 before the operation and significantly increased to 29.36±1.84 (P<0.01) at one 
year after surgery. Eleven patients with moderate-degree vaginal laxity were treated with vaginoplasty 
and had a significant improvement in the total FSFI score at one year after surgery (29.86±1.74, P<0.01) 
compared with the FSFI score before surgery (23.41±2.84). Three patients with moderate-degree vaginal 
laxity were treated with a CO2 laser and tended to have increased FSFI scores but did not show significant 
improvement after the operation. CO2 laser treatment was performed on 16 patients with light-degree 
vaginal laxity. The total FSFI score improved from 23.76±2.35 to 26.16±2.58 at one year (P<0.05).
Conclusions: The strategy for vaginal rejuvenation should be selected based on the degree of vaginal 
laxity severity. Surgical treatment is suitable for severe- and moderate-degree vaginal laxity while nonsurgical 
treatment is suitable for light-degree vaginal laxity.

Keywords: Vaginal laxity; vaginal rejuvenation; vaginoplasty; nonsurgical vaginal rejuvenation
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Introduction

Sensation loss caused by vaginal laxity is a common problem 
for women after childbirth. Although the etiological 
relationship between vaginal laxity and childbirth is not well 

clarified, it is now generally accepted that vaginal delivery 

may result in trauma to the levator ani muscle along the 

pelvic floor (1). It was also found that vaginal delivery is 

associated with an increased diameter of the hiatus of the 
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levator ani muscle (2,3). Women with vaginal laxity may 
complain of decreased friction during coitus and diminished 
sexual satisfaction (4), and sexual dysfunction due to vaginal 
laxity has also been confirmed by questionnaires such as the 
female sexual function index (FSFI) (5). Therefore, vaginal 
laxity not only physically stretches the perineum but also 
has a large effect on sexual satisfaction (6).

It was reported that 48% of patients who experienced 
vaginal delivery reported vaginal laxity, but 62% never 
discussed vaginal laxity with anyone despite 50% feeling that 
improving tightness would increase sexual satisfaction (7). 
In an international survey of urogynecologists, 83% of the 
563 respondents described vaginal laxity as underreported 
by their patients (8). Therapies available to these patients 
have included a range of options that are often minimally 
effective, such as Kegel exercises. On the other hand, vaginal 
plastic surgery or vaginal rejuvenation has been shown to be 
an effective treatment for vaginal laxity caused by childbirth, 
aging or estrogen deficiency (7). From 2014 to 2019, 
vaginal rejuvenation, including surgical or nonsurgical 
interventions, increased nearly 220% and is currently 
practiced by over 25% of plastic surgeons (9).

Surgical methods such as vaginoplasty and perineoplasty 
have historically been used for wound repair after delivery, 
but now, they have been increasingly used for vaginal laxity 
and aesthetic concerns (10). Meanwhile, the use of energy-
based devices as nonsurgical treatments for vaginal laxity has 
currently become popular in the community and medical 
fields. However, the idea that nonsurgical treatment, 
including fractional laser and radiofrequency (RF) devices, 
can deal with vaginal laxity is difficult to accept according 
to the plausible mechanism or several studies supported by 
manufacturers. This prompted the U.S. Food and Drug 
Administration to issue a press announcement stating that 
the safety and effectiveness of energy-based devices have 
not been established (11).

In this study, we performed a retrospective clinical study 
on patients who complained about vaginal laxity. According 
to the degree of vaginal laxity severity, different strategies 
were selected to meet the medical requirements of the 
patients. Based on the characteristic treatment of vaginal 
laxity in our study, we aimed to establish a strategy for 
vaginal rejuvenation.

We present the following article in accordance with the 
STROBE reporting checklist (available at http://dx.doi.
org/10.21037/atm-20-5655).

Methods

A retrospective study was performed between 2017 and 
2019 in Shanghai Ninth People’s Hospital. The study was 
conducted in accordance with the Declaration of Helsinki (as 
revised in 2013) and was approved by the Ethics Committee 
of Shanghai Ninth People’s Hospital (No. 2017-302-T222). 
All patients signed informed consent forms.

The inclusion criteria were as follows: female patients 
aged 25 to 40 years who complained about vaginal laxity 
and had a history of vaginal delivery. The exclusion criteria 
included menopause; history of urogynecologic operations; 
symptomatic genital prolapse; and estrogen, anticholinergic 
medication or antihistamine use. All patients who met the 
inclusion criteria from 2017 to 2019 were included in this 
study.

Vaginal  lax i ty  was  conf i rmed through vagina l 
examination, which had been described in Abedi’s study (12). 
The degree of vaginal laxity severity was evaluated in this 
examination process. In the lithotomic position, patients 
were asked to squeeze the examiner’s two fingers with the 
vagina. If the pressure was strong and could last more than 3 
seconds, the patients were regarded as having a light degree 
of vaginal laxity. Less pressure lasting from 1–3 seconds was 
regarded as a moderate degree of vaginal laxity. Nearly no 
pressure on 2 fingers and only a little pressure on 3 or more 
fingers was regarded as severe vaginal laxity.

For patients with severe laxity, surgical vaginal 
rejuvenation was suggested, and all patients in the severe 
group chose vaginoplasty. The vaginoplasty performed was 
similar to Abedi’s technique (12). Briefly, the vaginal mucosa 
is elevated to expose the levator ani muscles, and stitches are 
started from the upper triangle of the vagina to the edge of 
the hymen to tighten the muscles. The perineal gap was also 
repaired if needed. The size of the vagina was considered 
normal if no more than two fingers could be tightly inserted 
into the vagina after repair. All operations were performed 
by one surgeon (YL) under local anesthesia.

Patients with light laxity were advised to receive CO2 

laser treatment. The CO2 laser (SmartXide2, DEKA, 
Florence, Italy) was set with a DOT (microablative zone) 
power of 30 W, a dwell time of 1,000 usec, and a DOT 
spacing of 1,000 µm. In total, three treatments within a 
one-month interval were performed for each patient. All 
laser treatments were performed by one surgeon (S-X.M). 
Patients with moderate laxity were also advised to have 
vaginoplasty, but some chose the laser treatment.
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The FSFI questionnaire was administered to the patients 
preoperatively and at three months and one year after 
treatment. The FSFI questionnaire addresses six different 
domains (desire, arousal, lubrication, orgasm, satisfaction, 
and pain/discomfort) ranging from 0 (no sexual activity in 
the past 4 weeks) or 1 (very dissatisfied) to 5 (very satisfied). 
The sum of the 6 final domain scores was reported as the 
total FSFI score. The evaluation of patient satisfaction 
rates and vaginal examinations were also performed at the 
one-year follow-up. To minimize variability, one surgeon 
performed the vaginal examinations to evaluate the degree 
of laxity before and after the operations. The data from 
same surgeon was used for data analysis.

Statistical analysis

The results are expressed as the mean ± SD (standard 
deviation). Statistical analysis was conducted with Statistical 
Package for Social Sciences (SPSS) 10.0. (IBM Corporation, 
NY, USA). One-way ANOVA was used to determine the 
probability of significant differences, and a P value <0.05 

was considered to be statistically significant.

Results

In total, 47 patients with vaginal laxity confirmed by 
vaginal examination were included in the study. Seventeen 
patients with severe-degree vaginal laxity were treated 
with vaginoplasty. In the vaginal examination, the 
tightening effects of vaginoplasty resulted in the ability to 
hold no more than two fingers after surgery. One typical 
case was present in Figure 1. The total FSFI score was 
23.21±2.57 before the operation and significantly increased 
to 30.14±1.2 (P<0.01) at three months after surgery. The 
FSFI was 29.36±1.84 (P<0.01) at one year after surgery. The 
satisfaction rate in this group of patients was 88.23% (15/17).

Fourteen patients with moderate-degree vaginal laxity 
were referred for surgical treatment, but 3 patients preferred 
nonsurgical methods. These 3 patients were treated with 
a CO2 laser and had a trend of increasing FSFI scores but 
did not show significant improvement after the operation 
(23.83±1.86 vs. 25.5±1.04, P>0.05). These 3 patients were 

A

C

B

D

Figure 1 A typical case of severe vaginal laxity treated by surgery. The patient was 35 years old and had a history of vaginal delivery. (A) The 
appearance before surgery, (B) on vaginal examination, four of the surgeon’s fingers could be held, (C) only one of the same surgeon’s fingers 
could be held after surgery. (D) The appearance at 3 months after surgery.
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not satisfied with the results and decided to have further 
surgical treatment within 1 year, so the long-term FSFI data 
were missing among these patients. The other 11 patients 
with moderate-degree vaginal laxity were treated with 
vaginoplasty and had a significant improvement in the total 
FSFI score at three months (30.38±1.7, P<0.01) and one 
year after surgery (29.86±1.74, P<0.01) compared with the 
FSFI score before the operation (23.41±2.84). In the vaginal 
examination, the tightening effects of vaginoplasty would 
resulted in the ability to hold one or two fingers after surgery. 
A total of 90.9% of the patients (10/11) with moderate-
degree vaginal laxity treated with surgery were satisfied with 
the outcome. CO2 laser treatment was suggested to and 
performed on 16 patients with a light degree of vaginal laxity. 
The total FSFI score improved from 23.76±2.35 to 28.09±1.7 
(P<0.01) at three months and 26.16±2.58 at one year (P<0.05) 
after the last CO2 treatment (Figure 2). In the vaginal 
examination, the tightening effects of CO2 treatment would 
resulted in the ability to hold two fingers. The satisfaction 
rate of these patients was 87.5% (14/16).

Discussion

Vaginal laxity means different things to different patients (13), 
but the most common complaint from patients was actually 
the effect of genital sensation and sexual function instead 
of the laxity itself. There are many options provided by 
surgeons and aesthetic practices for improving vaginal laxity; 
however, the degree of laxity has seldom been mentioned. 
Ostrzenski’s 4-degree classification (14) mainly focused on 

the mucosa and appearance, and an objective evaluation 
of the degree of vaginal laxity is still missing. In our study, 
patients with vaginal laxity were included, and suitable 
treatment was suggested according to the degree of laxity 
measured by vaginal examination. We mainly focused on 
the pressure from the pelvic floor muscle since the separable 
muscle should be the most important target in vaginoplasty. 
Therefore, patients with poor pressure were classified as 
having severe-degree vaginal laxity, and surgical treatment 
was suggested. If the pressure was acceptable, the pelvic 
floor muscle may still be functional and should not be 
operated on. The patient would be regarded as having light-
degree vaginal laxity, and a nonsurgical treatment, i.e., the 
CO2 laser, was preferred by both doctors and patients.

Many clinical studies have proven that vaginoplasty 
or colpoperineoplasty can increase sexual function in 
reproductive-aged women (15-17). In our study, patients 
who underwent surgical treatment had a significant increase 
in FSFI scores and higher satisfaction. In the follow-up, 
improvement in vaginal pressure remained. It was implied that 
the levator ani muscle plays an important role in regulating 
the motor response of the vagina and orgasm (16). In those 
who underwent surgery, the tightening effects were mainly 
based on the levator ani muscles, which can well explain 
the significant and stable improvement resulting from the 
surgery. In our one-year follow-up after vaginoplasty, several 
patients’ husbands gave us feedback that sexual satisfaction 
was significantly improved.

On the other hand, surgical treatment is a more invasive 
operation than nonsurgical methods such as CO2 lasers. 
Although research on nonsurgical vaginal rejuvenation has 
increased greatly in recent years, there is still a lack of solid 
evidence that any energy-based device could effectively 
tighten the levator ani muscle. The main effect of energy-
based devices, including CO2 lasers, are to induce the 
production and remodeling of collagen and elastin; they 
may also stimulate neovascularization (18). Histologically, 
biopsies after treatment revealed increased epithelial 
thickness, restoration of epithelial structures, and enhanced 
collagen deposition (19,20). All these beneficial changes 
would help to restore normal vaginal physiology and 
improve sexual function. In our study, if the patients did not 
have much vaginal pressure loss at the examinations, the 
function of pelvic floor muscle was considered acceptable. 
These patients were regarded as having a light degree 
of vaginal laxity, and CO2 laser treatment was suggested. 
The satisfaction rates among these patients were also 
high (13/16), mainly because the treatment was minimally 
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Figure 2 The total FSFI scores before and after treatment. S: 
severe vaginal laxity with surgical treatment; Ms: moderate degree 
of vaginal laxity with surgical treatment; Mn: moderate degree of 
vaginal laxity with nonsurgical treatment; L: light degree of vaginal 
laxity with nonsurgical treatment. (**, P<0.01; *, P<0.05).
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invasive and the effectiveness was distinct as well. It is 
not surprising that several patients with moderate-degree 
vaginal laxity did not show much improvement with only 
CO2 laser treatment because the beneficial effects of this 
method are on epithelial structures rather than muscles, 
which would not be sufficient to restore vaginal function in 
these cases. Additionally, surgical treatment of patients with 
moderate-degree vaginal laxity achieved good improvement 
in FSFI and the highest satisfaction rates (10/11).

Vaginal laxity also means different things to different 
doctors. Surgical and nonsurgical treatments have their own 
advantages and disadvantages. Surgeons who use a single 
treatment method as a “one fits all” solution would no 
longer be regarded as experts in this field.

Based on our clinical observations and available evidence 
to date, the degree of laxity severity based on vaginal 
pressure should be measured before any treatment. For 
patients with a large loss of vaginal pressure, vaginoplasty 
should be performed to restore muscle tension, which 
would effectively improve vaginal function. For patients 
with acceptable vaginal pressure, surgery could be helpful, 
but it is a more invasive procedure. Nonsurgical treatments, 
such as CO2 lasers, are more suitable and should have more 
beneficial effects on the vaginal mucosa. Therefore, the 
strategy for vaginal rejuvenation should be properly selected 
by doctors, as we have suggested (Figure 3).

The limitation of this study was that RF therapy was not 

included. As another popular nonsurgical treatment, RF can 
also restore vaginal tissue and improve sexual function (21). 
The mechanism of RF is similar to that of lasers in that RF 
mainly contributes to stimulating mucosal tissue activation 
and revitalization (21). In addition, the results of this 
study came from a single institution and involved a limited 
number of cases. Additional cases are needed in future 
clinical studies to further confirm our proposed approach. 
A multicenter study should be performed to increase the 
credibility of our research.

Conclusions

Vaginal rejuvenation can restore sexual function for women 
after childbirth. The strategy for vaginal rejuvenation 
should be selected based on the degree of vaginal laxity 
severity, which is measured by vaginal pressure. Surgical 
treatment, such as vaginoplasty, is suitable for severe- 
and moderate-degree vaginal laxity, while nonsurgical 
treatment, such as CO2 laser treatment, is suitable for light-
degree vaginal laxity.
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Fisting—What is it and why should I have a 
high index of suspicion?
By Susan Short, RN, SANE-A, Forensic Nurse Examiner, British Columbia

Introduction
This article will define the sexual act of fisting; review the 
anatomy and physiology of the vaginal and anorectal 
areas; characterize sharp versus blunt force injuries; and 
highlight selected case studies. Fisting is also known as 
‘handballing’ or ‘fist fucking’, ‘brachiovaginal’ or ‘brachi-
oproctic’ insertion. Fisting can cause laceration or per-
foration of the vagina, perineum, rectum, and/or colon, 
with the potential for death.

The late 1960s/early1970s is when fisting first appeared 
on the homosexual club and party scene. Crisco was a 
common lubricant until other commercially prepared 
lubricants were available. Unprotected fisting may have 
been a causative factor in the transmission of HIV due to 
the micro-lacerations from penetration in the anal area. 
In the 21st century it has become more commonplace in 
heterosexual intercourse. 

Accordingly it is useful to learn about this sexual practice.

Fisting definition

Fisting is a sexual act that involves using the whole hand 
to penetrate the body. People engage in both vaginal fist-
ing, inserting the hand inside the vagina, and anal fisting, 

inserting the hand into the anorectal canal. The label fisting is 
deceptive, as the hand may not be made into a fist, if ever, until it 
has been fully inserted. 

Two techniques recognized as the most commonly practised are 
the duck and the praying hands.

With the first technique, the fingers are extended and arranged to 
be overlapping; the thumb is positioned against the palm/base of 
the fingers. In this formation it resembles a bird’s beak and is often 
called the ‘silent duck’ or ‘duck billing’. The hand is then slowly 
inserted into the orifice of choice. Once insertion is complete, the 
fingers either naturally clench into a fist or remain straight.

The second technique is considered advanced and for the more 
experienced fistees. The hands are placed palm to palm, resem-
bling a position of prayer. The hands are turned parallel to the floor 
with fingers again pointing to the orifice of choice for insertion.

Typically, fisting does not involve forcing the clenched fist into 
the vagina or rectum. In more vigorous forms of fisting, such as 
“punching,” a fully clenched fist may be inserted and withdrawn 
slowly. 

Anatomy and physiology

The vagina is a thin-walled fibromuscular tubular structure that 
extends from the cervix to the vulva and measures 7–10 cm in 
length. The inner walls of the vagina are covered with rugae, 
which are ridges of tissue that allow for stretching and expansion. 
Normally, the vaginal walls are collapsed and in contact except at 
the upper end where the cervix keeps them separate. The elas-
tic structure of the vagina allows it to stretch in both length and 
diameter to accommodate the penis and fetus. Glands near the 
opening of the vagina secrete mucus to keep the surface moist.

The vagina does change anatomically in response to stimuli. 
A person can be sexually aroused by a variety of factors, both 
physical and mental, which causes a number of physiological 
responses to occur in the body. These responses in the female 
can include vaginal lubrication, engorgement of the external 
genitalia and internal enlargement of the vagina. 

Figure 1. Vagina 
https://commons.wikimedia.org/wiki/File:Female_
Reproductive_Lateral.JPG
Share Alike - Created by CFCF

Figure 2. Anorectum
https://upload.
wikimedia.
org/wikipedia/
commons/7/75/
Anorectum.gif
Public domain
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The anorectal area is the outlet of the gastrointestinal (GI) tract. 
The anal section is lined with skin that has no hair or sebaceous 
glands and merges with the rectal mucosa approximately 4 cm 
within the canal. 

Innervation of the rectum is by autonomic nerves, but the anus 
and anal canal have numerous somatic sensory nerves. The 
sphincter muscles of the anus are quite sensitive and also are 
composed of numerous nerve endings. They facilitate pleasure 
or pain during anal intercourse. For the male, the pleasurable 
sensation is due to the contact with the prostate gland through 
the anal wall. For the female, the indirect stimulation of the 
clitoral nerve endings through the anal wall achieves the same 
outcome.

Injuries—Sharp versus blunt force
Sharp force trauma
Injuries produced by pointed objects or objects with sharp 
edges. These are characterized by a relatively well-defined trau-
matic separation of tissues, occurring when a sharp-edged or 
pointed object comes into contact with the skin and underlying 
tissues. These are commonly known as cuts or incisions. 

Blunt force trauma
Injuries resulting from an impact with a dull, firm surface or 
object. Individual injuries may be patterned (e.g., characteristics 
of the wound suggest a particular type of blunt object) or non-
specific. Blunt force trauma may cause contusions or bruises and 
lacerations. 

Lacerations are often confused with cuts. The differentiation is 
based on the appearance of the separated tissues. With a lacer-
ation there is tissue bridging such as seen when there is tearing 
or pulling apart the tissue. The edges of the injury are not as well 
defined as in a cut.

Principles of why blunt force injuries occur
The amount of kinetic energy transferred and the tissue to 
which the energy is transferred will determine the severity of 
the injury. 

The characteristics of the blunt object and the surface that is in 
impact will also determine severity. Impacts involving a large 
surface area—either with regard to the impacting object or with 
regard to the tissues being impacted—will result in a greater dis-
persion of energy over a larger area and, therefore, less injury to 
the impacted tissues. 

The composition, or plasticity, of the tissues impacted also 
affects the resultant injuries. 

Another factor is the amount of time that the body and the 
impacting object are in contact. A longer period of contact 
allows kinetic energy to be dissipated over a prolonged period, 
resulting in less damage to the tissues than an equally forceful 
impact with dispersion of energy over a brief period. 

It has been simply said “an injury occurs when the force applied 
to a body surface exceeds the ability of that surface to stretch.” 
(Lecture notes, Sheila Early, BCIT Forensic Program, circa 
2005).

Selected case studies
Case 1
In 1989, Fain et al. wrote that the death of a 16-year-old female 
occurred in relation to a fisting incident. The male involved in the 
event did admit to having his entire fist and most of his forearm 
in the female’s vagina. The autopsy findings include an 8 cm vag-
inal laceration that was surrounded by a contusion. It was located 
posterior to the cervix and extended through the posterior vagi-
nal wall. Also present was a bladder and rectum contusion that 
extended into the rectal musculature without laceration. There 
were also numerous smaller lacerations on the lateral surface of the 
vaginal walls. Within the wall of the female’s abdominal cavity there 
was 75–100 cc of blood. There were also two pubic hairs collected 
that were matched to the male in question. The cause of death was 
attributed to shock from blood loss due to 8 cm vaginal laceration.

Case 2
Cohen et al. (2004) described the following case of a 39-year-
old male who presented to the ER 14 hours post consensual anal 
fisting. The male gave a history of ketamine use, which included 
him snorting and inserting it rectally. He reported that during fis-
ting, he heard a ‘pop’, and his partner stopped the activity. Rectal 
bleeding did start following, but it was the increasing abdominal 
pain and bloating that brought him to the hospital. He presented 
with a distended abdomen and guarding of the left lower abdo-
men. A chest x-ray revealed free air under his diaphragm. A lap-
arotomy revealed 550 ml of blood in his peritoneal cavity and a 
1 cm full thickness laceration of the lower sigmoid colon.

Case 3
Anorectal penetration by forearm that resulted in a rectal per-
foration is the last case. Delacroix et al., in 2011, described the 
following case. A 16-year-old female patient presented to the 
ER with complaints of vaginal bleeding, rectal incontinence and 
chest pain. She also indicated that she had lethargy, epigastric 
pain, nausea and vomiting and rectal pain. She gave history of 
ingesting a large amount of alcohol and engaging in vaginal and 
anal intercourse with a male. Although she could not recall all 
the events of the day, she did insist that there was only penile 
penetration. Also of note is that the patient was intoxicated when 
presenting to the ER. She also had been diagnosed with a major 
depressive disorder with psychotic features and was on appro-
priate medications. On examination in the ER, an anal inspec-
tion revealed a superficial laceration at the anterior aspect, no 
active bleeding and intact sphincter tone. A vaginal speculum 
exam revealed no vaginal lesions, and a small amount of men-
strual-type blood in the vault. A forensic examination was done; 
the speculum examination was deferred, as it had already been 
done. The findings were bleeding from the vagina and rectum; 
redness and a laceration to the left thigh; bilateral edema to the 
labia minora; and a laceration to the posterior fourchette (area 
just outside of the vaginal opening). The patient was kept in the 
ER overnight for observation. In the morning her condition had 
deteriorated and a CAT scan of her abdomen revealed free air 
and fluid in the abdominal cavity. An exploratory laparotomy 
was done. The anus was noted to have erosion and a laceration; 
the abdomen had large quantities of fecal matter and fluids with 
resulting diffuse peritonitis and the rectum had a linear tear. The 
tear was sutured and the patient received a colostomy, which was 
reversed nine months later to ensure healing of the tear occurred.
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Clinical considerations
A high index of suspicion with fisting must be encouraged due 
to the potential serious consequences if these injuries are not 
identified.

We should bear in mind that regardless of whether the sexual 
activity was consensual or non-consensual, our patient may 
have difficulty verbalizing what has happened, and they may not 
remember the details, even in the absence of inebriation. With 
the disclosure of fisting activity, take into account that there is an 
increased risk of perforation. Combine that knowledge with the 
patient complaining of anal and/or vaginal bleeding, abdominal 
pain and/or genital injuries, and act accordingly.	
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benefits of undergoing a proposed surgery, an unexpected adverse outcome is more likely to

result in anger and frustration, which is more likely to prompt litigation.

 Topics 

Please select

 Specialties 

Please select

Recently Added

Opioid Prescribing for Chronic Pain: Case

Studies and Best Practices

Strategies for Tapering Patients off Long-

Term Opioid Therapy

Optimizing Opioid Therapy for Patients

with Behavioral Health Disorders

Reducing Opioid Overdose Risk in Patients

with Opioid Use Disorder

Telehealth Offers Advantages for Practices,

But Liability Risks Remain

Interested in NORCAL Group?

Contact Your Agent/Broker or call

844.4NORCAL today

MENU

Share

1

1

2

1

3

4

5

MyBOOKMyACCOUNT g

Chambers 100

https://www.norcal-group.com/contact
https://www.norcal-group.com/contact
https://www.norcal-group.com/contact
https://www.norcal-group.com/contact
https://www.norcal-group.com/
https://www.norcal-group.com/
https://www.norcal-group.com/
https://www.norcal-group.com/
https://www.norcal-group.com/library
https://www.norcal-group.com/library
https://www.norcal-group.com/library
https://www.norcal-group.com/library
https://twitter.com/share
https://twitter.com/share
https://twitter.com/share
https://twitter.com/share
https://www.norcal-group.com/library/opioid-prescribing-for-chronic-pain-case-studies-and-best-practices
https://www.norcal-group.com/library/opioid-prescribing-for-chronic-pain-case-studies-and-best-practices
https://www.norcal-group.com/library/opioid-prescribing-for-chronic-pain-case-studies-and-best-practices
https://www.norcal-group.com/library/opioid-prescribing-for-chronic-pain-case-studies-and-best-practices
https://www.norcal-group.com/library/strategies-for-tapering-patients-off-long-term-opioid-therapy
https://www.norcal-group.com/library/strategies-for-tapering-patients-off-long-term-opioid-therapy
https://www.norcal-group.com/library/strategies-for-tapering-patients-off-long-term-opioid-therapy
https://www.norcal-group.com/library/strategies-for-tapering-patients-off-long-term-opioid-therapy
https://www.norcal-group.com/library/optimizing-opioid-therapy-for-patients-with-behavioral-health-disorders
https://www.norcal-group.com/library/optimizing-opioid-therapy-for-patients-with-behavioral-health-disorders
https://www.norcal-group.com/library/optimizing-opioid-therapy-for-patients-with-behavioral-health-disorders
https://www.norcal-group.com/library/optimizing-opioid-therapy-for-patients-with-behavioral-health-disorders
https://www.norcal-group.com/library/reducing-opioid-overdose-risk-in-patients-with-opioid-use-disorder
https://www.norcal-group.com/library/reducing-opioid-overdose-risk-in-patients-with-opioid-use-disorder
https://www.norcal-group.com/library/reducing-opioid-overdose-risk-in-patients-with-opioid-use-disorder
https://www.norcal-group.com/library/reducing-opioid-overdose-risk-in-patients-with-opioid-use-disorder
https://www.norcal-group.com/library/telehealth-offers-advantages-for-practices-but-liability-risks-remain
https://www.norcal-group.com/library/telehealth-offers-advantages-for-practices-but-liability-risks-remain
https://www.norcal-group.com/library/telehealth-offers-advantages-for-practices-but-liability-risks-remain
https://www.norcal-group.com/library/telehealth-offers-advantages-for-practices-but-liability-risks-remain


11/18/22, 12:39 PM Shared Decision Making During the Informed Consent Process

https://www.norcal-group.com/library/shared-decision-making-during-the-informed-consent-process 2/5

More Information About Patient
Engagement Along the
Continuum of Care

• Overview: Patient

Engagement Along the

Continuum of Care: Case

Studies and Best Practices

• Closed Claim Case Study: Poor

Patient Activation Leads to

Claim of Inadequate Discharge

Instructions

• Closed Claim Case Study: Poor

Patient Activation Leads to

Claim of Negligent Disease

Management

The following case involves a patient who was desperate for relief of chronic pain. Consider how

her response to the unsuccessful outcome might have been different if she had truly understood

that pain relief was not a guaranteed outcome of surgery. Consider also how the defense of the

surgeon might have been facilitated by appropriately documented shared decision making.

Allegation

Because the surgeon failed to address the potential for chronic pain following surgery, the

patient did not give an informed consent.

Case File

A 45-year-old woman was referred to a general

surgeon for the repair of a small inguinal hernia

with surgical mesh. The patient had been suffering

from long-term chronic pelvic pain. Hernia repair

was proposed for pain relief. The surgeon

presented the risks, benefits, and alternatives of

the procedure as three options:

1 Doing nothing

2 Doing a laparoscopic hernia repair

3 Doing an open procedure

He explained that an open procedure had a lower

hernia recurrence rate, but a longer recovery

period, a higher infection rate, and greater

postoperative pain potential than a laparoscopic

procedure. For these reasons, the patient chose

the laparoscopic option. The surgeon did not

document the discussion with the patient in the medical record other than to note “RBA

discussed.” He did not use an informed consent form.

The hernia repair was completed with no apparent complications. However, the patient’s pain

gradually became worse than it had been before the hernia repair. The mesh was eventually

removed, but the patient’s pain continued at the same level. The patient filed a malpractice

lawsuit against the surgeon, which included a claim for lack of informed consent.

Discussion

Defense experts believed there was no surgical malpractice. They believed the patient was one

of a small percentage of patients who develop chronic post-hernia surgery pain. The plaintiff’s

experts had various criticisms of the surgery, including the use of mesh, the mesh weight and

position, method of attachment and apparent lack of consideration for the surrounding nerves.

They questioned whether the surgery was necessary, as the hernia was small and possibly

unrelated to the patient’s chronic pelvic pain. The plaintiff’s experts also believed the patient

should have been informed of the potential for chronic pain and should have been offered a

non-mesh surgical alternative.

Although the defense team felt the technical aspects of the surgery were defensible, they

believed defending the lack of informed consent claim would be complicated by a number of

issues. For example, the patient convincingly testified in deposition that she was not informed of

the risk of increased pain, particularly because of her preexisting chronic pelvic pain. She denied

receiving any information about the materials (e.g., mesh and tacks) that would be used in her

surgery. She was encouraged by the surgeon’s description of the laparoscopic procedure as

“simple” and further by his assertion that her recovery would take three to five days. She

claimed she would have forgone surgery if she had known it might result in worse pain.

Unfortunately, the surgeon had no memory of the patient. Because his documentation of the

informed consent process was very limited, his testimony was limited to what his general

practice was for obtaining an informed consent for hernia repair. The surgeon’s limited proof of

an informed consent process was expected to be used against him at trial.

Medical Liability Risk Management Recommendations

The following recommendations include the U.S. Department of Health & Human Services

Agency for Healthcare Research and Quality (AHRQ) Essential Steps of Shared Decision Making,

known as the SHARE Approach. An expanded discussion of the SHARE Approach, including

conversation starters, is available on the AHRQ website, as is a shorter “Quick Reference Guide.”
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Specialty society websites also offer disease-specific patient education materials and consent

information.

Consider using the following strategies during the informed consent process:

• Include shared decision making strategies in your informed consent policies and

procedures. Emphasize the importance of the patient’s participation in decision

making.

• Help your patient express what matters most to them (e.g., recovery time,

cost, pain relief, functionality level, etc.)

• Patients with very low patient activation levels may find shared

decision making difficult or impossible. These patients may need

extra help to prepare for shared decision making.

• Acknowledge and agree on what is important to your patient.

• Tell the patient about the options.

• Assess what your patient already knows about the options.

• Inform the patient about the benefits and risks of non-surgical options and

surgical options utilizing different techniques and materials and the likely

success of these alternatives.

• Write down the options for the patient and describe them in plain language.

• Be supportive, but present risks realistically. Inform the patient about how unintended

outcomes can affect quality of life.

• Utilize evidence-based educational materials to facilitate patient comprehension of the

risks, benefits and alternatives to proposed treatment.

• Provide materials written at about a sixth-grade level.

• Present numbers in an understandable way by using graphs, charts and

pictographs.

• Create your own educational materials. For example, sketch the surgery with simple

notes of the various risks, benefits, and alternatives; scan the page into the electronic

record and give the sketch to the patient. Not only does this personalize the consent

process, it can help patients explain their upcoming surgery to family members.

• Review educational materials with patients.

• Circle or highlight the most important points as you talk about them.

• Personalize the material by adding the patient’s name, medications, and

specific care instructions as appropriate.

• When a patient appears to be having difficulty grasping concepts during the informed

consent process:

• Slow down. Speaking more slowly can give a struggling patient a greater

opportunity to understand not only the words, but also the implications of

what is being said.

• Use meaningful language. For example, instead of describing a procedure as

“complex and challenging,” describe what makes it so – scar tissue, previous

surgeries, anatomy that may be different from the norm, the extent of the

patient’s disease, etc.

• Cluster related concepts. After presenting a cluster, pause, interact, and

confirm patient understanding.

• See Patient Engagement Along the Continuum of Care: Case Studies

and Best Practices for a discussion of this “teach-back” method.

• Use examples that put things into the context of everyday life. For example,

explain how nerve damage could affect driving a car, exercising, or work-

related activities.

• Use pictures and models, particularly if a patient struggles with reading

comprehension.

• Include the patient’s family or caregivers in the informed consent process

when appropriate.

• Give patients a copy of the consent form, pictures, diagrams, and educational written

materials to take home.

• Emphasize the importance of the materials by referring to them during follow-

up.

Informed Consent Documentation

Informed consent litigation usually pits the memory of the patient against the documentation of

the clinician. Clinicians often cannot recall informed consent details and must prove that an

appropriate informed consent occurred based on a generic informed consent form in the

patient’s record and testimony about their standard practice. Additional documentation in the

medical record increases the defensibility of the claim.

1,5,6,7
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Consider including the following in the patient’s record in addition to the consent form:

• Confirmation that the informed consent discussion took place and that the patient

either consented or did not consent to the procedure.

• A patient’s refusal of any treatment should be documented in the medical

record, and the patient should be asked to sign a refusal of treatment form.

• Notation of the specific questions the patient had about the procedure, how the

questions were answered, and any other issues that received special emphasis during

the shared decision making process.

• Copies of written material given to the patient, including educational handouts and

information sheets.

• Educational materials, even if no longer in use, can be a valuable defense tool

in the event of litigation.

• Descriptions of DVDs, websites, and other electronic materials used during the

educational process.

• Notation of the patient’s language, if not English, and the name and relationship of the

translator or other steps taken to facilitate communication, if applicable.

Documentation of the informed consent process, including shared decision making and efforts

to ensure patient comprehension can also be used as a guide for providers in post-surgical

discussions about an unintended outcome. For example, the informed consent notes in the

medical record can be used as a reference in a discussion with a patient that might start, “Do

you remember when we discussed that a risk of ACL reconstruction is nerve damage?

Unfortunately, during the procedure it happened. This is what we need to do...”

If an appropriate shared decision making process had been documented in the foregoing case,

the surgeon could have gone back to the informed consent documentation to gently remind the

patient that she was informed of the risk of post-surgical chronic pain and she was willing to

take that risk.
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About
Michael P. Goodman MD, FACOG, IF, AAACS

Michael Goodman MD has been practicing women’s healthcare

since finishing his OB/GYN residency at Stanford University in

1972. Following a transition from his full-time OB practice in

1988, he began devoting his career to Women’s Integrative Health

and emerged as a pioneer in the development and advancement

of Minimally Invasive Gynecologic Surgery.

Since 1998, Dr. Goodman has focused primarily on menopausal

and sexual medicine and Female Genital Plastic/Cosmetic Surgery.

He specialized in difficult gynecologic issues, peri-menopausal

medicine, lifestyle enhancement, facial aesthetics, sexuality

issues, bone densitometry, pelvic ultrasound, labiaplasty and other vulvovaginal aesthetic

surgeries. Since 2000 Dr. Goodman has performed > 1000 genital plastic/cosmetic procedures,

among the most of any surgeon in the world. In 2013 Dr. Goodman was elected to be a “Fellow” of

the International Society for the Study of Women’s Sexual Health (IF). He has been active in

educating and training, on the Scientific Committee of the Annual International Society of

Cosmetogynecologists (ISCG) meetings

Dr. Goodman was among the first members of the North American Menopause Society and is

involved in its Consumer Education Committee

As a well-known expert in his field, Dr. Goodman has been a guest at numerous seminars and

symposiums nation-wide and has made appearances on area network TV and talk radio. He has

many citations in peer-reviewed literature in Hormone therapy, endoscopic surgery, and especially

in the field of genital plastic/cosmetic surgery In 2020 he retired from clinical practice of

Gynecology and Menopausal and Sexual Medicine, devoting his attention to his genital plastics

practice and teaching.  Dr. Goodman serves as a frequent peer-reviewer for the Journal of Sexual

Medicine, Plastic and Reconstructive Surgery, and the Aesthetic Surgery Journal, and is an ad hoc

reviewer for several additional medical journals

A critically-acclaimed author, Dr. Goodman has published two consumer-oriented books on

menopause: “The Midlife Bible—A Woman’s Survival Guide” and “MEN-opause: The Book for Men.”

His new book, “You Want to do WHAT? Where? A Guide to Women’s Genital Plastic and Cosmetic

Surgery” is available as an e-Book on Amazon, He is the Executive Editor and author of several

chapters of the Wiley-Blackwelll Medical Textbook, “Female Genital Plastic/Aesthetic Surgery”

released in 2016. Dr. Goodman was invited to write the chapters on “Revision Labiaplasty” and

“Complication Avoidance” for the new 3rd Edition of Nahai et al’s classic Plastic Surgery textbook,

“The Art of Aesthetic Surgery: Principals and Practices”

Dr. G is an educator. He has been a Clinical Instructor at U-C San Francisco and U-C Davis, as well

as an Assistant Clinical Professor at California Northstate University School of Medicine since 2015.
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Since 2010 he has trained surgeons in his techniques via both formal in-office mini-Fellowship

training programs, and through his traiing entity, “The Labiaplasty and Vaginoplasty Training

Institute of America, Inc. ™

Dr. Goodman has practiced in the University community of Davis, CA (between Sacramento and the

San Francisco Bay area) since 2000. Dr. Goodman lives on 5 acres of ridgetop outside of Winters,

CA, and enjoys writing, gardening, tennis and fitness as well as spending time with his four

children, Gabriele, Lauren David, Caleb, and Sam.

Dr. Goodman and his Fellow and new Associate, Dr.

Michael Reed, MD

Learn More About Dr. Goodman:

Click HERE to learn more about Dr. Goodman’s professional accomplishments.

Click here to learn more about Dr. Goodman’s numerous awards and accomplishments

 

What is the new “Labia
Majora Lift” and what does it
accomplish?

Labia Majora Lift (“LML”), aka “Smile Lift,” is

a brand new minor surgical procedure

designed and brought to market by

renowned genital plastic/Cosmetic surgeon,

Dr. Michael Goodman. Based on the so-

called “double hockey-stick” labia majora

incision first described by Polish surgeon

Dr. Dawid Serafin, it is an inexpensive,

easy-to-recover-from procedure where a

horizontal “chevron-shaped” portion […]

The Very Latest About
Revision Surgery for Botched
Labiaplasty

How Do “Botches” Happen? Medically

termed “Unintended Avoidable Female

Genital Mutilation” and nick-named

“Botched Labiaplasty,” these unintended

outcomes are becoming much more

frequent as well-intentioned Ob/Gyn

surgeons, too uninformed to know what

they do not know, sail into the uncharted

waters of female genital plastic and

cosmetic surgery. Not entirely to blame,

these Ob/Gyns, who […]

READ DR. GOODMAN’S INVITED
COMMENTARY ABOUT THE
STIGMA WOMEN ENDURE
REGARDING SURGERY ON THEIR
“PRIVATE PARTS.”

Dr. Goodman was recently asked by Foad

Nahai, MD, the Editor of the Aesthetic

Surgery Journal, one of the top Plastic

Surgery journals, to comment on a recently

accepted and fascinating article entitled

“Labiaplasty: The Stigma Persists,” original

research which discussed women’s negative

attitudes regarding their genitalia, as

compared with breasts and other areas of

their bodies. 

Dr. Goodman’s insightful commentary will

be of interest to all women, especially

those considering female genital

plastic/cosmetic surgery. For the free Full
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Text of Dr. Goodman’s Commentary, click

here. For an Abstract of the original article,

click here.

GET MORE INFORMATION

What is the normal size of a woman's labia?

What are the surgical techniques for Labiaplasty?

CLICK HERE to find out the answer to these, and

other, questions

CONTACT DR. GOODMAN’S OFFICE

Phone: (530) 753 2787

Fax: 530-302-8042

Contact Dr. Goodman

Sitemap
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Professional Accomplishments
Dr. Goodman was educated in Michigan at Kalamazoo College and Wayne State University School

of Medicine. He moved to California in 1968 to finish his training in the San Francisco Bay area.

After residency training at Stanford University and a short time with Kaiser in the Bay Area, Dr.

Goodman moved to the Mendocino Coast in 1973 to become the first OB-GYN on the North Coast

between Sonoma and Eureka. He moved with his family from Mendocino to Davis, CA., a small

University town located between Sacramento and the San Francisco Bay Area, in 2000

I. Education and Training:

College: BA, Kalamazoo College 1964


Medical School: MD Wayne State University 1968


Internship: Highland Alameda Co. Hospital, 1968-69


OB-GYN Residency: Stanford University and affiliated hospitals, 1969-1972 (Chief Resident, 1971-

1972)


Post-grad Training includes: IVF, advanced operative laparoscopy and hysteroscopy,endo-vaginal

ultrasound, menopausal medicine, bone densiometry and women’s and men’s sexuality

II. Professional Practice:

Private Practice of OB-GYN and Infertility Fort Bragg and Willits, CA 1972-1988


Private practice of gynecology, advanced operative laparoscopy and menopausal medicine, Fort

Bragg and Willits, CA.1989-1999


Hospital Consultant and Locum Tenens physician: High risk hospital-based OB, practice

management, clinic-based OB-GYN and menopausal medicine for Permanente Medical Group

(Kaiser), Sutter Health, East Bay Perinatal Medical Associates, and others; 1989-2006


Present practice of Gynecology, Perimenopausal Medicine, Bone Densiometry, Vitality and Health

Enhancement, Sexual Medicine and Gynecologic and Vulvo-Vaginal Aesthetic Surgery in Davis, CA

since 2000. Present primary practice focus: Vulvo-vaginal aesthetic and plastic surgery, integrative

women’s health, peri-menopausal and sexual medicine, and difficuly gynecologic decision-making.

III. Professional Organizations:

Fellow, American College of Obstetrics and Gynecology


Elected Member, Society of Reproductive Surgeons


Member, International Society for Sexual Medicine (ISSM) since 2015


Member, California Medical Association and Sierra-Sacramento Co. Medical Society


Member, American Association of Gynecologic Laparoscopists


Member, American Institute of Ultrasound in Medicine


Member, North American Menopause Society


Member, California Medical Review, Inc.


Member, Northern California Ob-Gyn Society


Member, Traditional Practice Alliance


Member, Northern California OB-Gyn Society
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Member, International Society of Clinical Densiometry


Member of the Consumer Education Committee of the North American Menopause Society and Past

Project Chair of the Consumer Booklist Committee.


Associate, American Academy of Cosmetic Surgery.


Fellow, International Society for the Study of Women’s Sexual Health

IV. Accreditations and Certifications:

Board certified and re-certified, American Board of Obstetrics and Gynecology


Accredited in Advanced Operative Laparoscopy, Accreditation Council of Gynecologic Endoscopy


Certified Menopauseal Clinician and Menopausal practitioner by the National Certification

Corporation of Ob-Gyn/Ob-Gyn Nursing Specialties and the North American Menopause Society


Certified Clinical Bone Densiometrist (International Society of Clinical Densiometry)


Fellow, Intentional Society for the Study of Women’s Sexual Health

V. Teaching Activities and Publications:

Dr. Goodman has presented numerous papers at hospital training sessions and clinical meetings on

menopause and hormone replacement therapy, female genital plastic/cosmetic surgery, vaginitis,

advanced operative laparoscopy, pelvic ultrasound, pelvic pain and risk management. He has

published papers on obstetrical care, nurse-monitrices, advanced laparoscopy, risk management

and recovery and sexuality issues surrounding hysterectomy and UAE, as well as six separate

research papers, reviews and commentaries on vulvo-vaginal aesthetic and reconstructive surgery.

Dr. Goodman was the lead author of a large, multi-center outcome study on vulvo-vaginal aesthetic

surgery published in the prestigious Journal of Sexual Medicine and is the author of a full review

on the subject of vulvo-vaginal aesthetics, as well as a study of the sexual effects of vulvo-vaginal

plastic/cosmetic surgery. A major paper on body image and sexuality in women receiving genital

plastic/cosmetic modification is in preparation for publication. Dr. Goodman is the Editor-in-Chief

and major chapter contributor to the first major medical textbook on genital plastics, Female

Genital Plastic and Aesthetic Surgery presently in production at Wiley Blackwell, Oxford, UK, for a

February 2016 release.

Dr. Goodman presents frequently at women’s health seminars in California and elsewhere and has

written three popular books about menopause and midlife transitions: The Midlife Bible: A

Woman’s Survival Guide; MEN-opause: The Book for Men (2007); and his newest popular book, You

Want to Do WHAT? WHERE?? (All You Wanted to Know About Women’s Genital Plastic and Cosmetic

Surgery, Written by an Expert), which is now available on Amazon.

VI. Special Professional Activities:

Ad. hoc. reviewer for the ” Journal of the American Association of Gynecologic Laparoscopists.”


Peer reviewer for the “Journal of Sexual Medicine.”


Reviewer for the International Society for the Study of Women’s Sexual Health.


Ob-Gyn reviewer for the Medical Board of California


Peer reviewer for the journal, “Menopause Management.”


Peer Reviewer, British Journal of Obstetrics and Gynecology


Peer Reviewer, World Journal of Obstetrics and Gynecology


Peer Reviewer, World Journal of Urology
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easy-to-recover-from procedure where a
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The Very Latest About
Revision Surgery for Botched
Labiaplasty

How Do “Botches” Happen? Medically

termed “Unintended Avoidable Female

Genital Mutilation” and nick-named

“Botched Labiaplasty,” these unintended

outcomes are becoming much more

frequent as well-intentioned Ob/Gyn

surgeons, too uninformed to know what

they do not know, sail into the uncharted

waters of female genital plastic and
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Text of Dr. Goodman’s Commentary, click

here. For an Abstract of the original article,

click here.

GET MORE INFORMATION

What is the normal size of a woman's labia?

What are the surgical techniques for Labiaplasty?

CLICK HERE to find out the answer to these, and

other, questions

CONTACT DR. GOODMAN’S OFFICE

Phone: (530) 753 2787

Fax: 530-302-8042

Contact Dr. Goodman
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More About Dr. Goodman
World-renowned genital cosmetic surgeon, teacher and author

If you are considering genital cosmetic surgery, you deserve the best and most

qualified surgeon.

Dr. Goodman trains other cosmetic genital surgeons, lectures around the world

and is recognized for having the “Best Aesthetic Results in Cosmetic Genital

Surgery” in 2017 and 2018. He received the 2019 award for “Teaching

Excellence” and the 2020 award for “Best Combined Labia Majoraplasty and

Minoraplasty.”

I’m Ready to Get Started

ISCG, the International Society of Cosmetogynecology, is the international spokes-organization for

female genital plastic and cosmetic medicine and surgery. It was the first organization to promote

an exchange of ideas, new techniques, debate and comradery among the fastest emerging sub-

specialty of Gynecology since the millennium, “Cosmetic Gynecology.” Their annual Congresses, by

far the largest in the field of women’s intimate wellness and surgery draws participants from over

20 countries and the majority of U.S. states.

Dr. Goodman for years has been an invited attendee, lecturer, and Scientific Committee Co-Chair. He

delights in their annual meetings, at which he learns as much as he teaches. He has been honored

by ISCG in several different areas. Since their 2016 Congress, ISCG annually invites its members

and Congress attendees to submit “Before and After” photos, and honors the best work in several

categories. In 2017 (“Best Combined Labiplasty with Clitoral Rood Reduction”), 2018 (“Best Revision

Search this website

Fields marked with an * are required

Outcomes specialized for your anatomy, for your specifications. Choose experience.

LEARN MORE


 
 
 
 


SEND US AN EMAIL
 · 
CALL 530.753.2787

HOME GENITAL COSMETIC PROCEDURES REVISIONS & REDOS BLOG AND PUBLICATIONS DR. GOODMAN CONTACT

Would you like to learn more about what

Dr. Goodman does and how he can help?




Sign up below for the first chapter of his

latest book. You’ll receive Chapter 1: The

Anatomy and Rationale for Surgery, as

well as an article he wrote for The Journal

of Sexual Medicine titled, “Female Genital

Plastic/Cosmetic Surgery”.


Fill in the fields below:

First Name *

Last Name *

Email *
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Labiaplasty”), 2020 (“Best Labia Majoraplasty”) he has received awards. In 2019 he was awarded

ISCG’s Best Educator Award.

At this writing, April 2021, Dr. Goodman has recently returned from ISCG’s 14th Annual Congress,

where in addition to picking up another “Best Of” clinical award (“Best Vaginal Rejuvenation”), he

was honored with ISCG’s highest award, the 2021 ISCG Award For Outstanding Contributions To
Cosmetic Surgery. At the meeting Dr. Goodman, one of the Scientific Program Committee’s Co-

Chairs, delivered two invited addresses, 23 “Pearls” for 23 Years of Genital Plastics: Labiaplasty,”

and “23 “Pearls” for 23 years of Genital Plastics: Vaginoplasty,” honoring Dr. Goodman’s long tenure

as a female genital plastic/cosmetic surgeon, one of the longest and most experienced in the

world.

Dr. Goodman has written the preeminent textbook Female Genital Plastic and

Cosmetic Surgery

What is the new “Labia
Majora Lift” and what does it
accomplish?

Labia Majora Lift (“LML”), aka “Smile Lift,” is

a brand new minor surgical procedure

designed and brought to market by

renowned genital plastic/Cosmetic surgeon,

Dr. Michael Goodman. Based on the so-

called “double hockey-stick” labia majora

incision first described by Polish surgeon

Dr. Dawid Serafin, it is an inexpensive,

easy-to-recover-from procedure where a

horizontal “chevron-shaped” portion […]

The Very Latest About
Revision Surgery for Botched
Labiaplasty

How Do “Botches” Happen? Medically

termed “Unintended Avoidable Female

Genital Mutilation” and nick-named

“Botched Labiaplasty,” these unintended

outcomes are becoming much more

frequent as well-intentioned Ob/Gyn

surgeons, too uninformed to know what

they do not know, sail into the uncharted

waters of female genital plastic and

cosmetic surgery. Not entirely to blame,

these Ob/Gyns, who […]

READ DR. GOODMAN’S INVITED
COMMENTARY ABOUT THE
STIGMA WOMEN ENDURE
REGARDING SURGERY ON THEIR
“PRIVATE PARTS.”

Dr. Goodman was recently asked by Foad

Nahai, MD, the Editor of the Aesthetic

Surgery Journal, one of the top Plastic

Surgery journals, to comment on a recently

accepted and fascinating article entitled

“Labiaplasty: The Stigma Persists,” original

research which discussed women’s negative

attitudes regarding their genitalia, as

compared with breasts and other areas of

their bodies. 

Dr. Goodman’s insightful commentary will

be of interest to all women, especially

those considering female genital

plastic/cosmetic surgery. For the free Full

SUBMIT
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Female Genital Plastic and Cosmetic Surgery English Edition

Dr. Michael Goodman lecturing at the International Continence Society

Dr. Goodman lecturing internationally

Text of Dr. Goodman’s Commentary, click

here. For an Abstract of the original article,

click here.
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Cartagena, Colombia
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Bali, Indonesia

Dr Goodman teaching other doctors genital cosmetic surgery.

I’m Ready to Get Started
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Training new associate

Dr. Goodman’s Numerous Awards

2020 Award for “Best Combined Labia Majoraplasty and Minoraplasty
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2019 Award for “Teaching Excellence”
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International Society of Cosmetogynecology Award 2018
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International Society of Cosmetogynecology Award 2017

GET MORE INFORMATION

What is the normal size of a woman's labia?

What are the surgical techniques for Labiaplasty?

CLICK HERE to find out the answer to these, and

other, questions

CONTACT DR. GOODMAN’S OFFICE

Phone: (530) 753 2787

Fax: 530-302-8042

Contact Dr. Goodman

Sitemap

Copyright © 2022 Dr. Michael Goodman MD · Log in

Chambers 126

https://www.drmichaelgoodman.com/faqs/
https://www.drmichaelgoodman.com/faqs/
https://www.drmichaelgoodman.com/faqs/
https://www.drmichaelgoodman.com/faqs/
https://www.drmichaelgoodman.com/contact/
https://www.drmichaelgoodman.com/contact/
https://www.drmichaelgoodman.com/contact/
https://www.drmichaelgoodman.com/contact/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/sitemap/
https://www.drmichaelgoodman.com/wp-login.php
https://www.drmichaelgoodman.com/wp-login.php
https://www.drmichaelgoodman.com/wp-login.php
https://www.drmichaelgoodman.com/wp-login.php




11/16/22, 4:39 PM Vaginoplasty Case 1 - South Coast Urogynecology South Coast Urogynecology

https://urogyn.org/vaginoplasty-case-1/ 1/11

Call Us 949-499-5311 | info@urogyn.oprg   

Cases: | 1 | 2 | 3 | 4 | 5 | 6 | 7 | 8 | 9 | 10 | 11 | 12 |

Click Image for enlarged viewing

VAGINOPLASTY

CASE 1

Front View Gaping
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Side1 View Gaping

Side 2 View Gaping


Front View Relaxed

Side 1 View Relaxed

Chambers 128

https://urogyn.org/wp-content/uploads/2022/03/Front-View-Gaping.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Gaping.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Gaping3.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Gaping3.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Relaxed-2.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Relaxed-2.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Relaxed.jpg
https://urogyn.org/wp-content/uploads/2022/03/Front-View-Relaxed.jpg


11/16/22, 4:39 PM Vaginoplasty Case 1 - South Coast Urogynecology South Coast Urogynecology

https://urogyn.org/vaginoplasty-case-1/ 3/11

Side 2 View Relaxed

Front Immediately After

Side 1 Immediately After

Side 2 Immediately After
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Front 2 Weeks After

Side 1 – 2 Weeks After

Side 2 – 2 Weeks After


Front View – 6 Weeks After
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Side 1 – 6 Weeks After

Side 2- 6 Weeks After

Oblique – Before
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Oblique – Immediately After

Oblique – 2 Weeks After

Patient View – Before

Patient View – Immediately After
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Patient View – 2 weeks after


PUSHING / SIZING

Pushing View Before
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Pushing View – After

Sizing Horizontal – Before
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Sizing Horizontal – After

Sizing Vertical – Before
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Sizing Vertical – Before

 Home

 Photos / Case Studies

 ThermiVa™

 Vaginoplasty (vaginal rejuvenation)

 Perineoplasty (Perineorrhaphy)

 Labia Minora Plasty (Labial Reduction)

 Barbie Look

 Hybrid Look

 Rim Look

 Labia Majora Plasty

LINKS
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 Vampire Wing Lift (Labia Majora Augmentation)

 Clitoral Hood Reduction

 Labiaplasty Revisions

 Laser Resurfacing

 Hymenoplasty

 Incontinence: Non-surgical Treatment

 Incontinence Sling

 Cystocele Repair (Bladder Repair)
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History: A lady in her late 30s complained of a loose feeling vaginal vault and lack of sensation
during intercourse. She also suffered from a large rectocele that bulged out of her vagina that
gave a chronic feeling of constipation. She leaked urine with coughing and sport activities and
wanted to have a sling placed to resolve this problem. She wanted a more youthful appearance to
her vulva and requested a labiaplasty with a clitoral hood reduction as part of her repair.

Surgery: Vaginoplasty and perineoplasty, transobturator sling, rectocele repair, vaginal vault
suspension, vaginoplasty, labia minora plasty, labia majors plasty, clitoral hood reduction.

Results: Return to full function. Dry with no leakage, more satisfying sex life.
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History: A lady in her mid 30s complained of pelvic pressure and a loose feeling vaginal canal
with lack of sensation during intercourse. She also suffered from a moderate bladder prolapse and
a large rectocele that bulged out of her vagina and gave a chronic feeling of constipation. She
leaked urine with laughing, sneezing, coughing, and sport activities. She wanted a return to a
more active physical and sexual lifestyle after living with the symptoms for several years.

Surgery: Vaginoplasty, Perineoplasty, Total Vaginal Hysterectomy, Incontinence Sling, Pelvic
Reconstructive Surgery with Ultra Lightweight Mesh.
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History: A young mother in her early 30s complained of vaginal bulges and pelvic pressure and a
loose feeling vagina with lack of sensation during intercourse. She felt chronic constipation even
though her stools were soft and she was taking fiber supplements. She leaked urine with any
sporting activity and was unable to stay dry during her yoga classes. She wanted a pelvic
prolapse and incontinence repair with vaginal tightening.

Procedures Performed: Vaginoplasty, Perineoplasty, Incontinence Sling, Pelvic Reconstructive
Surgery with Ultra Lightweight Mesh. She also underwent a Mommy Makeover abdominoplasty

Results: Return to a full and active lifestyle and ability to wear her bikini again.
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Sizing – After Vagnoplasty


Sizing – Before Vagnoplasty – side

Sizing – After Vagnoplasty – side
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Before Vaginoplasty

Before Vaginoplasty


After Vaginoplasty

 Home

 Photos / Case Studies

 ThermiVa™

 Vaginoplasty (vaginal rejuvenation)

 Perineoplasty (Perineorrhaphy)

 Labia Minora Plasty (Labial Reduction)

 Barbie Look

LINKS
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 Hybrid Look

 Rim Look

 Labia Majora Plasty

 Vampire Wing Lift (Labia Majora Augmentation)

 Clitoral Hood Reduction

 Labiaplasty Revisions

 Laser Resurfacing

 Hymenoplasty

 Incontinence: Non-surgical Treatment

 Incontinence Sling

 Cystocele Repair (Bladder Repair)

 Rectocele/Enterocele Repair (Rectal Repair)

 Vaginal Vault Suspension

 Uterine Suspension

 Endometrial Ablation

COPYRIGHT 2004 - 2022. UROGYN.ORG ALL RIGHTS RESERVED.
HOME PRIVACY POLICY CONTACT US
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Introduction to The Alinsod Institute for Aesthetic Vaginal Surgery

We offer highly specialized surgery to 
restore and enhance the appearance 
of the vaginal area. These procedures, 
frequently referred to as “Vaginal 
Rejuvenation,” “Aesthetic Vaginal 
Surgery,” “Cosmetic Vaginal Surgery,” 
or “vaginoplasty,” resurfaces and 
tightens the tissues to reclaim the 
youthful appearance and function of 
the vulvar and vaginal area. In ordinary 
terms, the procedure is esssentially a 
“face lift” for the vulva and vagina. 

Dr. Alinsod has developed and 
pioneered many innovative techniques 
in this newly evolving field of cosmetic 
surgery and is happy to offer these 
services to his patients.

Due to the effects of childbirth, aging, 
trauma, and/or genetics, the vaginal 
tissue and surrounding muscles can 
become stretched and lose their 
strength and tone. The loose and 
unsatisfying feeling that many women 
feel can also be felt by their male 
partner during intercourse. Labial 

enlargement, unevenness, or traumatic 
tears from childbirth can also affect the 
labia to make it look unappealing. This 
can result in discomfort with intimate 
contact, chronic rubbing, a pulling 
sensation, vulvar pain, and an inability 
to wear certain types of clothes such as 
tight jeans or swimsuits. Most women 
simply live with these symptoms but 
now help is available. Femininity can be 
restored. 

These surgical procedures can increase 
friction during intercourse and can 
enhance intimacy. Furthermore, labial 
contouring, commonly referred to 
“labiaplasty,” can be performed in the 
office in an outpatient setting. Many 
patients have flown in to Southern 
California and have received the 
highest of care, personalized service, 
and outstanding results. 

Dr. Alinsod has the distinct advantage 
and experience as a reconstructive 
pelvic surgeon enabling him to tackle 
even the most difficult of cosmetic 

vaginal/vulvar cases. Unlike a plastic 
surgeon, who typically has no training 
in the art of reconstructive pelvic 
surgery, or a general gynecologist, who 
has little to no training in aesthetic 
vaginal/vulvar procedures, Dr. Alinsod 
is able to treat the whole woman in 
terms of her aesthetic, gynecologic, 
and urologic health by addressing 
any incontinence and pelvic prolapse 
that may be present at the time of the 
cosmetic procedure. 

This broad base of knowledge and 
experience combined with a sharp 
focus on aesthetics makes Dr. Alinsod 
the surgeon of choice. He welcomes 
your inquiries. 

Dr. Red Alinsod and South Coast Urogynecology 
serve a dual role for Orange County and all of California. 
First and foremost is to provide urogynecologic and gynecologic 
services in the envelope of a Women’s Center. Its second role 
is to educate physicians and surgeons in the art and science of 
pelvic and vaginal surgery. 

Dr. Alinsod is able to 

treat the whole woman 

in terms of her aesthetic, 

gynecologic, and urologic 

health by addressing any 

incontinence and pelvic 

prolapse that may be 

present at the time of the 

cosmetic procedure. 
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Maria, Dr. Alinsod’s 
trusted Medical 
Assistant, is a kind-
hearted and excellent 
patient advocate. She 
will do just about 
anything to ensure 
that your stay in our 
office is full of smiles 
and cheer.

Red M. Alinsod, M.D., FACOG, FACS, ACGE
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Dr. Red Alinsod is 
director and owner 
of South Coast 
Urogynecology, 
The Alinsod 
Institute for 

Aesthetic Vaginal Surgery, in Laguna 
Beach, CA. He is a world renowned 
Urogynecologist and Aesthetic Vaginal 
Surgeon and the founder of the first 
CME approved Aesthetic Vaginal Surgery 
Workshops sponsored by The American 
Academy of Cosmetic Gynecologists. 

Dr. Red Alinsod completed medical 
training at Loma Linda University Medical 
Center in 1990. He served a 12-year Air 
Force career with 4 active duty years at 
George and Nellis Air Force Bases. Now 
in solo private practice, Red has built a 
large and successful urogynecology, pelvic 
reconstructive surgery, and aesthetic 
vaginal surgery following. He is the Director 
and founder of South Coast Urogynecology 
and The Alinsod Institute for Aesthetic 
Vulvovaginal Surgery. His International 
teaching program is the first of its kind 
to combine both pelvic reconstructive 
and aesthetic principles together. He has 
trained many of the world’s leading doctors 
and instructors in cosmetic gynecology and 
has presented his techniques worldwide. 
He is co-editor of Female Cosmetic 
Genital Surgery, Concepts, Classification 
and Technique, the seminal textbook for 
plastic surgeons and gynecologists in this 
rapidly growing field. He is the Founder 
and Chairman of CAVS (Congress on 
Aesthetic Vulvovaginal Surgery), the oldest 

and longest running Congress dedicated 
to Aesthetic Vulvovaginal Surgery and 
Female Cosmetic Genital Surgery. He 
is the inventor of the “Barbie Look” 
and “Hybrid Look” Labiaplasty, Medial 
Curvilinear Labia Majoraplasty, Central 
and Lateral Clitoral Hood Reduction, In-
office No-IV Labiaplasty, Perineoplasty, 
Vaginoplasty, Pudendo-Levator Block. He is 
the inventor and patent owner of the Lone 
Star APS Vaginal Retractor, APS Surgical 
Table, Alinsod Scissors, and various pelvic 
reconstructive devices and techniques such 
as Sling with Bladder Support and Implants 
and Procedures for Treatment of Pelvic 
Floor Disorders. Dr. Alinsod is the inventor 
of ThermiVa, a radio frequency device for 
dermatologic conditions with specific use in 
feminine tissues. He heads Thermi’s Clinical 
Advisory Committee for Women’s Health 
and the ThermiVa Center for Physician 
Education. Dr. Alinsod also specializes in 
non-surgical labial and vaginal tightening, 
treatment of stress incontinence, non-drug 
treatment of overactive bladder, atrophic 
vulvovaginitis, orgasmic dysfunction, and 
vulvar dystrophy. These disruptive and safer 
methodologies of treatments, developed 
by Dr. Alinsod, are changing the face of 
gynecology for the benefit of women 
worldwide. Dr. Alinsod welcomes your 
calls, emails, and inquiries.  

PATENTS AND EQUIPMENT DEVELOPED

1. Lone Star APS Retractor
2. Implantable Sling with Bladder Support
3. Implants and Procedures for Treatment of Pelvic Floor Disorders 
4. Brought first Ultra Lightweight Mesh to USA in 2005 (Restorelle) 
5. Alinsod Urogyn Table
6. Alinsod Scissors, Pickups, Clamps
7. ThermiVa – Patent Pending

PROCEDURES DEVELOPED

1. Radiofrequency Surgical Techniques for Aesthetic Gynecologic Surgery In-Office
	 a. First to treat vulvovaginal tissues with non-surgical RF energy
	 b. Feathering Technique for Resurfacing Revision surgery
	 c. Pudendal-Levator Block
2. In-Office RF Labiaplasty a. Barbie Look
	 b. Hybrid Look
	 c. Vertical Clitoral Hood Reduction
	 d. Lateral Curvilinear Clitoral Hood Reduction
3. In-Office Vaginoplasty and Perineoplasty
4. Medial Curvilinear Labia Majoraplasty
5. Thermi-O (ThermiVa + O-Shot)
6. ThermiVa Research on
	 a. Tightening of vulva and vagina 
	 b. GSM
	 c. SUI
	 d. OAB
	 e. Orgasmic Dysfunction

7. Gynecologic Dermoelectroporation for local anesthesia and vulvar lightening and 

plumping
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Who We Are: 

We are surgical sub-specialists for 
women’s health issues such as urinary 
leakage, fallen bladder/rectum/vagina/
uterus, abnormal vaginal bleeding, 
pelvic pain, failed prior surgeries, and 
unappealing vaginal appearance or 
function.

What We Do: 

We specialize in gynecology, 
urogynecology, pelvic surgery, and 
aesthetic vaginal surgery or vaginal 
rejuvenation.We perform complete 
workups for referring doctors and private 
patients. Most of our surgeries are quick, 
outpatient, or just overnight stays.

Why We Are Unique: 

Our surgical sub-specialty is unique in 
that it enables one physician to integrate 
the skills of a gynecologist, urologist, and 
aesthetic surgeon. Our practice is one 
of the very few internet based practices 
that offers secure communications with 
patients along with rapid response. We 
use Blackberry and iPhones to provide 
instantaneous, secure, and timely 
responses. “Phone tag” is eliminated. We 
are a one stop Women’s Health Center.

Care Philosophy: 

Our staff offers timely, compassionate 
and personalized care. We strive to 
provide you with answers and options, as 
quickly as possible, and to assist you in 
understanding the personal solutions best 
suited to meeting your individual needs. 
We are one of only a very few West 
Coast practices to offer the convenience 
of advanced endoscopic procedures and 
aesthetic vaginal procedures in the office 
and without IVs. inside the office. This 
resource reflects our ambitious efforts to 
cater to your desires and diligently meet 
your personal needs. 

Introduction to South Coast Urogynecology

For more photos of South Coast 

Urogynecology go to:
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Office Photos 

Laguna Beach offers year-round excellence in 
both weather and amenities. Many travel here 
to have surgery and a pleasant vacation break 
from the everyday world. Our entire staff aims 
to pamper you from the minute we hear from 
you. 

http://www.lagunabeach.com/
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Maria Islas  
Medical Assistant and Urodynamic Specialist

Dr. Red M. Alinsod 
Physician, Surgeon, Teacher, Photographer, Boss

Meet Our Staff

 He is the heart and soul and keeps 

us on our toes.  Does he ever sleep? 

The patients love our office because 

of Dr. Alinsod and his vision. Patients 

have said that he has the best bedside 

manner they had ever encountered 

and the comfort level he provides 

is also second to none. He covers 

everything mentioned above and even 

answers his own email, sometimes 

a nice surprise to his patients. He is 

an educator, teaching patients and 

surgeons the world over about his 

expertise in pelvic reconstruction, 

vaginal rejuvenation and even medical 

photography.

red@urogyn.org

Maria, Medical Assistant and Urodynamics 

Specialist - Dr. Alinsod’s right hand, Maria’s 

compassionate and outgoing personality 

puts the patients at ease, starting with the 

initial appointment to the post-op visits. 

She is attentive to the patient’s emotions 

of coming to the office, in discussing their 

issues, including post-op care and getting 

back on their feet. She is the number one 

person in individualized patient care and 

assisting Dr. Alinsod in all office procedures. 

~Maria

maria@urogyn.org

Marisol was born and raised in sunny 

Southern California. She joined the South 

Coast Urogynecology staff in 2012 and 

has been a wonderful edition to the 

team. She works meticulously with Dr. 

Alinsod, making sure all surgical needs 

are met in a timely, efficient, and caring 

manner. Above all else, her main priority is 

exceptional patient care. When she’s not 

tending to patients, she enjoys spending 

time with her beautiful family.

Email: marisol@urogyn.org 

Marisol  
Medical Assistant
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Meet Our Staff

Diane Watson Front Office Coordinator

I was born and raised in 

Southern California and 

have a beautiful daughter 

who is my best friend. 

I have worked in the 

medical field in different 

specialties for over 25 

years and have always 

enjoyed gynecology. Working for Dr. Alinsod 

has been challenging, rewarding, and a learning 

experience for me. I truly love coming to work 

every day and enjoy the interaction with our 

patients. My hobbies include walking, going to 

the beach, riding my bike and reading suspense 

novels. Spending time with my friends is also very 

important to me. 

Email: diane@urogyn.org 

Eunice Medical Biller

Eunice, Medical Biller 

- After all is said and 

done, Eunice works 

with the patient 

on their final step, 

insurance and patient 

payments. Not an 

easy task, Eunice has 

worked in medical billing for over 20 years. 

She reviews the patient’s explanation of 

benefits and makes sure all appointments 

and procedures are billed correctly and in 

a timely manner. She certainly cracks the 

proverbial whip when it comes to correctly 

inputting patient data and marking all 

appropriate procedure codes.

Email: info@urogyn.org, 
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Medical Treatments

Chambers 166



10

The Laguna Laser Center has a complete line up of 
powerful light based technologies available to its 
customers.

Red M. Alinsod, M.D., FACOG, FACS, ACGE
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Gynecology 

We excel in the diagnosis and treatment of all 
gynecologic conditions ranging from pelvic pain, 
abnormal bleeding, fibroids, and infections. 
Endometrial resection and ablation are just some of 
the advanced skills offered. We also have the most 
up-to-date diagnostic equipment available. 

Urogynecology & Reconstructive 
Pelvic Surgery

We specialize in diagnosis and treatment of 
incontinence and pelvic organ prolapse. State-of-
the-art minimally invasive treatments are our forte. 
We have some of the most extensive and successful 
experience on the use of tissue and mesh in vaginal 
reconstruction. We also have helped pioneer the 
use of transobturator slings and Posterior IVS 
vaginal suspension surgeries on the West Coast. 
Renowned surgeons from all areas of the country 
have flown in and have been trained by Dr. Alinsod 
in modern reconstructive pelvic surgery.

Aesthetic Vaginal Surgery

Highly specialized surgery is available to restore and 
enhance the appearance of the vaginal area. This 
is frequently referred to as “Vaginal Rejuvenation” 
and “Aesthetic Vaginal Surgery.” Lasers are used 
to incise and resurface the skin and to tighten 
and restore the youthful appearance and function 
of the vulvar and vaginal area. In ordinary terms, 
the procedure is esssentially a “face lift” for the 
vulva and vagina. Dr. Alinsod has developed and 
pioneered many innovative techniques in this newly 
evolving field of cosmetic vaginal surgery. 

Aesthetic Laser Center

Available to you at our Laguna Laser Center is a 
complete array of light based and radio frequency  
therapies to improve the look, feel, and touch 
of your skin. Hair and vein reduction therapies 
are at the forefront of technology.  The safest, 
most comfortable lasers and Intense Pulsed 
Light (IPL) systems as well as the most effective 
radiofrequencyt devices on the market are up and 
running and giving amazing results to our patients.

We carry the Palomar/Cynosure line as well as 
the newest Thermi machines. We have Fractional 
Erbium lasers of the highest order for that gentle 
lunch time peel to the most aggressive deep 
resurfacing for acne scars, and wrinkles. We are 
a Center of Excellence for deep Radio Frequency 
Skin Tightening for loose and saggy skin, wrinkles, 
stretch marks. Dr. Alinsod is the first surgeon able 
to incorporate these technologies into his aesthetic 
vaginal surgeries to give that smooth and natural 
look.

Packages are available at very reasonable prices 
that can incorporate all the technologies into one 
comprehensive plan of care. For example, stretch 
marks can be treated with fractional lasers to 
reduce the prominence and coloration of stretch 
marks ($1500/treatment) then radiofrequency 
tightening of skin ($1500/treatment) then Platelet 
Rich Plasma $1800) to aid healing, then have 
Radiofrequency with laser body countouring 
($4,000) to reduce the local fat all for $5,000 
instead of $15,000! It is the best value for stretch 
marks reduction in Southern California.

Specialty Descriptions for SCU
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If you have visited the many vaginal rejuvenation and 

labia reduction websites on the Internet you have 

probably discovered several different techniques 

promoted as the best for restorative vaginal 

reconstruction, especially laser surgery. As someone 

who was personally trained by the two top two 

pioneers in the specialty and who has over eight years 

experience with restorative vaginal surgery, let me share 

with you my thoughts on this subject. 

For the first five years working in this subspecialty I used 

the laser for all of my vaginal rejuvenation and labia 

reduction procedures. The laser was highly marketable 

and well known to the public, literally and figuratively 

the ‘cutting edge’ of medical technology, and achieved 

very good results. Even today, many women believe if 

their surgeon isn’t using a laser he is behind the times. 

Well, if the laser is so outstanding, what convinced 

me to switch to high frequency surgery to perform the 

same procedures? 

Before we go there, let’s talk about the laser first. This is 

a device that focuses and concentrates light energy into 

a very precise cutting instrument. The type of laser used 

for vaginal rejuvenation uses a wavelength designed to 

seal small blood vessels as it cuts. The result: a precision 

incision with virtually no bleeding. However, there is a 

significant downside. The laser generates intense heat. 

The remaining tissue edges that need to be stitched 

together sustain a lot of thermal damage, resulting in 

swelling, peeling and inflammation that lasts for days 

or even weeks. A significant amount of post-operative 

discomfort persists and it takes a long time to heal, 

especially after vaginoplasty. During labiaplasty, if the 

inner labia are thin the residual heat damage can be 

very traumatic and result in distortion and prolonged 

discomfort, even it the best of hands. 

High frequency surgery provides the best of all worlds. 

It generates a radiowave emitted by a fine wire. This 

cool tip doesn’t even touch the skin as it cuts. As a 

result there is virtually no thermal effect, charring, 

swelling or inflammation. In fact the cut edges are 

‘cleaner’ compared with a scalpel or knife because the 

width of the incision is so fine. Patients who waddled 

into my office the day after laser surgery now walk in 

with minimal discomfort, whether they had undergone 

vaginoplasty or labia reduction. Where I previously 

ordered Percocet and Oxycontin for post operative pain 

with laser surgery I now only use a mild narcotic such 

as Vicodin, and even then only as a backup medication. 

Needless to say, you can be up and about and can 

return to normal activities faster and with greater 

comfort compared with the laser. 

The problem with high frequency surgery is that women 

don’t know about it and not many surgeons are trained 

in its use. It’s actually been around for a long time and 

has been used by neurosurgeons, ENT surgeons and 

dermatologists. This is simply a new application of a 

well established instrument. It may not be sexy but it 

makes for a wonderful marriage of technology and 

restorative vaginal surgery.

High Frequency (No Scalpel) Surgery vs. Laser Surgery by Edward Jacobson, MD
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I am glad you have done your homework 
and have asked this important question 
about the use of lasers in aesthetic vaginal 
surgery. I have performed labiaplasty many 
ways. I have switched from the lasers 
to a more precise instrument called the 
Ellman Surgitron. I did this because of 
the gorgeous results, increased precision, 
and decreased tissue damage when 
compared to a knife, laser, or regular 
cautery unit. The magnitude of safety is 
superior. There are no stray laser beams 
that may burn you. The tip is “cool” and 
precise. The Ellman Surgitron measures 
tissue destruction at the micron level 
unlike the Yag or 980 Diode laser that 
measures it in millimeters. Because it 
is such a safe and precise instrument I 
am able to perform labiaplasties in my 
office, under local anesthesia, quite 
successfully. That saves you thousands 
of dollars! There is no hospital cost, no 
anesthesiologist to pay. Although the 
term “laser vaginal rejuvenation” sounds 
quite catchy, it is strictly a marketing term. 

There is no advantage to the use of lasers 
in vaginal surgery in general. In fact, many 
who advertise the term “Laser Vaginal 
Rejuvenation” rarely use the laser doing a 
labiaplasty or vaginoplasty. 

Please go to www.ellman.com and read 
about their Surgitron units. It is impressive. 
I am Ellman’s pioneer in the use of their 
device for for beautiful aesthetic vaginal 
surgery. 

Previously, it was used in cosmetic 
surgery, dermatology, ENT, spine, and 
neurosurgery. In fact, this unit was the 
device used to separate the conjoined 
twins that were attached in the head just 
a few years ago! In my humble opinion, 
lasers in vaginal surgery have seen 
their best days in the past. Aside from 
resurfacing the vulva or vagina, it has no 
advantage over the Ellman but carries 
distinct disadvantages such as hot and 
damaging tips. Another disadvantage of 
the laser is cost. A good CO2 or Yag laser 
costs $30-$110,000. You can imagine the 

cost passed on to you. The Ellman costs 
much less, gives dramatic savings, enables 
office surgery, increased safety, increased 
precision, minimal tissue destruction, and 
rapid recovery. It is a difficult technology 

to beat. ~ Red M. Alinsod, M.D.

Ellman Surgitron versus Lasers: Which is Best?

Ellman Surgitron Dual RF

The Ellman Pelleve: 

The Best RF Device 

in the world.

Ellman Surgitron
Dual 4.0

980mm Diode 
Laser

ConMed
System5000™

The Ellman is extremely precise with minimal 
heat damage as seen on the far right. 
Compare the edges of the incisions. 
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Ellman/Laser Lab: Seeing is believing

Precision excisions are taught and compared to enable the surgeon to objectively choose his or her device of choice. At our Institute we choose 
the most precise technology available, the Ellman Surgitron, SurgiMax, and the newest Pelleve.

The Switch is On

News is spreading like wildfire 
through the medical grapevine. 

More and more plastic surgeons, gynecologists, 

urologists, and urogynecologists are hearing 

about Dr. Alinsod’s consistent results and safety 

record using the Ellman Surgitron and SurgiMax. 

Many laser trained aesthetic gynecologists and 

plastic surgeons have quietly retired their 980 

Diode lasers and have purchased an Ellman in 

hopes of mimicking Dr. Alinsod’s results. Several 

renown and prominent laser vaginal surgeons 

have taken Dr. Alinsod’s Master Course in 

Aesthetic Vaginal Surgery after spending $50-

60,000 in a laser vaginal course. After initial 

impressions that lasers were effective in shrinking 

the vagina, surgeons soon realized that the 980 

Diode laser was simply a very expensive cutting 

instrument with no significant advantage other 

than the glamorous marketing it was associated 

with. The lasers were found to be temperamental 

and tissue destructive with charred labias 

and vaginas resulting. Edge healing was 

compromised. The bubbling of the wound edges 

due to the immense heat the laser produced 

caused 2nd degree burns. Totally unacceptable to 

these fine surgeons. From New York to California, 

the switch to superior technology is on and a 

new Gold Standard is developing. 

Dr. Red Alinsod is responsible for 
the advancement of Radiosurgery 
in vulvar and vaginal surgery. His 
work in developing RF sculpting and 
resurfacing techniques are far ahead of 
his time. 
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Labiaplasty is surgery 
on the “outside” 
structures for labial 
sculpturing.

Vaginoplasty is 
surgery on the 
“inside’ structures for 
tightening.
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One of the fastest growing segments 
of cosmetic surgery is female genital 
surgery. Many phrases are used to 
describe what is surgically done and the 
catch-all phrase lay people have seen 
with increasing regularity is “vaginal 
rejuvenation.” 

The branded name “Laser Vaginal Rejuvenation” 
has even gained national attention in print and 
television. In reality, vaginal rejuvenation is a 
marketing term referring to vaginoplasty, or the 
surgical tightening of the vagina. Vaginoplasty 
usually entails a modification of a standard 
“posterior repair” along with rebuilding of 
the perineum (the space between the vagina 
and rectum). This procedure was traditionally 
performed for a fallen or prolapsed rectum or 
rectocele. Lasers, scissors, cautery units, knives 
are used. Another surgery rapidly gaining 
social acceptance and widespread growth 
is labiaplasty. This is when the labia minora 
(the “minor lips”) or the labia majora (the 
larger outer lips) are sculpted to look more 
pleasing and less prominent. Labiaplasty and 
vaginoplasty have been referred to as a vaginal 
face-lift. Gynecologists on an occasional basis 
have performed these procedures for years 
with plastic surgeons recently showing interest 
in this rapidly growing ultra-sub-specialty. In 
recent years reconstructive pelvic surgeons 
and urogynecologist, with specific training in 
pelvic and vaginal surgery, have popularized 
these aesthetic genital procedures and have 
helped provide it with legitimacy. It was only 
several years ago when cosmetic vaginal surgery 
was attacked vigorously by many medical 
practitioners as barbaric, unnecessary, and 
frivolous. However, baby boomers drove the 

acceptance of these procedures and fueled 
the growth of this very small niche. Women no 
longer wanted to live with unflattering, sagging, 
and large labias, nor did they want to live with 
gaping open vaginas and lack of sensation when 
having sexual relations. Both young women 
wanting a sleeker appearance of their genitals 
and older women wanting to repair the ravages 
of childbirth and time are in the forefront of 
demand to look and feel young again. Southern 
California, where many trends start, became the 
birthplace of this movement. 

There are only a handful of surgeons who perform 

these surgeries in adequate volumes to be 

proficient and adept. Technical skill is of paramount 

importance for the surgeon but having an artist’s 

eye is of equal value. 

What is the difference between 
Labiaplasty and Vaginoplasty?

Many people ask me this very question. It is probably 

one of the most common ones I answer on a daily 

basis. Even established doctors have a hard time 

differentiating between the two surgeries. It is 

actually quite simple if you think of what you see 

and what you don’t see. 

First, what you see in a woman’s pelvic area is called 

the “vulva.” This includes the clitoris, inner smaller 

lips (labia minora), larger outer lips (labia majora), 

and the perineum (space between the vaginal 

opening and the anus. Some even include the anal 

area, inner thighs, and the fat pad above the pubic 

bone as part of the vulva since it is visible. Remember, 

this is the stuff you can see with your own eyes 

without the aid of retractors, microscopes, or other 

devices. This is the area where labiaplasty surgery 

is done. Specifically, labiaplasty usually involves the 

surgical trimming, reduction, or re-sculpting of the 

inner smaller lips. However, it can also refer to the 

surgical procedure to reduce the saggy skin of the 

larger outer lips. Together, the inner and outer lips 

are called the labia, hence labiaplasty. One more 

thing, if you have a flap of excess skin on the sides 

of your clitoris that is large and floppy, pulls, or is 

constantly irritated then a clitoral hood reduwction 

(also called prepuce reduction) is often done as part 

of the labiaplasty surgery. 

Next, what you don’t see is the inside of the 
vagina. This is the canal where tampons are 
placed, where babies pass through, where 
vibrators are placed internally. This is the inside 
of the vagina that is stretched over ten times its 
normal size when a child is born through the 

What is Vaginal Rejuvenation? 
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vagina. Even with a C-Section this inside space 
of the vagina can be severely stretched. When 
this happens, the walls of the vagina become 
loose and saggy on the inside, the part you 
don’t see. This is the area where vaginoplasty 
surgery is done. Specifically, vaginoplasty usually 
involves the surgical tightening of the unseen 
inside of the vagina to narrow its size by both 
suturing together inner deeper tissues and 
trimming more inner superficial vaginal skin. 
When you have to do surgery on the space in 
between the vagina and the anus it is called a 
perineoplasty or perineorrhaphy. This is done if 
there is a bulging structure in this space or if a 
prior delivery messed up the appearance of this 
region. Prior tears or episiotomies are the most 
common cause of looseness in this entry point 
into the vagina. 

One thing you should remember is the way most 
plastic surgeons do their vaginoplasty surgeries. 
During a plastic surgeon’s residency program, 
and even in their fellowship programs, most 
will only get a couple of months of surgical 
time with the gynecology department. During 
these two months the plastic surgery resident 
typically assists the gynecology resident or 
fellow doing the vaginal surgery. The only other 
time most plastic surgeons get any vaginal 
surgery experience is during their two to three 
month rotations as medical students in the 
obstetric ward. During this time, they may get 
a few deliveries in which they repair superficial 
lacerations and tears in the perineum. It is 
rare that the plastic surgeon will be given the 
responsibility of repairing deep damage since 
the anatomy is difficult and rips into rectum, 
bowel, or bladder may occur during the repairs. 
In their gynecology rotations a medical student 
is never the primary surgeon doing deep pelvic 
repairs. As a plastic surgery resident or fellow 

it is rare that they do the primary deep pelvic 
repairs since they have to battle with the 
gynecology resident or fellow for these precious 
learning experiences. This usually means that 
a plastic surgeon advertising that they do 
vaginoplasty is really doing a perineoplasty and 
only tightening the opening into the vagina 
and doing little to no tightening of the deeper 
inner canal. To be fair, most gynecologists have 
absolutely no training in cosmetic surgeries such 
as breast implants, tummy tucks, and Brazilian 
Butt Lifts. In fact only a very few actually do 
these cosmetic procedures. In almost all cases 
these skills were learned after graduating from 
their formal residencies and fellowships and 
were learned in seminars or as an “apprentice” 
to a plastic surgeon. Few gynecologists are 
formally trained to do labiaplasty surgeries and 
even fewer plastic surgeons have the training to 
do them safely. 

What is Micro Tumescent Vaginal 
Rejuvenation (MTVR)?

MTVR is the safest and most tailorable manner 
in which to perform aesthetic vaginal surgery. 
The original art of tumescent anesthesia 
involved placement of large volumes of local 
anesthetics under the skin to provide numbing 
before liposuction surgery. This volume infused 
distorted the anatomy. Our tried and true 
protocols, refined over a decade, have enabled 
us to perform labial and vaginal surgeries while 
you are comfortably awake, able to express 
your desires and preferences in appearance 
and fit, all without an I.V. having to be used. 
Very small volumes of local anesthetic, precisely 
placed in strategic locations, enable us to safely 
sculpt the labial appearance you want and 
the precise vaginal tightness you desire. For 
example, labial surgery averages only 4 to 7 cc 
of local anesthesia. Clitoral Hood Reduction a 

miniscule 1 to 2 cc. Perineoplasty needs about 
10 cc. Hence the term “Micro Tumescence.” 
VaginalRejuvenation/Tightening requires 30 to 
40 cc due to the depth of surgery and density of 
nerve supply in the deep pelvis. You are able to 
watch TV, listen to your iPod, read a magazine, 
or nap during the surgery then give your opinion 
on the surgery as it proceeds. With the patient’s 
use of mirrors it allows real-time evaluation of 
the surgery and enables adjustments as you 
go. You cannot do this when you are asleep 
in a surgery center or operating room. You 
cannot do this with a spinal or epidural in 
almost all cases. MTVR avoids the risks of a 
general anesthesia, spinal, or epidural, and 
saves significant dollars in doing so. There are 
no anesthesiologists or surgery center bills if 
you choose to have Micro Tumescent Vaginal 
Rejuvenation with Dr. Alinsod.

Micro Tumescent Vaginal 
Rejuvenation uses very 
little local anesthesia and is 
the safest and least costly 
technique available. 

What is Vaginal Rejuvenation? 

Chambers 172



16Red M. Alinsod, M.D., FACOG, FACS, ACGE

©2017 South Coast Urogynecology, Inc.  ALINSOD INSTITUTE FOR AESTHETIC VAGINAL SURGERY | PATIENT BROCHURE 

Frequently Asked Questions about Vaginal Surgery

Why choose Dr. Alinsod to do my 
surgery?

Dr. Alinsod has the distinct advantage and 
experience as a reconstructive pelvic surgeon 
enabling him to tackle even the most difficult 
of cosmetic vaginal/vulvar cases. Unlike a plastic 
surgeon, who typically has little to no training 
in the art of reconstructive pelvic surgery, or 
a general gynecologist, who has little to no 
training in aesthetic vaginal/vulvar procedures, 
Dr. Alinsod is able to treat the whole woman 
in terms of her aesthetic, gynecologic, and 
urologic health by addressing any incontinence 
and pelvic prolapse that may be present at the 
time of the cosmetic procedure. This broad base 
of knowledge and experience combined with 
a sharp focus on aesthetics makes Dr. Alinsod 
the surgeon of choice. Dr. Alinsod has trained 
hundreds of surgeons in the art and science of 
Aesthetic Vaginal Surgery. He is the National 
Instructor in Aesthetic Vaginal Surgery for The 
American Academy of Cosmetic Gynecologists 
and gives talks, seminars, and workshops in this 
rapidly evolving subspecialty.

What is Aesthetic Vaginal Surgery?

The term Aesthetic Vaginal Surgery is also 
known by other names such as Vaginal 
Rejuvenation, Laser Vaginal Rejuvenation, 
Labiaplasty, Vaginoplasty, Designer Laser 
Vaginoplasty, Perineoplasty, and Hymenoplasty. 
Aesthetic Vaginal Surgery is a broad term that 
includes the individual procedures. Since it is a 
rather new field dealing with the appearance 
and function of a woman’s private parts the 
terminology has not been standardized. In 
simple terms, Aesthetic Vaginal Surgery and its 
many names deal with cosmetic surgery of the 
vulvar and vaginal region. It is cosmetic surgery 
of the “Private Parts.”

What causes labias to be so enlarged 
or asymmetric?

Genetics plays a key role and is probably the 
major determinant in how large and what 
shape your labia will be. Exposure to estrogen 
or testosterone can also be a significant factor. 
Don’t forget that physical trauma (e.g. labial 
tear from childbirth or bicyle injury) occasionally 
plays a role in the appearance of the labia.

What causes the vagina to be so 
cavernous at times?

The most likely culprit is childbirth. The passage 
of an average seven pound baby causes a 
great deal of muscle and tissue stretching 
that does not go back to its original tautness. 
Furthermore, vaginal lacerations, episiotomies, 
tears of the perineum and widen the vaginal 
opening and deeper canal even more. Other 
rare causes of vaginal laxity include a genetic 
predisposition to stretchy skin such as Marfan’s 
Syndrome. Excess weight, chronic cough, 
chronic bronchitis can weaken the vaginal 
tissues and cause a downward and outward 
travel of the vaginal tissues.

Why is vaginal correction important?

Surgery to improve the appearance and 
function of a woman’s vaginal tissues is 
important for both personal esteem and 
physiologic function. Childbirth is often 
traumatic resulting in lacerations and healing 
process that is not personally satisfying. The 
use of forceps or vacuum assisted delivery 
and the increasing weight of babies today 
result in more prolapse of pelvic organs, 
more incontinence, and more looseness of 
vaginal tissues or unappealing appearance of 
labial tissue. Many who have finished their 
childbearing years are now concerned about 

their personal appearance and are looking for 
ways to deal with this problem. Some feel that 
they have lost a great deal of sexual sensation 
due to looseness of the vagina. Vaginoplasty 
can increase friction during intercourse and can 
enhance intimacy.

Who does Aesthetic Vaginal Surgery?

Gynecologists, urogynecologists, and a few 
plastic surgeons do most of these types of 
surgeries. Gynecologists are trained specifically 
in repair of fallen bladders and rectums, 
fallen uterus or vagina, and repairing tears in 
the vaginal region as part of their everyday 
work. Urogynecologists usually are highly 
sub-specialized and focus primarily on the 
worst incontinence and pelvic organ prolapses 
encountered. Plastic surgeons are generally 
trained in cosmetic surgery on men and 
women and very few are trained in vaginal 
surgery. Some plastic surgeons are highly 
trained in totally reconstructing new vaginas 
in transsexuals, transvestites, and pelvic 
cancer patients. With experience and training 
all specialties mentioned above can perform 
aesthetic vaginal surgery.

Is the use of Lasers important?

The laser is an important surgical tool that 
has many advantages. Certain lasers are very 
precise and are used as scalpels. Some lasers 
are ablative (destructive) and used more to 
destroy abnormal tissue or to resurface the skin. 
Many dermatologist and plastic surgeons use 
this type of laser. However, there is no magic in 
the use of lasers. In fact, other modalities such 
as radiofrequency cautery units can give more 
precise cuts and less tissue destruction by a 
factor of ten or more. Other surgeons will avoid 
electrical units altogether and use highly precise 
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scissors or scalpel units. Another way to look at 
lasers is to realize that it is a tool in the doctor’s 
bag but that it is not ultimately any better 
than a cold knife. However, it is undeniable 
that using the term “laser” adds glamour and 
a sense of prestige to a procedure. Please see 
pages 8 and 9 of this Brochure for details.

What is the procedure like?

Almost all of the cosmetic surgeries are 
outpatient. Labiaplasty and vaginoplasty cases 
are typically finished within an hour. If a repair 
of the bladder, rectum or bowel is needed then 
a 23 hour overnight stay may be needed. If a 
hysterectomy is needed than it is typical to stay 
one to two days. Placement of a sling to help 
with incontinence does not prolong the hospital 
stay. Many patients feel the pain involved is 
similar to the discomfort AFTER a baby has been 
born. They are somewhat sore but not in agony. 
Pain control is excellent in the large majority of 
cases.

What and how are the actual 
procedures done? 

Labiaplasty is the cosmetic reshaping of the 
inner folds of tissue, called the labia minora, 
or smaller inner lips of the vagina. Various 
instruments are used such as pinpoint cautery, 
Yag lasers, fine scissors, or a knife. The 
edges are then sewn together with delicate 
absorbable sutures. A vaginoplasty (commonly 
referred to as vaginal rejuvenation) is when a 
diamond shaped section of tissue is excised 
from the inside of the vagina and brought 
down to the outside of the vagina. Often times 
a small triangular area is also excised from the 
perineum (the area right below the vaginal 
opening). This is called a perineoplasty or 
perineorrhaphy. The size of the tissues removed 

rarely are larger than a domino block. If needed, 
sutures that bundle loose muscles together are 
used to narrow the vaginal opening. At the very 
end of the procedure, a CO2 laser may be used 
to smooth out any skin irregularities and further 
tighten the vaginal opening. The laser provides 
for growth of new, softer, smoother, and tighter 
skin just as it would when used on a face.

What does surgery actually do to me 
physically?

Surgery can trim excessively large labia minora, 
it can also reduce a labia majora. We can also 
trim the excess bulge of skin in the vagina and 
tighten the entrance to the vagina. We can 
make the whole vagina tighter by excising this 
loose vaginal skin and reapproximating the 
stretched tissues from vaginal births. Surgery 
alone will not improve the tone of your vaginal 
muscles. You need pelvic floor exercising for 
that similar to Kegel’s exercises. Surgery can 
also add support to your fallen bladder, rectum, 
bowel, or vagina. We often use a mesh made 
of polypropylene, or skin tissue from a donor, 
or tissue from a pig or cow to act like a patch 
for the herniation of organs into and out of the 
vagina. This is a highly specialized skill very few 
surgeons perform. Again, in some instances 
lasers are used to smoothen out wrinkled 
vaginal skin to make it new and young looking 
again. Many women tell us that they are happy 
to be able to wear jeans, bathing suits, and 
form-fitting outfits again because the rubbing 
and irritation have disappeared. Women can 
also regain the confidence in appearance that 
enable them to wear leotards, bikinis, and 
tighter clothing.

Where is the procedure done?

The procedure is usually done in the office 
procedure room. Surgery can also be done 
in the surgery center or operating room 
with additional charges involved. If a simple 
labiaplasty or vaginoplasty is performed then 
the option of performing the surgery in the 
office under local anesthesia and oral and 
injectible medication can be considered. We 
tailor the surgery to the patient’s projected pain 
tolerance, anxiety level, and health status.

Frequently Asked Questions about Vaginal Surgery
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What type of anesthesia is used?

You can have a short nap or be fully awake. 
General anesthesia is the most common 
anesthetic used because of the patient’s desire 
not to know or feel anything. Then there is the 
spinal or epidural anesthetic that allows you to 
be awake. This is ideal for those who have a fear 
of going to sleep or have other major medical 
problems. Sedation and use of local anesthetics 
is the least invasive of anesthetic options. This 
is our practice preference. Many choose this so 
that recovery is almost immediate and the down 
time is minimal. If the case involves bladder, 
rectum, or bowel repair of if a hysterectomy 
is performed then general anesthesia is the 
standard.

What are the logistics involved?

A patient interested in aesthetic vaginal surgery 
usually calls or emails us to set up an initial 
appointment for evaluation. If at the time of 
evaluation the patient and physician agree that 
surgery is the correct choice then a surgical date 
is finalized. If the individual is an established 
patient then I will usually see her within a week 
of surgery to perform a pre-op evaluation. They 
may also have this pre-op evaluation with their 
primary care physician for surgical clearance. 
This is where blood work, X-rays, EKGs are done 
if needed. The majority of the time a simple 
blood count and pregnancy test are all that is 
needed.

For women who are from outside the area and 
choose to fly in, we recommend using John 
Wayne International Airport. It is about 30 
minutes away from beautiful Laguna Beach 
where our office is located. One trip to Southern 
California is all that is needed. We can arrange 
the initial examination to be the day before 
planned surgery, do the surgery the next day, 
and go home the day after in most cases. We 
want to evaluate your tolerance and response to 
surgery before you fly off for home.

Frequently Asked Questions about Vaginal Surgery
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What are the advantages of having 
surgery in Laguna Beach?

We have some of the finest resort lodging 
available in California. The Monarch Beach 
Resort and Montage Resorts are within minutes 
of our office. You can choose to have your 
recovery at one of these world-class resorts with 
a home health nurse visiting you or even staying 
in an adjoining room for total care. Of course 
you can also stay in the hospital for about the 
same room rates as these hotels. Believe or not, 
the views from the hospital rooms compete very 
well with the resorts!

What are the advantages of having 
surgery by Dr. Alinsod?

Dr. Alinsod has performed beautiful aesthetic 
vaginal surgery for thousands of women over 
the past 18 years. He has concentrated his skills 
in the art of aesthetically pleasing vaginal repairs 
and has taught hundreds of gynecologists, 
urogynecologist, and urologists. Fellow 
physicians, physician wives, nurses, operating 
room technicians have sought out Dr. Alinsod 
to perform their surgeries. Furthermore, Dr. 
Alinsod is always in the forefront of his field and 
travels extensively to meet and discuss with other 
prominent surgeons what is new and better 
for the patient. Dr. Alinsod truly cares for his 
patients and it is this commitment to service that 
drives his entire team. Dr. Alinsod is the Principal 
Instructor in Aesthetic Vaginal Surgery for the 
American Academy of Cosmetic Gynecologists. 

How do I get a consultation scheduled?

Call us at 877-4-UROGYN or 949-499-5311. 
We have office hours to meet your needs 
ranging from early 8 AM appointments to 3:30 
PM appointments in Laguna Beach. We can 
see you for consultations in Laguna Beach and 
Burbank with collegues.

I live far away. Can I get an Internet 
consultation?

Yes. For the price of a co-pay, you can have 
Dr. Alinsod respond to your questions in a 
personal and secure manner via his On-Line 
Consultations at www.urogyn.org. He answers 
his emails usually on the same day. You can also 
send unsecured email for general questions that 
are not patient specific. We do this to protect 
an individual’s privacy.

What are the risks of surgery?

Anesthesia is a risk factor because of the 
very rare possibility of a reaction to either the 
injected medication or inhaled agents. High 
temperatures and fevers from “Malignant 
Hypertension” can occur. I have personally 
never seen this in 19 years of clinical practice. 
You can also aspirate food or fluid that can 
obstruct your breathing tube or even cause 
a pneumonia. There is risk of infection of the 
surgical site, there is a possibility of bleeding 
and hemorrhage and a need to have a 
transfusion. With transfusions there is risk of 
HIV, Hepatitis, and perhaps other unknown 
viruses. There is even the risk of death. If tissue 
or mesh augmentation is needed then there 
is the risk of rejection of these grafts. Again, 

these complications are exceptionally rare and 
the huge majority of cases go quite smoothly. 
A risk you should also consider is one similar to 
“buyer’s remorse” when one is not fully happy 
with the result of surgery. Perfect symmetry is 
impossible to achieve and the exact look you 
want may be unattainable. The risk of having 
the surgery redone or amended is present but 
fortunately is very rare. We will fully review 
the risks of surgery before the case is even 
scheduled and give you every opportunity to 
have your questions answered.

What restrictions do I have after 
surgery?

We advise “Pelvic Rest” for six to eight weeks. 
This means nothing goes inside the vagina, 
such as tampons or vibrators, and no sexual 
intercourse for that length of time. The only 
thing allowed in the vagina is the applicator 
full of estrogen cream we give you to aid in 
the healing process. We also recommend loose 
clothing and no tight underwear, thongs, or 
jeans that may cause rubbing and discomfort. 
We advice against lifting of objects or activities 
that can cause you to strain or bear down. We 
do not want tension on our suture line nor 
do we want to stretch tissues we have just 
tightened. Basically, treat yourself like a princess 
during this healing phase.

Frequently Asked Questions about Vaginal Surgery
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How soon can I go back to work?

If you had a labiaplasty or vaginoplasty you 
can return to work or normal activity within 
1-4 days. If you had both a labiaplasty and 
vaginoplasty then it may take you a whole 
week before you feel comfortable to go back to 
work. Much depends on the type of work you 
do. For example, a woman who has a desk job 
will return to work sooner than one who has 
to walk or run and carry objects from place to 
place. We will need to individualize your return 
to work date. In any event, you are usually 
healed by six weeks although complete healing 
takes up to three months.

When can I resume sexual activities 
after surgery?

We recommend that you wait at least six weeks 
before resuming sexual intercourse. If you had a 
vaginoplasty it is also recommended that some 
softening exercises of the surgical site start 
at six weeks to soften any scarring that may 
occur and to make the sexual experience more 
comfortable after surgery. Softening exercises 
take two to four weeks. This stretching exercise 
is not needed if you had a labiaplasty alone.

Can you talk about how surgery will 
affect my sex life?

There are many sites on the Internet that 
address the topic of sexual gratification and 
surgeries that may enhance this experience. In 
summary, there is an opinion that aging and 
the trauma of childbirth results in looseness of 
vaginal tissue, weakening of vaginal muscles, 
and resultant decrease in friction, hence, 
decreased sexual gratification for both men 

and women. Unfortunately, this topic is much 
more complex than simply tightening a vagina 
to increase frictional forces for both sexes. 
Surgery can indeed result in tightening of the 
vagina but there is no guarantee that your sex 
life will be better or that your orgasms will be 
more pronounced. You must weigh carefully the 
claims of an improved sexual experience. Sexual 
response is multifactorial and it is often the case 
that a person’s personal relationship with his or 
her partner is the primary determining factor 
in the happiness of an intimate relationship. 
Surgery is no panacea but it certainly can 
improve appearances and increase friction 
involved. A positive body image is priceless. One 
more thing, surgery does not affect a woman’s 
ability to become aroused or her ability to 
become moist prior to having intercourse.

Will my partner feel any changes when 
we have sex?

If you had a labiaplasty there will probably 
be a dramatic decrease in the interference of 
tissue that will be felt by both you and your 
partner. The same goes for vaginoplasty or 
vaginal rejuvenation since frictional forces are 
increased. You may need to perform some 
stretching exercises of your vagina after surgery 
to allow comfortable intercourse. This is even 
more important if your partner is large in size.

Can I combine the vaginal surgeries 
with other surgeries?

Yes. We do “North-South Face Lifts” quite 
often. We have an excellent and highly 
respected Aesthetic Plastic Surgeon, Dr. Dan 
Mills, who is able to perform anything from 
liposuction, tummy tucks, to breast implants 

or facial reconstruction. He welcomes your 
inquiries. Please visit his website at www.
danmillsmd.com or call him at 949-499-2800. 

Other well respected plastic surgeons Dr. 
Alinsod works with include Daniel Kim, M.D. 
(http://www.psaoc.com/dr_kim.cfm), Robert 
Kachenmeister, M.D.( http://www.psaoc.com/
dr_kachenmeister.cfm), and Daniel Mills  
https://www.danmillsmd.com

What other services are offered in Dr. 
Alinsod’s practice?

The Women’s Health Center specializes in total 
care for women. It is more than a Med Spa, 
more than a plain Laser Center. It is more than 
a cosmetic dermatology practice and more 
than a plastic surgery laser service. Nowhere 
else can you come in for your annual physical 
examination, Pap smear, mammogram, birth 
control, hormone check, vaginal rejuvenation, 
Botox/Fillers, and total laser skin care. 
Availability to you 24 hours a day, 7 days a 
week, by phone and by email, at your fingertips, 
direct to a doctor, to provide answers to your 
questions and care for your feminine needs. 
We are the new model for Women’s Healthcare 
Services. 

The Laguna Laser Center is available to you 
now. It provides a broad array of light based 
therapies to improve the look, feel, and touch 
of your skin. We also offer a tattoo removal 
service. The safest, most comfortable lasers 
and Intense Pulsed Light (IPL) systems on the 
market are up and running and giving amazing 
results. The newest Palomar Starlux system, 
the most powerful of all aesthetic laser/IPL 
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machines available, has become the standard 
by which all others compare to. With the 
addition of Southern Orange County’s top 
medical aesthetician and Clinical Nutritionist to 
our team you now have choices and solutions 
in total aesthetic skin care. Whether it is an 
intensive six-month series of skin therapies or a 
single lunchtime peel the Laguna Laser Center 
will be here for you at your convenience. 
Dr. Alinsod and South Coast Urogynecology 
will continue to bring integrated and 
comprehensive services to Orange County. 
From annual exams and bio-identical 
hormones, to complex gynecologic problems, 
from skin rejuvenation to vaginal rejuvenation, 
you are covered.

Does insurance cover the surgeries?

Aesthetic Vaginal Surgery is not covered 
by most health plans since it is cosmetic in 
nature. However, if you have a fallen bladder, 
fallen rectum, fallen vagina or uterus, or 
incontinence, then those surgeries are 
generally covered if you are symptomatic 
enough to desire surgery.

How much does it cost for an initial 
consultation?

There is a consultation fee but it is deducted 
from the cost of surgery. During this initial 
consultation we will discuss the risks/benefits/
options of surgery, do a private examination, 
discuss costs, and give you every chance to 
ask questions that are vital to you. On-Line 
Consultation is also available at a very modest 
cost of a co-pay. Find this link at the left hand 
side of the web page or at the top of the 
Aesthetic Vaginal Surgery site. I personally 
answer the emails with the goal of a 24 to 28 
hour turnaround.

How much does surgery itself cost?

Repair of a fallen bladder/rectum/vagina/or 
uterus is usually covered by your insurance. 
Incontinence surgery is also covered by your 
insurance. The prices quoted do not include 
anesthesia or facility fees nor do they include 
the hotel costs. We are able to do labiaplasty 
in our office under local anesthesia and the 
facility fee is very low. This can save you a great 
deal of money. 

I cannot afford this right now. Do you 
have financing?

Yes we do. We have very competitive rates 
provided by CosmeticSurgeryFinancing.com 
and Cosmeticredit. You can even apply online. 
On special occasions, such as training days for 
surgeons. Dr. Alinsod is able to give a discount 
on surgery costs if you are willing to participate 
in his teaching programs.

Additional information:
http://urogyn.org/survey.pdf
http://www.makemeheal.com/answers/viewExpert.do?username=redalinsod
http://www.realpatientratings.com/Red-Alinsod/
https://www.realself.com/find/California/Laguna-Beach/OB-GYN/Red-Alinsod
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ThermiVa: Non-Surgical Vaginal Tightening
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For those with labial and vaginal looseness or 
unsatisfying gaping appearance we now have 
Dr. Alinsod’s invention, called ThermiVa.This is a 
device that tightens the labia and vagina without 
surgery.  

Thermi Aesthetics received approval to initiate an 

Investigational Review Board (IRB) study assessing the 

potential benefit of Temperature Controlled Radiofrequency 

for the Treatment of Vulvovaginal Laxity. It specifically 

investigates the non-surgical approach to vulvar and vaginal 

tightening as well as evaluate effects on incontinence, vaginal 

dryness, and orgasmic response.  The study will be lead by 

Red Alinsod, MD, FACOG, FACS, ACGE, and Chairman of the 

ThermiAesthetics Women’s Health Advisory Clinical Board.  

The study will evaluate the clinical efficacy of Temperature 

Controlled Radiofrequency for the Treatment of Vulvovaginal 

Laxity. Up to 500 subjects will be recruited nationwide over 

the next 12 months to participate in this important study. All 

patients will be treated utilizing the ThermiVa Temperature 

Controlled Radiofrequency system and hand piece. Dr. 

Alinsod’s office will be the primary center for treatments in 

the United States with several other sites scattered across the 

country.  Treatments are warm and comfortable without the 

need for anesthesia.  There is absolutely no downtime and 

effects can be immediate with improvement seen over three 

months.

Damage from vaginal birth and aging can diminish sensation 

during intercourse, reduce sexual satisfaction, and change 

the relationship between partners. Radiofrequency heat 

has become a standard for promoting collagen remodeling 

and healing, which helps strengthen the structural support 

columns for the skin, improving the integrity & tightness of 

the skin. ThermiVa has mastered the delivery of controlled-

heating in these intimate regions. Primary endpoints of 

the study include evaluation of non-surgical vulvar and 

vaginal tightening effects as it relates to sexual satisfaction.  

Secondary endpoints will look at the remarkable ability of 

radiofrequency to improve skin texture and tone to reduce 

urinary urgency and leakage, change vulvovaginal tissues 

to reverse the effects of atrophic vaginitis, and lastly, RF’s 

effects on nerves responsible for normal sexual response 

and orgasms. For a limited time during the study process the 

three treatments are being offered for $1,500, or $500 per 

treatment. This is less than one third the standard costs. You 

must meet qualifying criteria.

Surgical vaginal rejuvenation and labiaplasty done in the office 

are also available from Dr. Alinsod.

Vaginal And Labial Looseness After Babies

For more information on ThermiVa please go to www.thermiva.org 

or call 949-499-5311 and speak with Diane.
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What Is Thermiva?

ThermiVa is an in-office, non surgical procedure 
for labia and vaginal tightening. A radio frequency 
generator, made by Thermi Aesthetics powers an “S” 
shaped hand piece that tightens external and internal 
vulvovaginal tissue via a thermistor top which is able 
to control heat delivered. The top has gentle curves 
that provide comfort.

Is It Safe?

ThermiVa and ThermiSmooth Treatments have been 
very very safe with no known serious side effects 
found. There is a potential for blister and burns 
but none have been found in our clinical trials. The 
ability for treatment tips to have Thermistor tips able 
to monitor skin temperatures real-time make the 
procedure both comfortable and exceptionally safe.

How Many Treatments Will I Need?

Results are seen after only 1 treatment but there is 
more improvement when a series of 3 are completed. 
Each treatment is spaced at 4-6 weeks apart.

How Long Will Each Treatment Last?

ThermiVa for the labial tightening takes about 10-
15 minutes to complete while ThermiVa for vaginal 
tightening takes 15-25 minutes. Treating both the 
labia major and vaginal canal averages about 25-30 
minutes.

How Long Will The Results Last?

Durable results continue for an average of 9-12 
months with tightness lasting up to 15 months. 
Once to twice yearly maintenance treatments are 
recommended. After the initial series of 3 treatments 
I recommend touch ups 6-12 months after the last 
treatment.

When Will I See Results?

Softening and smoothing results on the labia major 
can be felt at about two weeks out. Tightening 
effects on the labia majora can be seen immediately 
after ThermiVa treatment #1 with progressive 
tightening over the next month. Maximum tightening 
effects are seen about a month after treatment. #3. 
The vaginal tissues respond even better than face 
or neck skin due to its higher moisture content and 
more dramatic mucosal effects.

ThermiVa: Non-Surgical Vaginal Tightening
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ThermiVa: Non-Surgical Vaginal Tightening
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ThermiVa: Non-Surgical Vaginal Tightening
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Before and After ThermiVa: Non-Surgical Vaginal Tightening
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ThermiVa: Patient Testimonials, Patient #1

Dear Dr. Alinsod,

I am a 53 year old woman who has had two children. My labia 
had become loose and a bit saggy and no matter how many 
Kegels I did, my vagina felt large and loose. Sex was ok, but 
I had lost some confidence in myself and ability to please my 
partner. I didn’t really know what to think about “the procedure 
performed”, but there was no down side to it. There was no pain 
during or after, no burning, no discharge, no mess. After the first 
treatment in a series of three, I was surprised that my labia seemed 
closer to my body and there also was some vaginal tightening.

It was after the second treatment that I noticed a significant 
difference. My labia were fuller and softer and my vagina was 
noticeably tighter. Sex was very good. I had not told my partner 
that I was having the procedure. He is ten years older than me and 
has difficulty ejaculating during intercourse. So I was surprised 
when my new tightness created enough friction for him to 
alleviate that issue. Sex became better for both of us I could feel 
him more and sex was more pleasurable for both of us. 

I did not think things could get tighter or sex better, until after 
the third treatment. But they did and I am so thankful to Dr. 
Alinsod for recommending this procedure to me. I feel better 
about myself, more youthful and sexier. My partner is a happy 
man and our sex life, which was good, is now better than ever.

Thank you again Dr. Alinsod

A Very Happy Wife
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ThermiVa: Patient Testimonials, Patient #2

Dear Dr. Alinsod,

Now that I have completed all my treatments I wanted to give 
you my impression on ThermiVa. The treatments have really 
been wonderful and quite easy. I had no blisters, no burns, no 
discharge, and not a single complication. I had sex the same 
day of my treatments and I went to my gym immediately and 
it’s as if no procedure had been done. It’s crazy! Your design 
for ThermiVa handle so comfortable and very slim that I 
barely felt it being inserted and I felt just gentle pressure. All I 
felt was pleasing warmth on my labia and my vagina. It really 
helped that you were gentle and slow and did not rush. Putting 
a tampon inside is probably more uncomfortable than using 
your device. Your device was smooth and rounded and not 
scary at all. 

So Dr. Alinsod, let me summarize how I felt immediately after 
your treatments and how it is now that I am months done. 
The first treatment definitely got me tighter and my husband 
and I loved it. It wasn’t’ immediate for me and it took me 
two weeks before I felt significantly tighter. I got tighter more 
after the second treatment and then even more after the third 
treatment. My husband said that my muscles felt stronger 
and that I had better grip and more noticeable friction. He 
loved the way the outside labia looked and he said it made a 
big difference visually. My husband said I look more youthful 
and pretty and appealing. Men are so visual. Appearance and 
comfort was so much better in both our eyes. Now I can wear 
my tighter clothing without the rubbing or at least not feeling 
irritated anymore. There was no difference in my vaginal 

moisture or how I got wet but that had never been a problem for 
me. My orgasms come quicker now with the same intensity and 
there’s been no change in the frequency of my orgasms. I’m not 
sure why my orgasms are better but perhaps it can be because of 
my improved appearance giving me more confidence and less self 
consciousness worries. For sure I can feel my husband more and 
I’m definitely tighter. 

I couldn’t have multiple orgasms in the past now I’m able to 
have multiple orgasms for the first time in my life. I have more 
sensitivity. The strength of my orgasms are about the same as 
before but it feels better for some reason I can’t really explain. 
Anyway this is probably the best lunchtime rejuvenation available 
out there! I’d pay for this procedure over and over and over!

I’m so glad you included me in your study. This is really going to 
help so many women around the world. I hope you get this out 
in the market soon and train doctors from all over the world.

With sincere thanks,

A Loving Wife and Mother
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ThermiVa: Patient Testimonials, Patient #3

Dear Dr. Alinsod,

You asked me to write about my experience so I hope you don’t mind that 
I am writing you not a very formal letter. I think it’s better if  I write from 
my heart. Thanks so much for taking care of  me this past year. It has really 
changed my life in so many different ways. You have been so kind and open 
with me. You understood my needs and insecurities as a dancer and adult 
entertainer. So you knew how important this whole ThermiVa treatment was 
for me.

When you first started ThermiVa early last year I noticed immediately how 
the texture and tightness of  my labia majora improved. Super dramatic 
changes for sure which got rid of  my camel toes. Gave me lots more 
confidence when I performed. On the inside I had more vaginal tightness 
and it just kept getting tighter. My boyfriend loved the way it looks and how 
I was suddenly able to have orgasms one right after another when in the past 
I had none before treatments. My two kids really messed up my vagina and 
I thought I would never have orgasms again! It had been over 5 years since 
I had one before you treated me. Now I have multiple orgasms and they are 
super intense since the treatments. They are the “good kind” of  orgasms 
and they come within seconds of  each other to about three minutes apart. 
At one time I had seven in a row, which was completely unbelievable. I used 
to have only orgasms with oral or manual stimulation but now I’m able to 
have orgasms with penetration. This is really important to me. When you 
first treated me I was a little bit worried that you got me too tight because I 
couldn’t insert my vibrators anymore. But now I don’t need them because I 
can have great sex with my boyfriend and have orgasms without the toys. I 
notice I am more aroused and more wet and don’t need lubrication anymore. 
I don’t know how ThermiVa has done this whether it helped heal some of  
my nerves or if  it’s all in my head because now I feel healthier and sexier. I 
know the radiofrequency has helped both the inside and outside my vagina. 

Doesn’t really matter if  it is mental or physical healing with me, it helped! 

You asked me also if  there were any areas I thought it didn’t help at all. Well, 
it didn’t help me with my urination because I really had no problems with 
it before treatments. I don’t leak when I cough or sneeze or jump around 
and exercise. I do have less feeling that I have to go all the time after the 
treatments. I don’t know what that’s about. One thing I did notice was that I 
had more control of  my urine stream. My urination muscles are stronger and 
I can start and stop anytime I want now. Some other things I noticed where 
that my labia majora were softer and smoother but also more full feeling.  I 
said earlier they feel more comfortable when I’m in tight clothes like jeans or 
bikinis. 

So Dr. Alinsod, I will definitely be a regular customer coming to your office 
every six months. There is no way I want to lose what I have gained from 
your treatments. Have told all my close friends about you. Seeing you is so 
worth the drive.

A Happy Hot Mom from the Inland Empire
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ThermiVa: Patient Testimonials, Patient #4

Dear Dr. Alinsod,

I have now finished all three of the ThermiVa treatments and am still in awe of 
the results I have gotten. I can’t believe all this has happened to me without the 
need for surgery and with treatments that were comfortable, felt actually good, 
and were totally relaxing. And having absolutely no downtime was great. I could 
have sex the same day as the treatment, had no blisters, burns, or complications. 

I was pessimistic at first after Dr. Alinsod did my first ThermiVa treatment. It 
only took half an hour and I was relaxed during the treatment of both my labia 
majora and my outer and inner vagina. I noticed some tightness immediately 
on the majora but did not feel a huge change inside my vagina during the first 
two weeks. I thought I was the failure for his treatments. So many other women 
had amazing and lasting results and here I was thinking “Great, it would be 
me that does not respond!” Then 10 days after the first treatment my vagina 
got really really tight! Significantly tighter! I felt better muscular control and 
increased strength in my vagina and urinary muscles and my husband sure felt 
that benefit! He also liked the tightness and softness of my labia majora and the 
moist smoothness inside my vagina. One thing I really liked was that my labia 
majora did not sag anymore and I got rid of the “Camel Toes.” Never thought 
that would happen without surgery. 

I used to have this pain on the left side of my vagina, for decades in fact. It 
was always tender when hit. The wand that Dr. Alinsod used treated that area 
on the floor of my vagina, a very sore muscle probably, and now the muscle is 
not sore at all! There is no more pain, as if my muscles were healed. That sure 
makes a world of difference not and both Dr. Alinsod and I can’t really explain 
how a painful and sore area of muscle is now non-painful and working more 
strongly and more coordinated. I know radiofrequency treatments are used for 
sore and damaged muscles for professional athletes and physical therapy offices 
so now I can related to others who have had relief of muscle pain due to the 

healing effects of radiofrequency. Dr. Alinsod told me that it does encourage new 
collagen to form does help with tissue healing. I am a prime example. 

There is one other wonderful thing I have noticed that got better with each 
ThermiVa treatment and that is the control of my urine. Dr. Alinsod did not do 
the treatments on me for the control of urine but simply to tighten my labia 
and vagina. When I reported to him that I leaked less urine, in fact I don’t leak 
at all now since after the first treatment, he told me that it was a pleasant result 
of tightening the “pubocervical fascia” that help with urine control and fallen 
bladders. I can hold my urine longer now, can produce a stronger squeeze to 
prevent accidents, and can make it to the bathroom in plenty of time. 

Lastly, I also noticed that after treatment around my clitoral nerves and the 
supposed G-Spot, my orgasms are now easier to achieve. I can’t have multiple 
orgasms and my orgasms are about the same intensity but now it does not take 
me all night to get there! What a wonderful thing! I did not even have many 
orgasms before treatment and now it seems like I can get one on any lovemaking 
with my husband. I enjoy the lovemaking between my husband and I more and 
the stress and anxiety of getting that orgasm is gone. It is just a pleasure now 
being with my husband. That is worth everything. ThermiVa has really been a 
blessing for us. I hope it becomes available to all my friends and family. 

With hope and happiness,

Reborn in OC

ThermiVa: Patient Testimonials, Patient #4
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Thermi: Non-Invasive Body Contouring & Tightening
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* ThermiTight
Controlled Subdermal Tissue Heating

During the ThermiTight® application, a tiny probe is used to gently heat specific 
tissues to a physician selected therapeutic temperature. After the application, a 
gentle wrap is applied and you may resume normal activities the next day..

Areas ThermiTight treats:

• Neck

• Breasts

• Arms

• Abdomen

• Thighs/Knees

* ThermiSmooth - Face
Controlled Non-Invasive Tissue Heating

ThermiSmooth® Face is performed using a specially designed temperature controlled 
hand piece.  The hand piece gently heats the skin’s surface using dermal heating.

Areas ThermiSmooth Face treats:

• Forehead

• Eyes

• Cheeks

• Mouth

• Neck

* ThermiSmooth - Body
Temporary Reduction of Cellulite

ThermiSmooth® Body is performed by targeting the areas under the skin, 
providing a temporary reduction of cellulite.  There are a series of applications 
over 6-8 weeks that are gentle, and patients often say it feels like receiving a 
warm massage. .

Areas ThermiSmooth Face treats:

• Chest • Breast • Arms

• Abdomen • Planks • Back

• Hips • Buttocks • Thighs

• Knees • Calves • Ankles

Description of Thermi Procedures
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Thermi250
Temperature Controlled Radiofrequency

Thermi250™ is a high powered, temperautre controlled radiofrequency system 
emitting at 470 kHz, the most studied RF radiofrequency in aesthetic medicine.  
This platform is designed with a unique feature set and user-friendly graphic 
interface, which enables maximum versatility for targeting cellulite from eyes 
to thighs. 
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Uro Chair: Stress Incontinence and Overactive Bladder

Chambers 192



36Red M. Alinsod, M.D., FACOG, FACS, ACGE

©2017 South Coast Urogynecology, Inc.  ALINSOD INSTITUTE FOR AESTHETIC VAGINAL SURGERY | PATIENT BROCHURE 

The Uro Chair is a revolutionary FDA approved, non-invasive and painless treatment for all types of urinary incontinence, 
pelvic floor prolapse and vaginal relaxation. The Uro Chair strengthens the pelvic floor muscles by focusing electromagnetic 
waves causing the muscles to contract and relax, exercising them in a similar way to Kegel exercises.

What is the Uro Chair?
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Description of Surgical Procedures
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Before Surgery Before surgery showing the 

cystocele and rectocele with 

significant vaginal looseness

Immediately after surgery Two months after surgery

http://urogyn.org/cases/vaginoplasty_case5.html 

Patient History: The pictures below show a 
successful professional in her mid 50s who was 
recently divorced a year earlier. She had suffered 
traumatic childbirths with lacerations and torn 
episiotomy, had symptoms of incontinence and 
pelvic fullness and pressure, and a feeling of 
constant constipation. Bowel movements gave her a 
bulge she could both see and feel. She had to push 
on this bulge coming out of her vagina to complete 
the emptying of her bowels. Quite bothersome to 
this lady was the lack of sensation and a very loose 
feeling during intercourse. She could not feel her 
partner. Bladder studies showed her to have stress 
incontinence. She requested pelvic reconstruction 
and vaginoplasty. For more photos please visit 
http://urogyn.org/galleryvaginoplasty.html

Surgery Performed: Vaginoplasty, Perineoplasty, 
Transobturator Sling, Cystocele Repair, Rectocele 
Repair, Vaginal Vault Suspension, Rim Labiaplasty, 
Clitoral Hood Reduction

Description of Surgical Procedures

Patient Testimonial: 

Dear Dr. Alinsod,

I recently came to your office 
to have the “vaginoplasty” 
procedure performed. I spent 
years wondering if there was 
anything that could be done 
to tighten up my vaginal area. 
I asked my gynecologists for 
help, but was told there was no 
procedure to help me. I finally 
went online and did a search and 
your office was the first on the 
list. 

From the very beginning I was 
so impressed, there were links 
for everything, there were clear 
explanations of procedures and of 
what to expect from each. There 
was even a place that I could ask 
confidential questions directly to 
you...of course I was sure that 
the answers would come from 
an assistant. Well, it was already 
about 8 pm, but I emailed my 
questions anyway, and by 7am 

the answers to those questions 
were in my mailbox and they 
came directly from you. It made 
me feel important even though 
you had never met me. Satisfied 
with the answers, I call in to your 
office and spoke with Dianne, 
what a wonderful person, upbeat, 
open, detailed and wanting to 
make me feel at ease about the 
process. So, I get scheduled in for 
the assessment and procedure, 
that’s when I met you.....What a 
kind and gentle man. You were 
able to immediately put me at 
ease, (as it’s not the easiest think 
to discuss the procedure with 
a male stranger). You showed 
compassion and confidence. You 
quickly suggested a direction for 
the process. So then comes the 
procedure, your nurse Maria could 
not have been more attentive, 
every little step was explained and 
everything happened just as it was 
explained. I went home that same 
day and started my recovery and 
in wanting to get thru the healing 
as fast as I could, I rushed and 

ended up injuring myself. When I 
called I expected that I would be 
yelled at for not following all the 
instructions to the letter, but that 
was not the case, as a matter of 
fact you and your staff, scheduled 
me in to the office for 7 am. the 
next morning, what Dr. does that? 
I am now healed, and feel so 
much better about myself and my 
boyfriend of over 8 years cannot 
believe the difference in our sexual 
intercourse. As a matter of fact it’s 
made a huge difference for me 
as well. Thank you so much, not 
just for being a first class Physician 
with a first class office and 
great staff, but for providing an 
environment that feels warm and 
comfortable, a place to come for 
the most sensitive of procedures 
knowing that we will be respected 
and treated in a confidential and 
caring manner. Thank you ...I 
would recommend anyone even 
considering this procedure to 
speak with you and your staff, 
they won’t want or need to go 
any further. 
Best of wishes for your continued 
success! Sara from Southern 
California
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Vaginoplasty (vaginal rejuvenation)

As we get older our bodies get worn, torn, 
stretched and some of our youthful resilience 
is reduced. The same happens to the vaginal 
tissues and pelvic floor, especially after 
pregnancy and childbirth, menopause and 
aging, or simply from increased abdominal 
pressure from excess weight or weight bearing 
over time. The vaginal vault and pelvic floor 
are stretched, dilated, pelvic muscles become 
too relaxed, loose strength and tone, and you 
loose some or all support and control. The 
vaginal vault becomes stretched and weakened 
and it looses the constricting effect during 
sexual intercourse. As a result you no longer 
have the ability to contract, squeeze and relax 
your vaginal muscles at will. The loose feeling 
that many women feel can be noticed even 
more by their male partner during sexual 
intercourse. 

This aesthetic vaginal surgery aims to tighten 
lax muscles and tissues and remove excess 
vaginal skin to narrow the diameter of the 
vagina resulting in a smaller and tighter 
opening and vaginal canal. The tightening is 
done in the entire length of the vagina and 
not merely the opening few centimeters. Dr. 
Alinsod does full depth repairs unlike the 
superficial perineoplasty repairs done by most 
plastic surgeons and gynecologists. This can 
be done in the surgery center under general 
or spinal anesthesia or under local anesthetic 
with some sedation. However, Dr. Alinsod 
has refined the in-office vaginal rejuvenation 
surgery that does not require an IV and is done 
under mild sedation and local anesthesia. 

Dr. Alinsod uses the Ellman Surgitron 
Radiofrequency device to make exceptionally 
precise and minimally traumatic incisions. This 
method is dramatically less destructive than 
the use of Yag lasers. It takes about 60 minutes 
to perform. Many advertise this procedure for 
the “Enhancement of Sexual Gratification” as 
well as a cosmetic procedure. For costs please 
click here.
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Outcome: 

She had pain and pressure for the first two weeks of surgery that slowly 
resolved. Her bowel movements improved dramatically and no bulging 
of the perineum occured. She started the vaginal softening exercises six 
weeks after surgery and resumed a normal and active lifestyle. 

Perineoplasty (Perineorrhaphy)

The visible area between the vagina and 
the rectum is called the perineum. This 
is the region where episiotomies are 
cut and where tears during childbirth 
are most common. Perineoplasty (or 
Perineorrhaphy) aims to make this 
region appear normal by excising excess 
skin, loose skin tags, and suturing the 
underlying muscles or the perineal 
body closer together to give a more 
snug feeling in the introitus or vaginal 
opening. Most plastic surgeons who 
perform vaginoplasty surgery are actually 
performing perineoplasty surgery, a more 
superficial procedure that does not tighten 
the entire depth of the vaginal canal. This 
procedure has been advertised by many 
to “Enhance Sexual Gratification.” The 
procedure almost always accompanies 
vaginoplasty since you are working in 
the same area. This procedure takes 30 
minutes to perform. For cost of surgery, 
click here.

Patient History: This professional young 
woman in her mid 40s complained of 
vaginal laxity and pelvic pressure. Bowel 
movements were sometimes difficult. 
She had multiple vaginal deliveries with 
the usual episiotomies and tearing. She 
complained of bulging of her perineal 
body (the space between the vagina 
and the rectum) when having bowel 
movements and found that pushing on 
this bulge helped get the stools out.

Surgery Performed: Posterior 
Compartment Repair, 
Vaginoplasty, Extensive 
Perineoplasty

Shown in the photographs are the steps 
performed in surgery. This surgery was 
done in our office under mild sedation, 
local anesthesia, and no IVs! You can 
see the vaginal mucosa at rest and with 
the patient pushing to illustrate the 
protruding rectocele. The perineum was 
rebuilt with multiple layers of sutures 
and the perineal bulging was eliminated. 
The entire length of the vaginal was also 
rebuilt by perfoming a vaginoplasty. The 
Post-Op pictures at the end of the series 
shows excellent healing just six weeks 
after surgery. The small scar will fade 
within weeks to months and a smooth 
perineum will be seen.

Many plastic surgeons and general 
gynecologist perform simple perineoplasty 
with excision of triangular pieces of 
vaginal and perineal skin and mistakenly 
label it as a vaginoplasty. What is 
shown here is a more extensive and 
definitive approach to the problem of 
vaginal looseness. Simply performing a 
perineoplasty will not give the vaginal 
tightness deeper into the vagina. 
Perinoplasty surgery does not go deep 
into the vagina but intends to repair the 
damage of childbirth right at the opening 
of the vagina.

Description of Surgical Procedures - Perineoplasty
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Labia Minora Plasty

This surgery is for the removal of excess, 
floppy, or uneven labia minora (smaller 
interior vaginal lips) that often causes chronic 
irritation, rubbing, or discomfort during 
sexual intercourse. Many request this surgery 
to eliminate the appearance of a bulge with 
certain clothing such as wet swimsuits or 
leotards. The term “Labiaplasty” can also 
relate to the cosmetic surgery of the labia 
majora (larger outer lips) to make it less 
prominent and saggy. Labias can grow large 
with estrogen stimulation at puberty and 
pregnancy and with the effects of gravity with 
aging. Labiaplasty is done in the operating 
room and in the office under local anesthesia 
at dramatically decreased costs. The Ellman 
Surgitron is also the tool of choice. It is 
dramatically less destructive than lasers often 
advertised. This procedure takes 60 minutes 
to perform. For cost of surgery click here.

Patient History: This beautiful young 
mother of three had suffered from 
traumatic deliveries and tears insider her 
vagina and perineum. She was in her early 
thirties but felt looseness in her vagina 
canal from the large babies delivered. She 
also wanted to reduce the size of her labia 
minora to reduce the discomfort when 
wearing tighter clothing.

Surgery Performed: Labia Minora Plasty, 
Vaginoplasty, Perineoplasty 

Outcome: Resumption of a normal active 
lifestyle at eight weeks post-op.

Patient Testimonial: 

When I decided that labiaplasty 

was a procedure that I wished to 

pursue, I carefully researched the 

credentials of many physicians that 

offered this procedure and I quickly 

recognized that Dr. Alinsod was 

clearly highly and uniquely qualified 

(being both board certified in 

gynecology and trained in this type 

of an aesthetic procedure). I had 

the procedure in early January. 

Prior to the surgery I met with Dr. 

Alinsod and his extremely kind 

and professional staff. As soon as I 

met each of them and Dr. Alinsod, 

I realized that there was a sincere 

kindness and professionalism in 

how they treated their patients, and 

that I was in very good care. Even 

then, however, I did not realize how 

skilled my surgeon actually was. I 

have had many dental procedures 

that I only wish could have gone 

so well. Pain and swelling were 

minimal and medications that 

Dr. Alinsod prescribed for pain 

management were highly effective. 

My recovery was very quick. The 

improvement in appearance and 

comfort is striking. I am quite sure 

that no one (even another surgeon) 

would not be able to recognize that 

I had the procedure done, as there 

is no scar at all. I truly cannot thank 

Dr. Alinsod enough for the quality 

of surgery and care that I got. -- MB

Description of Surgical Procedures - Labia Minora Plasty
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Labia Majora Plasty

The broader outer lips of the vulva can be 
enlarged with excess skin and tissue. This 
enlargement can cause an embarrassing 
bulge in pants, swimsuits, or leotard. It can 
also increase the discomfort of sweating in 
the vulva. The labia majora may be enlarged 
from birth, secondary to childbirth, or due to 
aging. Many women also find quite a large 
and droopy labia majora after major weight 
loss such as post bariatric surgery. Dr. Alinsod 
has refined his technique over the years to 
safely reduce the size of the labia majora 
by exicing a crescent shaped portion of the 
inner portion of the labia majora. The scar 
is hidden in the crease between the inner 
and outer labia. Labiaplasty is done in the 
operating room and in the office under local 
anesthesia at dramatically decreased costs. 
This procedure takes 60 minutes to perform. 

For cost of surgery click here.

Patient History: After having several 
childbirths this lady in her mid-30s found 
looseness in her vagina and a loss of friction 
when having sex. She was also self-conscious 
of her vaginal appearance due to the 
sagging of her labia majora. She did not have 
incontinence or prolapse.

Surgery Performed: Labia Majora Plasty, 
Vaginoplasty, Perineoplasty

Outcome: Resumption of a normal active 
lifestyle at eight weeks post-op.

Before Surgery After Surgery

Patient Testimonial: 

I finally did it!!! I had a vaginoplasty and 
labia majora plasty done--ten years after 
my youngest child was born, and after 
researching it extensively for 2 years. Now, 
four months later, I feel it’s one of the best 
decisions I have ever made. The results are 
amazing! I gave birth to two children--both 
deliveries were very difficult. I’m an extremely 
petite, small boned woman and the delivery 
with my second child included 18 hours of 
labor and 3 hours of pushing. 

After delivery, when my OB was stitching me up 

(for 2 hours) she said “Your poor, virgin vagina.” 

She was right!! It never felt the same-- urinating, 

having bowel movements, and of course during 

sexual intercourse. The looseness was almost a 

numb feeling. I felt un-plumbed and looked loose 

and crooked with the birth trauma and aging. 

I met Dr. Red Alinsod after interviewing several 

other prominent doctors often seen on TV. Dr. 

Alinsod was very professional, understanding, 

and a gentle soul. He knew exactly how I felt and 

what I wanted to accomplish. His credentials as 

a vaginal surgeon was unmatched by his more 

famous TV doctors. He gave me the confidence to 

go forward with a procedure that I really needed. 

His recommendations were nothing more and 

nothing less than what I needed. Surgery went 

smoothly and everything turned out to be great!!! 

It’s all back in working condition--all operations 

make me feel young again. I am very very happy 

with my decision and I feel every woman should 

be given this opportunity if she feels the need. I 

highly recommend Dr. Alinsod and am thankful I 

found him in. --LLW

Description of Surgical Procedures - Labia Majora Plasty 
Cont.
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Clitoral Hood Reduction

Excess skin on the sides of the clitoris often 
causes the clitoris to look enlarged or 
uneven. Genetics, estrogen, and testosterone 
exposure can make significant changes in the 
way the clitoral area appears. A labiaplasty 
itself may result in the appearance of a 
relatively larger clitoral area since the excess 
labia have been removed drawing the eyes 
to the clitoral region. Dr. Alinsod offers an 
exceptionally precise surgery for women 
seeking to improve the aesthetic appearance 
of their genital area by excising the extra folds 
of skin lateral to the clitoris. The clitoris itself 
and its nerves are never touched. This is NOT 
clitoral mutilation or clitoral un-hooding. 
Clitoral Hood Reduction is done in the office 
under local anesthesia. The procedure takes 
30 minutes to perform. 

For cost of surgery click here.

Surgery Performed: all the photos show 
labiaplasty WITH clitoral hood reduction.

Description of Surgical Procedures - Clitoral Hood Reduction

Patient Testimonial: 
I would highly recommend Dr. Alinsod! He is incredibly detailed and it’s obvious that he 

takes great pride in his work and loves what he does. His staff is fantastic, they always 

made sure I was comfortable and they were all very nice and answered all my questions 

with great detail. He’s extremely personable and makes you feel at ease right away…..

something most surgeons don’t do. “I’m extremely happy with the outcome and I would 

recommend Dr. Alinsod without hesitation.” - C

Clitoral Hood Reduction and Hymenoplasty 

are best performed with the Ellman 

Surgitron. Because of its “cool” tip there 

is no damage to the clitoral nerves from 

stray energy. Because of its extremely 

small pinpoint tip there is precision. You 

cannot do this type of surgery with the 

current medical lasers available, including 

the 980 Diode. 
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Hymenoplasty

This surgery is the reconstruction of 
the hymen. Cultural, religious, or social 
reasons predominate when this surgery is 
contemplated. Hymenoplastyis performed 
to make the patient appear virginal. It 
works for women who have not had 
vaginal deliveries, and preferably, in those 
who have never been pregnant. We take 
advantage of the Ellman Surgitron to make 
extremely precise incisions into the vagina 
and remnants of the hymeneal ring to bring 
them into close approximation to allow 
delicate sutures to hold the tissues in place. 
Once healed, the act of sexual intercourse 
can result in bleeding when the hymen is 
torn or stretched. Hymenoplasty is done 
in the office under local anesthesia. This 
procedure takes 60 minutes to perform. For 
cost of surgery, click here.

Patient History: This young lady, in her 
early 20s, flew in from out-of-state and 
requested a hymenoplasty surgery prior to 
her wedding in the Middle East. She was 
foreign born but American raised and had 
an arranged wedding scheduled in two 
months. She feared for her life because 
of the cultural need to show bleeding on 
a special sheet on her wedding night. Her 
husband-to-be was also from the same 
country and was raised a Muslim. If no 
bleeding occurred during intercourse she 
feared that a young and underaged male 
family member would kill her to maintain 
the family honor. She trembled in fear as 
she requested this potentially life-saving 

procedure.

Outcome: The patient had a successful 
trip to the Middle East and enjoyed her 
wedding. She had painful intercourse on 
her wedding night but was ecstatic that she 
bled and was able to prove her virginity to 
her new husband and family.

During hymenoplasty

After hymenoplasty

Before hymenoplasty

Patient Testimonial: 

I am originally from the Middle East and in my 
mid-twenties. After my child was born, some 
things just weren’t the same (ladies you know 
what I mean!). But of all the changes my body 
was going through, this was one that I couldn’t 
stand. I eventually got the guts to say enough, 
and do something about it (after trying a billion 
Kegels with no results!) I had a consultation 
with Dr. Alinsod and shortly after I decided to 
go with the vaginoplasty, and perineoplasty. The 
first week after the procedure was tough, but 
then it just healed nicely and really changed my 
life! My partner feels a great difference and the 
procedure was definitely worth it for the both 
of us. 

Dr. Alinsod is very professional and experienced 
and really did a wonderful job making me feel 
more like my pre-baby self again - EM, from 
Cairo

Description of Surgical Procedures - Hymenoplasty
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The vibrant city of Laguna Beach is filled with 
stunning sunsets and that relaxed atmosphere 
Southern Orange County is known for. A 
small town with big time services and with all 
the privacy and discretion not found up the 
road in Newport Beach or Beverly Hills. This is 
Southern California’s little secret hideaway for 
aesthetic vaginal surgery.
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Once we have answered 
all your questions to your 
satisfaction and you have 
decided to proceed with 
aesthetic vaginal surgery 
we then try to make your 
experience as pleasant and 
stress-free as possible. We 
offer a concierge service that 
can take the worries off your 
shoulder. Please call us for 
details. 

We will work with you to choose a time 
and date that is convenient once you 
have decided on surgery. You will then 
go to our website at www.urogyn.org, 
click on the “Office Information” tab, 
click on “Patient Forms” and download 
the History and Physical PDF file. Print 
this out and fill it out to the best of your 
abilities and fax it back to us. This will 
be our initial screen on your health. If 
you wish, we can fax this form to you. 
I will review your History and Physical 
and call you if I have any concerns. 
You will also download the files called 
“Essential Pre-Op Instructions” and 
Post-Op Aesthetic Vaginal Surgery.” 
These are very important files that detail 
your preparations prior to surgery and 
your instructions after surgery. It helps 
to review these so that there will be 
no surprises. If you have significant 
incontinence or pelvic organ prolapse 
then you will also need to download 

and fill out the files called “Pelvic Pain 
& Urinary Frequency Scale,” “Quality 
of Life – Urinary Distress Inventory,” 
and “Intake & Voiding Diary.” Having 
these filled out and faxed to us ahead of 
time makes your office experience even 
more streamlined and efficient. One 
more thing, if you have the capability 
of obtaining a digital photograph of 
your vulvar area you can send this to me 
securely and we can discuss by phone 
or email what it is you do not like and 
what it is you are aiming for in terms of 
appearance and function. 

Prior to your departure to California you 
must ensure that you are not pregnant. 
Please check a pregnancy test before 
you fly. We will do one also in the 
office to confirm you are not pregnant. 
We cannot do your procedure if you 
are pregnant. You will fly into John 
Wayne International Airport and will 
travel to the office typically by taxi, 
shuttle, or limousine. We can arrange 
your transportation. We recommend 
coming into our office in the morning 
to meet Dr. Alinsod, review your history, 
perform a physical examination, and 
be evaluated for surgery. You can then 
specifically tell us your wishes and 
desires and expectations for surgery. 
You can bring in a photo to show us 
the appearance you are looking for. You 
can also tell us how tight a vagina you 
are wanting. After the examination, if 
you wish to proceed with surgery, this is 
when you will pay your fee. We accept 

cash, credit cards, and cashier’s check. 
You will need to arrange for financing 
if you wish. We can help you with that. 
It is best to arrange for financing well 
ahead of time. We cannot perform 
your surgery if financing has not been 
completed. 

We then decide on a time for surgery 
in our office. We require that you eat a 
large meal prior to surgery. One hour 
prior to this time you will need to place 
an anesthetic cream on the surgical site 
(EMLA Cream) to start the anesthetic 
process. We will also give you an 
anti-anxiety medication and oral pain 
medication. About 15 to 30 minutes 
prior to surgical “cut time” we will give 
you an injection to ease your surgical 
discomfort. We will go ahead and take 
your “Before” pictures immediately 
before surgery. When we are satisfied 
with your level of comfort we will 
proceed with surgery. This is when you 
get your local injection of Marcaine and 
the actual surgery starts. We monitor 
your vital signs, ask you to tell us of your 
comfort level, and allow you to nap if 
you wish. Surgery takes 1-3 hours. We 
have soothing music for you to listen to 
and relax as we complete your surgery. 

After surgery is finished you will go to 
our recovery room for approximately 
30-60 minutes, or longer if necessary, 
to recover, relax some more, view 
beach scenes on the TV screen until 
you feel fit to go leave. We will check 
your vital signs several times during 

The Process: What happens when you finally decide to have surgery
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this time period. We will examine you one 
more time for bleeding and release you when 
appropriate. Your ride will take you home 
or to your hotel where you will be checked 
in expeditiously and with privacy. If you had 
requested it we will arrange for a home health 
specialist to visit you in your suite. If you had 
requested it we can even arrange for a nurse 
to stay in an adjoining suite ready to assist 
you in any way. You can have room service or 
visit one of the fantastic restaurants if you stay 
at Monarch Beach Resort and Spa. You can 
be pampered to your heart’s desire at one of 
the five-star resorts or you can choose a less 
expensive hotel and let your partner pamper 
you! Be sure to have ice packs, Dermoplast 
Spray, your pain medication, antibiotics, 
estrogen cream, and any other medication 
already in hand BEFORE you go to the hotel 
since most hotels do not have a pharmacy. 
The most convenient thing to do for your 
prescriptions is to use the pharmacy on the first 
floor of our office and get your meds prior to 
surgery. We can even call in medications for you 
at the pharmacy of your choosing if you live in 
California. Now you can sleep. If needed, we will 
give you a sleep aid. You can use 50 mg of over-
the-counter Benadryl to help you sleep if you 
have no contraindications. 

The next day, you will most likely check out 
of the hotel and visit our office for an exam 
prior to your departure for home. If you have 
no bleeding, you have good pain control, no 
excessive puffiness, no signs of infection then 
you can even skip the appointment and just 
fly or drive home. Again, we can help arrange 
your transportation. We want you to keep in 
close contact with us during the first couple 
of weeks so we will either call or email you to 

check on your progress. Do not evaluate the 
results of your surgery at this time because you 
will often be disappointed. This is the time when 
bruising, puffiness, discomfort, discharge and 
bleeding occurs. Read the Post-Op Aesthetic 
Vaginal Surgery sheet again to evaluate whether 
your symptoms are normal or not. Be sure to be 
compliant with “Pelvic Rest” in the first 6 – 8 
weeks to ensure proper healing. Call or email us 
if you have any questions or concerns. A digital 
photograph may be helpful if you are able to 
send one securely. We usually answer our emails 
within a few minutes. Dr. Alinsod and staff are 
available 24/7. 

 Plan to see us 6 – 8 weeks after surgery to ensure 
that healing has been proper and complete. 
Now you can use a mirror and judge the results 
yourself. If you are happy and have no problems 
you will be released to resume normal activities 
including sexual intercourse. If needed, we will 
teach you how to perform vaginal stretching 
exercises to soften any scaring that may occur and 
to ensure an adequate sized vagina. Many who 
live far away will take the “After” pictures of their 
vulvar region and email it to me. It is important to 
me to receive these pictures to keep track of our 
cosmetic results and ensure a complete patient 
file. If you are happy with the results and have no 
other concerns then the follow-up visit is elective. 
We can do a phone or email follow-up. If the 
occasional minor revision is needed then we will 
do this in the office at a minimal fee. There is no 
charge for any of the postoperative appointments. 

In closing, be sure to take your antibiotics and 
use your estrogen cream. We do not want any 
infections and we do want rapid healing with 
softened tissues and skin. Outstanding service 
and excellent results are our goals.

The Process cont.
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Procedure Details for Labiaplasty in the Office

“How do you do a labiaplasty” is 
question I answer everyday. Although 
it is not rocket science it takes the 
precision of an engineer, the eye of an 
artist, and the hands of a drummer. 
The steps are simple but the execution 
of the steps can be daunting. If you 
are healthy, with no major medical 
problems, and do not have extreme 
anxiety, you can choose to have your 
procedure in our comfortable office. Let 
me give you an overview of the whole 
series of steps once you have decided 
on getting a labiaplasty in the office. 

Before you came in for your surgery, my staff 
had already given you pre-op instructions 
days before. You would have known to eat a 
large meal prior to surgery. You would already 
have the anesthetic cream. You would already 
have picked up the pain pills, antibiotics, and 
estrogen cream from your pharmacy. You would 
have taken your first antibiotic pill the morning 
of your surgery. You would have placed the 
numbing cream over the labia and maybe into 
the vagina a bit. You would have covered the 
cream with Saran wrap and worn your panties 
or panty hose over the Saran wrap to prevent 
messiness and loss of anesthetic medication. 

My staff will welcome you and bring you into 
your own private room where you can relax a 
bit away from the rest of the world. My medical 
assistants and nurses will make sure you have 
had all your questions answered and will ask 
you the basics such as what time did you eat 
last and are you pregnant? They will check your 

vital signs, make sure your bladder is empty, and 
check a pregnancy test. This is typically the time I 
come in and welcome you, explain the procedure 
in detail, and go over the risks, benefits, and 
options one more time. Finally, you sign your 
consent once comfortable and knowledgeable 
that your questions are fully answered and that 
you indeed want to continue. 

We then go to our photography room and 
take your “Before” pictures. We are fanatical 
about taking quality photographs for you. 
You will appreciate the efforts exerted in our 
quest for quality. Weeks later when you look 
at your own “After” pictures and compare 
the two you will understand our fanaticism. 
Usually we give you an oral anti-anxiety drug, 
like Ativan or Valium, right after your consent 
is signed. We also give you an oral nausea 
medication right at the beginning to fend off 
any nausea during the procedure. Next come 
a few injections in your upper arm or buttock 
to reduce the pain and the possible cramping 
or salivating. The pain medication we use can 
be Demerol, Morphine, Dilaudid, and Toradol. 
The medication preventing excess salivation is 
called Atropine. These injections also help keep 
you from feeling woozy or lightheaded. Notice 
we do not give you an I.V. at all. It is such a 
safe protocol I developed and modified over 
the past ten years. 

After you receive all our shots you will go to 
the procedure room and lay in a comfortable 
bed. We put monitors on you and just watch 
you for several minutes to see how you react 
to the medications before we actually start 
doing surgery. This is probably the time you 
feel like you just had a couple of Margaritas or 

Martinis! “Comfortably Drunk” is what we call 
it. You are easily talking to me, responding to 
questions, watching FOX News on TV, listening 
to your iPod, or even reading a magazine. If 
you are a “cheap date” and feeling tired and 
comfortable after one set of shots then we 
start with surgery. However, if you are fully 
awake and not showing any signs of being 
“Comfortably Drunk” we may choose to give 
you a second dose of narcotics. By the way, for 
those who do not like shots at all, we can give 
all but one of the medications orally. You have 
to plan a bit ahead because the oral meds take 
a bit longer to take effect. 

Now is the time I place your legs in its proper 
position just like you were getting a Pap smear. 
I wipe off all the numbing cream and use my 
markers to draw and outline the surgical plan. 
Since your vulva is numb it usually feels a bit 
strange to see someone touching you but you 
can’t feel it. We would have already talked 
about the look you want and how much or how 
little labia minor or majora to remove. You have 
a hand mirror during this process to help me 
define and draw out the plan of action. Next is 
the cleaning and prep work with betadine or 
chlorhexidine to sterilize the surgical field. Soon 
to follow is the covering blue drape that ensures 
a sterile field. You are now ready for the actual 
start. 

This next step is the most uncomfortable but 
also the shortest and quickest. I have to place 
local anesthesia with a very small needle on the 
areas I am working on. Typically, this is the labia 
minora or majora, clitoral hood, and maybe the 
introitus (the very beginning lower region of the 
entry into the vagina). You are allowed to cuss 
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and swear during this minute! Go ahead, I 
won’t take it personal. If you are having a 
vaginoplasty also then I have to numb up 
the inside of your vagina. That is an extra 
thirty seconds. This is when I get compared 
to a dentist and my maternal heritage is put 
into question. I then check all areas to make 
sure you are completely numb. If you are 
not feeling anything sharp then we go to 
the next step. 

Next, you hear the whirl of the smoke 
evacuator or the increase volume of the TV 
or stereo. I go ahead and start the delicate 
and carefully planned surgery. I follow 
the surgical markings on your labia with 
the minimally traumatic Ellman Surgitron. 
It is such a fantastic tool because it is a 
relatively cool tip that has lateral thermal 
damage measured in microns instead of 
in millimeters when one uses a 980 Diode 
laser you read about when a surgeon does 
“laser” surgery to rejuvenate a vagina. 
The Ellman is without comparison in its 
finesse. Since I first started using the 
Ellman several years ago I have noticed 
more plastic surgeons and gynecologists 
using the Ellman (also known as RF or 
Radio Frequency) when doing labial/vaginal 
work. To help me with certain bleeding 
sites I a There are two basic techniques 
to labiaplasty of the labia minora. I am 
partial to one and avoid the other like the 
plaque. The “V” technique discussed on 
some reality TV shows is one preferred by 
many plastic surgeons. Unfortunately, it is 
wrought with complications in my opinion. 
The edges of the V are brought together 
with fine sutures but they unfortunately 

pull apart often enough for me not to feel 
comfortable with the technique. There is 
too much tension and not enough suture 
strength; too much tension and a variable 
blood supply to regenerate the edges 
together. I have to repair these “labiaplasty-
gone-bad” cases from other surgeons 
often enough to realize the faults of this 
technique. Most gynecologists use the 
technique that sculpts the edges to the 
size desired without the high-tension “V” 
incision. There is less wound breakdown 
and fewer problems with restoration of 
blood flow. I personally favor this sculpting 
technique because of its precision and 
flexibility. You do not have to guess how the 
top will line up with the bottom. The edges 
always line up. The knock on this technique 
is that there are the color discrepancies 
of the inner labial lips as compared to the 
outer labial skin. This is true in the short 
term but over the long term the color issues 
are nonexistent because nature has a way 
for the edges to eventually match in color. 

Once all undesired labial tissues are 
removed the suturing begins. Fine but 
strong sutures are used in several layers to 
ensure proper wound healing. Many various 
suturing methods can be used but I prefer 
to stay with a tried-and-true technique I 
have developed over the years. This multi-
layer approach is the technique I teach all 
my trainees. It is the safest method of all to 
ensure wounds do not open up and at the 
same time preserving the most natural of 
looks. 

So now you are pretty much done. You 

are comfortable and awake. I will take 
off the drapes, clean you up, and give 
you a mirror to view your new you. A few 
pictures follow, you go to your private room 
and change, have a glass of water if you 
wish, then go home with your driver. Your 
post-op instructions and handouts will be 
reviewed just one more time before you 
leave and go off painlessly into the outside 
air. Your post-op appointment will be set 
and my personal cell phone number will be 
given to you so that you always feel that I 
am available. You will be numb for another 
couple of hours but be sure to use your pain 
meds and ice packs for your comfort. Be a 
princess and don’t do too much. You can 
walk and eat what you like. You can drive 
the next day. Read the section on “Recovery 
Time” and you will get a good feel of what 
to expect in the weeks to come.

Procedure Details for Labiaplasty in the Office cont.
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Essential Pre-Op Instructions

•	 If your surgery is scheduled for early in the morning, eat a hearty 
breakfast and drink plenty of water.. In the morning you may 
shower and brush your teeth, If your surgery is planned for the early 
afternoon then please eat a hearty lunch about 8 hours prior to your 
surgical time and sip water all day. We encourage sipping water, not 
gulping, all day before surgery to prevent dehydration. This is very 
important specially for those who need a bowel prep. These are new 
recommendations from the Anesthesiology Associations. You must 
make arrangements prior to surgery for a responsible adult to drive or 
accompany you home. No one will be discharged from the surgicenter 
alone.

•	 Please leave all valuables, jewelry and contact lenses at home.

•	 You should wear comfortable clothing that you can easily put on after 
surgery.

•	 Remove nail polish from either your left or right index finger.

•	 If you have received a prescription for pain relief prior to your surgery, 
be sure to have it filled so it will be immediately available to you.

•	 If ordered, please have your blood tests completed ten days before 
surgery and have the results forwarded to our office.

•	 Do not drink alcohol or smoke cigarettes ten days before or after 
surgery.

•	 Do not take any of the following medications for a week prior to 
your surgery, which may effect bleeding: Vitamin E, ginkgo, aspirin, 
Empirin, Anacin, Excedrin, Bufferin, Ibuprofen, Motrin, Advil, 
Coumadin, Elmiron, Heparin or Aleve. If you need pain relief, Tylenol 
products are fine

•	 Do not undertake any strenuous exercise 24 hours before surgery.

•	 Print out these instructions for future reference. 
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Post-Operative Care Instructions

PLEASE REVIEW AND FOLLOW THESE INSTRUCTIONS: 

Pamper yourself and take it easy, 
especially the first couple of 
days. Please be aware that you may 
experience some pain or discomfort 
in the vaginal area. You may spot 
blood or have a small to moderate 
amount of discharge. This is normal 
and will lessen within a few days. 
You may initially experience some 
irritating symptoms, such as rubbing 
and sticking, puffiness, and bruising. 
This is not unusual during the early 
phases of healing and will resolve with 
time. Wear loose clothing for comfort 
and keep your vaginal area clean and 
dry. Use soap and water daily. A hand 
sprayer is helpful to keep discharge 
and debris from accumulating in 
your vaginal region. If you had a laser 
procedure or resurfacing, clean off the 
whitish discharge often. You want the 
healthy pink skin to show.

For the first week, you should 
relax and take it easy. Limit 
your activities to light work or 
deskwork. This is a great time to 
catch up on your reading, television 
programs or other similar activities 
that you rarely have time for. You 
can walk up and down stairs, drive, 
cook, go to movies but avoid activities 
such as vacuuming, heavy gardening, 
carrying heavy objects, lifting your 

children, swimming. You may drive 
once you feel comfortable and able. 
Use pain medicine, such as Ibuprofen 
and Darvocet, when needed and use 
ice packs and Dermoplast Spray for 
comfort. 

Do not use a tampon or put 
anything into the vagina except 
the estrogen cream. Avoid 
vaginal sexual activity for the first 
6 to 8 weeks. You can start vaginal 
stretching exercises at 6 to 8 weeks 
post-op if you had a vaginoplasty or 
perineoplasty or posterior repair. Use 
your estrogen cream daily to aid in 
healing and regeneration of new skin. 
This will also prevent erosions. Finish 
your antibiotics. 

Take a vitamin every day for 
3 months following surgery 
to ensure you have excellent 
nutrition. Take a stool softener 
such as Colace to reduce the risk of 
straining during elimination. Whether 
you use the softener or not, it is 
very important not to strain these 
tissues. We recommend the use of 
Colace, Milk of Magnesia, Fibercon, 
Metamucil, Prunes, and Prune Juice. 
Use Dulcolax Suppositories and Fleets 
enemas as needed. 

Weeks 2 – 4 gradually increase 
your physical activities, but 
specifically you should still not lift 
heavy objects (one (1) gallon of liquid 
or more). Walking or strolling is 
acceptable – just no power walking, 
impact exercises, jogging or aerobics. 
If your wound edges have healed well 
and you have sutures dangling or 
irritating you then please come into 
the office and we can trim them off. 
Most will just melt away or fall off 
because we use absorbable sutures 
only.

Weeks 5 – 8 gradually resume 
normal activities. If you are still 
sore or certain activities are still 
uncomfortable, wait an additional 
week or two before resuming. If you 
had laser resurfacing it may take 
weeks to months for normal coloration 
to come back. If you are bleeding 
more than expected, have an odorous 
discharge, have a fever, have increased 
swelling of your labia or vulva, or have 
any other concerns, please contact the 
office immediately. If you live outside 
the area please contact us via email 
or phone at any time. Feel free to use 
photographs on our secure website to 
show us any areas of concern. We will 
respond rapidly.

Congratulations on having 
aesthetic vaginal surgery. 
It is now up to you to ensure 

that healing occurs properly by 

protecting the tissues and not 

allowing them to become stretched 

or pulled. For the next six to eight 

weeks, these instructions should be 

followed as carefully as possible. 

Please contact the office if you 

have any questions or would 

like clarification of these post-op 

instructions. 
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Before and After Photos
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Dr. Alinsod's passion for photography 

has been directed towards the collection 

and dissemination of helpful teaching 

aids for the medical field. He has freely 

made available his two decades worth of 

photographs for medical professionals 

and patients alike in helping understand 

the conditions of interest. Dr. Alinsod 

teaches medical photography at his local 

Preceptorships and at National Meetings. 

His photographs have been used 

Internationally in educational materials, 

publications, advertisements, research, 

and technical bulletins.

http://www.urogyn.org/vaginal_surgery-photos.html

We pride ourselves in providing our patients with the the highest quality photographs of Aesthetic 
Vaginal Surgeries that are found anywhere on the web. You can often judge the skill level and experience 
of the surgeon by examining the quantity and quality of their unaltered photos of their surgical 
procedures. Please visit our website to view the most extensive set of medical photographs available on 
the internet. Dr. Alinsod has spent two decades collecting and preparing them for his patients. The links 
may be shared with others but no reproduction of any kind is permitted. These photos are updated on a 
regular basis. 

By Category
Labiaplasty RIM Look

The RIM Look is the most requested look patients ask for. Precise labial reduction leaves a small rim of 
labia minora below the level of the labia majora to reduce its prominence and increase patient comfort.

Labiaplasty Barbie/Smooth Look

The Barbie/Smooth Look is a more aggressive reduction of the labia minora to the point of complete 
excision. It leaves a refined look and elliminates the pulling and tugging sensations women often 
encounter.

Dr. Alinsod’s personal preference is the Hybrid Look. This combines the RIM and Barbie appearance to 
leave a very fine and natural looking rim around the vaginal opening. This Hybrid Appearance is more 
technically difficult to achieve and requires extreme precision techniques and tools.

Rim Look Barbie/Smooth Look Hybrid

Labia Majora Plasty Labia Majora Pelleve Revisions/Resurfacing

Before and After Photos

Vaginoplasty
Labiaplasty and Vaginoplasty
Reconstructive Pelvic Surgery
Clitoral Hood Reduction 
Hymenoplasty
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Dr. Alinsod’s International Training 

Program at the Alinsod Institute for 

Aesthetic Vaginal Surgery teaches 

the surgeon how to manage the 

most simple request for a labial 

reduction to the most complex 

repair of childbirth trauma, 

incontinence, and prolapse. This 

unique and integrated approach 

to beautiful vaginal surgery can be 

learned by gynecologists, urologists, 

urogynecologists, and interested 

plastic and cosmetic surgeons. 

The intricate details of surgical 

order, labial size management, 

clitoral hood reduction, skin 

resurfacing techniques, perineal 

reconstruction, vaginal size 

evaluation, and prolapse repairs 

are given in a comprehensive 

multi media manner using print, 

photos, PowerPoints, videos, and 

live surgery. It is a transformational 

learning experience for the surgeon. 

Case Studies of Dr. Alinsod’s Vaginal Surgeries

Please click on the Case Numbers below.

Case 1

Case 7

Case 4

Case 10

Case 13

Case 2

Case 8

Case 5

Case 11

Case 14

Case 3

Case 9

Case 6

Case 12

Case 15

http://urogyn.org/cases/case_index.html
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South Coast Urogynecology provides its patients a warm 
and calming atmosphere conducive to precision surgery in 
a Southern California setting of serenity and beauty.

Office Photos 
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(Go to http://www.urogyn.org/costs.html to see details)

The Surgery Costs: 

Contact the Office for Appointments and Pricing 

Labiaplasty In Office

Vaginoplasty In Office

Labiaplasty & Vaginoplasty In Office

Labiaplasty/Vaginoplasty/Perineoplasty In Office

Vaginoplasty & Perineoplasty In Office

Hymenoplasty In Office

Labiaplasty, Labia Minora In Office

Labiaplasty, Labia Majora In Office

Labiaplasty, Labia Minora and Labia Majora In Office

Laser Resurfacing In Office

Clitoral Hood Reduction In Office

Perineoplasty In Office

Transobturator Sling Hospital

Anterior Compartment Repair w/ Mesh Hospital

Posterior Compartment Repair w/ Mesh Hospital

Vaginal Vault Suspension Hospital

Uterine Suspension Hospital

Financing Options:

http://www.cosmeticsurgeryfinancing.com/
http://www.carecredit.com/webtoolkit/cosmetic/
http://www.cosmeticredit.com/

*Note : Remember that 
the procedures done in the 
Hospital Operating Room 
will add about $1,500 to the 
cost for the patient over the 
quoted professional fee. Also, 
incontinence and pelvic 
prolapse repairs can be done 
in conjunction with aesthetic 
repairs and are usually covered 
by one’s healthcare insurance.
Please call us for special pricing 
on our Teaching Days.

Participation in Dr. Alinsod’s 
active teaching program may 
qualify you for discounted 
surgical fees. Dr. Alinsod 
performs all the surgeries and 
surgeons worldwide come 
to Laguna Beach to learn of 
his advanced and innovative 
techniques.
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Patient Forms
http://www.urogyn.org/ptforms.html

History and Physical Forms Kit:
http://www.urogyn.org/ptforms/HPForms.pdf

Please fill this out and fax or email it back. 

Surgical Informed Consent: 
http://www.urogyn.org/ptforms/SCU_Surgical_Informed_112607.pdf

Photography and Video Consents:
http://www.urogyn.org/ptforms/Photo_Video_Consent_Nov07.pdf

Pre-Op Instructions: 
http://www.urogyn.org/ptforms/Pre-Op_Instructions.pdf

See page 27

Post-Op Instructions: 
http://www.urogyn.org/ptforms/Post_Op_AVS.pdf

See page 28

Concierge Service:
http://urogyn.org/concierge.html

Hotels:
http://urogyn.org/hotel.html

We have markedly reduced corporate rates for our 
quests. Please call us for details.
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FOR MANY YEARS I RESEARCHED 

LABIAPLASTY SURGERY and had 

numerous consultations, asked 

questions, and finally went to a plastic 

surgeon in La Jolla, CA. The plastic 

surgeon claimed to have done “many” 

labial surgeries among with her tummy 

tucks, faces, and breasts. 

Two weeks after surgery, I felt some 

stitches had come out and that 

something was terribly wrong. I should 

have trusted my gut instinct and went 

with a full time vaginal surgeon instead 

of a part time vaginal surgeon. The 

nurse at the plastic surgeons’ office 

gave me some instructions, which I 

followed completely, but I kept insisting 

something was amiss. Two weeks later a 

revision was done under a poorly done 

local anesthesia and I felt the entire 

procedure and was in pain. After the 

revision healed my labia were like flaps 

and were barely attached by thin strands. 

Now the well-known La Jolla surgeon 

changed from a nice professional to one 

with attitude and indifference. It was 

hurtful. I was terrified to try and find 

the right surgeon to fix this bad result. 

There are many doctors who advertised 

performing labiaplasty but not fixing 

or revising them. It makes you wonder 

who are actually formally trained in labial 

surgery? I was very fortunate to find 

Dr. Red Alinsod as the expert in labial 

revision surgery. His credentials are as 

a vaginal surgeon first and foremost, 

not a breast or face or tummy expert 

but simply a world renowned vaginal 

surgeon. He responded immediately to 

emails and even gave his opinion on 

photos of my result without charge. He 

was a very compassionate person which 

made a huge difference. During my 

consultation with Dr. Alinsod he could 

not understand why I had been sutured 

the way I was or why the plastic surgeon 

approached the surgery in the manner 

she did. He spent a great deal of time 

with me to ease my fears and give me 

the options of how to go about fixing 

the labia. He told me how the blood 

supply to the labia minora varies greatly 

and how Wedge or Z-Plasty labiaplasties 

and skin removal techniques are prone 

to improper healing and “holes” and 

dangling tissues. After many discussions 

and emails I finally had Dr. Alinsod 

re-do my labiaplasty and I have not 

looked back with any regrets. I chose 

to have the “Barbie” technique, which 

Dr. Alinsod developed and perfected, 

as my revision procedure.  I just wished 

I had gone to him first and not for 

the revision. It was a long and painful 

procedure to remove the old stitches and 

scar tissue left by my original surgeon 

but it has been worth the effort. My 

labia now are beautiful and natural 

looking. You cannot tell anyone had 

done surgery on me. My own doctors 

cannot tell. My original labiaplasty and 

time of revision were two years apart 

and that time in between was very trying 

for me, emotionally and physically. Not 

only was Dr. Alinsod compassionate but 

he was professional as well. He never 

rushed me. My situation was not passed 

off as “No Big Deal.” I loved Dr. Alinsod’s 

care for me and think the world of him. 

I am now very happy with my labial 

appearance and feel a great deal of 

confidence to move forward with my life. 

Thank you Dr. Alinsod for not only your 

professionalism and expert hands but for 

your empathy and understanding.

Like many of his patients who travel 

many miles and over many states to see 

him, I now travel more than an hour 

to see him for my routine gynecology 

and aesthetic needs and I do so with a 

smile. Save time, money, and personal 

grief and have Dr. Alinsod as your 

surgeon.  I am willing to speak with 

you personally about Dr. Alinsod and 

his team.

A Very Happy and Very Sincere Holly 

from So Cal 
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I COULDN’T BE HAPPIER WITH THE 

RESULTS OF MY LABIAPLASTY 

with the beautiful transformation done 

on me by Dr. Red Alinsod at South 

Coast Urogynecology. It has made a 

huge difference in my everyday comfort 

(no more rubbing and chafing!) and 

I must say, I do think my vulva looks 

beautiful; a definite added bonus 

to a procedure I saw primarily as a 

physiological necessity rather than 

an aesthetic choice. The result is 

symmetrical, pretty, and totally natural 

looking. There is no scarring, and no 

loss of sensation of any kind. 

I’m really glad I flew out to California 

all the way from Boston, Massachusetts 

just to have Dr. Alinsod do this 

procedure. The added expense was 

well worth it. I had spent many 

months researching doctors doing this 

procedure and found that Dr. Alinsod’s 

web site conveyed an unparalleled 

professionalism, the best “before” and 

“after” pictures, the friendliest staff, 

and comforting photos of the clinic 

offices. I was especially impressed by 

the on line patient information and 

handouts, and detailed description of 

what to expect before, during and after 

the procedure. It was obvious to me 

that he really cares about his patients, 

has a high level of perfectionism, and 

understands that this is a bit of a scary 

decision to make. I knew right away 

that this was the place to go to be 

treated with respect, kindness and to 

get the best care and excellence. Also, I 

wanted the procedure to be done using 

the Ellman Surgitron Radio frequency 

device, rather than with the lasers used 

in most other clinics. After reading 

about it, it became clear that Dr. 

Alinsod is a leader in his field and that 

the Surgitron is the best tool. 

In person, Dr. Alinsod’s bedside manner 

is kind, gentle, sincere and immediately 

puts you at ease—completely 

professional. And his wonderful 

assistant, Maria, was there to hold my 

hand in every way. I felt confident that 

I was in the best of hands and that 

everything would go well, as it did! I 

was also given every opportunity to talk 

with Dr. Alinsod directly at any point in 

the following weeks and months when 

I had concerns or questions about the 

healing process. My emails and phone 

calls were always returned immediately 

or within hours by Dr. Alinsod himself. 

I have never been so well cared for 

during a surgical procedure. If any 

gynecological issues should come up 

in my future, I will definitely go directly 

to Dr. Alinsod and his staff. --Catlin, 

Boston, MA

DEAR DR. ALINSOD, I WILL TRY MY 

BEST TO EXPLAIN IN WORDS HOW I 

FEEL ABOUT MY VAGINOPLASTY AND 

PERINEOPLASTY SURGERY. I would of 

never considered plastic surgery vaginal 

rejuvenation, until I needed bladder and 

rectal repair. My organs were no longer 

where they belonged. My first feeling 

that something was not quite right 

was a wideness in my pelvic area and 

feeling of separateness. Then a difficult 

and long time to urinate. It wasn’t 

until my organs fell into my pelvic 

anatomy and sex with my husband 

was extremely emotional. My condition 

went from moderate to severe.

 I felt my vaginal anatomy was ruined 

and knew just fixing my organs would 

not be enough. I am not your plastic 

surgery type nor do I believe it should 

be in this category. These issues are at 

the core of a women’s sensuality. Us 

women at the age of 50 and over don’t 

realize the change in that area since it 

is so gradual or until something serious 

like your organs falling. 

I gave your card to 2 of my friends that 

called and asked re: vaginoplasty, etc. 

After, I told them how perfect I feel 

from the reconstruction as well as if I 

had a butt lift my buddies want a new 

vagina as well. Two days after surgery, 

while in the hospital, I showed my 

girlfriend and she said it looked just 

like a 21 year old. She couldn’t believe 

how good it looked on the 2nd day or 

recovery. I told her the advertisement 

indicates you will look like a 21 year 

old again. A bonus is the 21 year 

old vaginal canal. I feel renewed and 

restored as well as empowered and 

somewhat young again. I could be a 

spokeswoman for these procedures in 

the enlighten state I feel. Thank you 

once again. I hope your creative future 

restoring a woman’s core being her 

sensuality and sexuality grows big and 

bright. Further, the wonderful women 

employed by Dr. Alinsod are the best, 

without them I could not of gone 

through this surgery. 

Love and Light E
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I DECIDED TO HAVE LABIAPLASTY BECAUSE 

I WAS EMBARRASSED ABOUT THE SIZE OF 

MY LABIA MINORA, they were too big. I 

wanted to feel sexy, and I could not feel 

that way with my inner lips the way they 

were. I don’t have a lot of money, so when 

I saw an ad for this very inexpensive place 

called San Dimas Surgical Center, I thought 

this sounded like a good choice. The first 

thing that should have raised a red flag that 

this wasn’t the ideal place to have surgery 

was the fact that on the website there 

wasn’t any information about the doctor 

who would be performing my surgery, 

namely his expertise, which should never be 

the case with any surgical procedure. To be 

honest, I just thought this was a common 

procedure often performed, and it never 

crossed my mind that anything could go so 

terribly wrong. After the surgery, I noticed 

a difference between my two inner lips 

immediately, but I thought maybe it was just 

the swelling and it would all end up looking 

normal after a couple of months. Well, a 

couple of months passed, and it just ended 

up looking worse. One side was still very 

big, and the other side was very short and 

bumpy, with notches of skin through out. I 

felt totally scarred and deformed, and what’s 

worse I thought it would be a permanent 

problem. I even thought I might have to give 

up sex because it looked so awful. I was 

very depressed and worried. This is were I 

started doing some research and I wanted 

to find, this time, the best in the business. 

I came across South Coast Urogynecology, 

and took a look at Dr. Alinsod’s work. His 

pictures of labiaplasty procedures were the 

best I’d ever seen, so smooth, so natural. 

Based on his pictures, I thought if anybody 

can help me, it has to be him. And sure 

enough, when I met Dr. Alinsod he made me 

feel so at ease, he is such a gentleman, and 

so in touch with what a woman needs. He 

assured me that he could help me, and those 

news, to a woman who felt so incredibly 

hopeless up to that point, were music to my 

ears. My final results are incredible. I am so 

smooth down there, that I don’t even think 

any man would ever notice I had anything 

done! I’m very satisfied with my results. If I 

could do this procedure over again, I would 

never again choose a doctor based on price. I 

would, without a doubt, choose Dr. Alinsod. 

He is very experienced at what he does, and 

has a great staff, most noticeably, Maria, 

his assistant, who was always so nice and 

reassuring. If you are considering labiaplasty, 

please choose wisely, this is such a complex 

procedure, and you should only let the most 

experienced surgeon work on such a delicate 

and important area to us women. 

Thank You Dr. Alinsod!!! – C

Chambers 218

http://urogyn.org/ptletters.html
http://urogyn.org/ptletters.html
http://urogyn.org/ptletters.html
http://urogyn.org/ptletters.html


62

Patient Testimonials http://urogyn.org/ptletters.html

Red M. Alinsod, M.D., FACOG, FACS, ACGE

©2017 South Coast Urogynecology, Inc.  ALINSOD INSTITUTE FOR AESTHETIC VAGINAL SURGERY | PATIENT BROCHURE 

SINCE THE BIRTH OF MY 3RD CHILD, I 

SEARCHED FOR A PHYSICIAN WHO WOULD 

HELP ME CORRECT WHAT I WAS TOLD TO BE 

“NORMAL” BY NUMEROUS OBSTETRICIANS 

/ GYNECOLOGISTS. I thought I had stress 

incontinence, and knew I had large, 

uncomfortable labia, and a stretched 

vagina. I felt helpless until I met Dr. Alinsod. 

It was last year when I discovered Dr. 

Red Alinsod by searching the Internet. 

I contacted him via email and to my 

surprise was contacted the next day, which 

happened to be on a Saturday. I could not 

believe the quick response and his sincerity 

and loyalty to his patients. I immediately 

knew he was a genuine person and very 

experienced by our phone conversation. 

He understood my needs and scheduled a 

consult. 

Dr. Alinsod performed a labiaplasty with 

unbelievable results. I was so impressed. I 

went back and within two months had a 

vaginoplasty, rectocele repair, and stress 

incontinence sling. My quality of life is 

110% better. 

I travel from North County, San Diego 

area to Laguna to see Dr. Alinsod. I highly 

recommend traveling across the states 

to anyone seeking the highest quality, 

state-of-the-art treatment. Dr. Alinsod is 

compassionate and truly takes pride in 

his profession. He is professional and kind 

with communication being one of his best 

qualities. I recommend Dr. Alinsod to all 

of my family and friends. I truly wish that 

all physicians practiced medicine in the 

same manner as Dr. Alinsod. He is simply 

amazing. -- DM I am originally from the 

Middle East and in my mid-twenties. 

After my child was born, some things 

just weren’t the same (ladies you know 

what I mean!). But of all the changes my 

body was going through, this was one 

that I couldn’t stand. I eventually got the 

guts to say enough, and do something 

about it (after trying a billion Kegels with 

no results!) I had a consultation with Dr. 

Alinsod and shortly after I decided to go 

with the vaginoplasty, and perineoplasty. 

The first week after the procedure was 

tough, but then it just healed nicely and 

really changed my life! My partner feels 

a great difference and the procedure was 

definitely worth it for the both of us. 

Dr. Alinsod is very professional and 

experienced and really did a wonderful job 

making me feel more like my pre-baby self 

again! --EM, from Cairo	

Dr.  Alinsod. Now that I am on the recovery 

side of my surgery, I had to write to tell you 

how much your compassionate care for me 

made the process of my bladder surgery 

possible. I couldn’t have gone through this 

without the help of you and your staff. As 

you know, I was terrified at the prospect of 

undergoing bladder surgery and when you 

added the other procedures to the picture, 

I was very nervous about the outcome. My 

recovery has been manageable and now 

I’m looking forward to getting back to my 

active lifestyle with no worries whatsoever.

I can’t thank you enough for all that you 

have done. Your communication skills 

are terrific and that made it easier to 

understand the procedures that I was 

having. In addition, your nurse Maria is 

really a saint. I put her to the test with 

my concerns about my bladder and she 

shouldered them all with that loving way 

she treats your patients. I feel blessed 

to be a part of your medical family and 

have already recommended you to two of 

my friends who are as afraid as I was to 

address my bladder issues. Lucky am I to 

have you in my world. - Anonymous

ELEVEN YEARS AGO, I HAD A VERY 

ROUGH DELIVERY WITH MY SON.  I HAD 

A BEAUTIFUL BABY BOY; HOWEVER, MY 

BODY WAS LEFT PRETTY TORN UP. THE 

YEARS THAT FOLLOWED PROVED TO BE 

CHALLENGING FOR ME. Whenever I had 

a bowel movement, I had to sit a certain 

way…it was disturbing to me. Also, when 

I would sit down, I always had to adjust 

my internal organs. I am very active and 

work out everyday and “my problem” just 

continued to get worse. I began to get 

depressed about it, thinking I could never 

change it. I felt like “damaged goods” and 

certainly forgot what it was like to feel 

normal. I had consultations with different 

doctors who either were not qualified to 

do what I needed done, or I did not feel 

comfortable having them do surgery on 

me. Just when I thought that this condition 

would be with me for the rest of my life….I 

found Dr. Alinsod! Dr. Alinsod and his staff 

are warm, compassionate and caring. I 

emailed Dr. Alinsod to ask if he could help 

me and he emailed me back within and 

hour! Who does that? And it just got even 

better from there! I set up a consultation 

with Dr. Alinsod and he answered EVERY 

question I had. I decided that he was THE 

ONE who could fix me…and boy was I 

right! He performed a transobturator sling 

and pelvic reconstruction with vaginoplasty 

and perineoplasty on me. My leakage and 

my pelvic pressure are gone and I am as 

if I never had a baby! I am a CHANGED 

WOMAN!!! I am back to being me and 

excited about my life again! Dr. Alinsod 

and his staff are AMAZING! They are ALL 

kind and caring and most importantly 

know EXACTLY what they are doing! Dr. 

Alinsod gave me my life back! THANK 

YOU, Dr. Alinsod!With MUCH Gratitude…

CP, all the way from Utah!
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I HAVE BEEN ABLE TO OBSERVE DR. 

ALINSOD’S CAREER FOR OVER SEVEN 

YEARS AS BOTH HIS PATIENT AND AS 

A MEDICAL PROFESSIONAL. I have the 

utmost trust and confidence in his 

surgical skills and abilities and have 

been fortunate enough to have been 

under his care. His incontinence surgery 

have kept me dry and feeling refreshed. 

The cosmetic vaginal surgeries have 

enhanced my sexual experience and have 

improved my self image. Dr. Alinsod is 

able to make me feel relaxed and open 

in my personal discussions and I feel 

quite fortunate to have a physician I can 

confide in. -- LA

WHEN I DECIDED THAT LABIAPLASTY 

WAS A PROCEDURE THAT I WISHED TO 

PURSUE, I CAREFULLY RESEARCHED THE 

CREDENTIALS OF MANY PHYSICIANS 

that offered this procedure and I quickly 

recognized that Dr. Alinsod was clearly 

highly and uniquely qualified (being both 

board certified in gynecology and trained 

in this type of an aesthetic procedure). I 

had the procedure in early January. Prior 

to the surgery I met with Dr. Alinsod 

and his extremely kind and professional 

staff. As soon as I met each of them and 

Dr. Alinsod, I realized that there was a 

sincere kindness and professionalism 

in how they treated their patients, and 

that I was in very good care. Even then, 

however, I did not realize how skilled my 

surgeon actually was. I have had many 

dental procedures that I only wish could 

have gone so well. Pain and swelling 

were minimal and medications that Dr. 

Alinsod prescribed for pain management 

were highly effective. My recovery 

was very quick. The improvement in 

appearance and comfort is striking. I am 

quite sure that no one (even another 

surgeon) would not be able to recognize 

that I had the procedure done, as there 

is no scar at all. I truly cannot thank Dr. 

Alinsod enough for the quality of surgery 

and care that I got. – MB

DR. RED ALINSOD IS A CARING AND 

COMPASSIONATE PHYSICIAN THAT HAS 

HELPED CHANGE MY PERSONAL OUTLOOK 

ON LIFE. For years I suffered low self-

esteem due to the appearance of my 

vaginal area brought on by the ravages 

of childbearing. Not only did I leak 

urine but my labia were quite enlarged 

and caused irritation and pain. I could 

not wear jeans or tight clothing and 

wearing a swimsuit made me feel very 

self-conscious. I asked friends and family 

and medical professionals who I should 

see and all suggested I get in contact 

with Dr. Alinsod. I have never regretted 

my decision to seek out his opinion and 

to go ahead with my aesthetic surgery. 

I underwent a labial reduction, laser 

perineorrhapy, and vaginal tightening 

that has resulted in my renewed sense 

of youth. Some would call this “vaginal 

rejuvenation.” I am in my mid 40s and 

but my private areas are 21 years old 

again! I am so pleased and happy even 

more so than my husband who is quite 

impressed with the surgical results. I feel 

like a new woman not afraid to dress 

any way I please and no longer am I self-

conscious because I have made the right 

decision to choose Dr. Alinsod to be my 

personal aesthetic surgeon for my most 

private of parts. -- NR

THIS WAS ONE OF THE BEST THINGS THAT 

I COULD HAVE EVER DONE FOR MYSELF…

AND MY HUSBAND!! The procedure 

was incredibly easy with relaxing music 

and Dr. Alinsod and his staff explaining 

everything and keeping me comfortable 

every step of the way. I look and feel 

INCREDIBLE and can’t believe how 

perfect everything went. Thank you Dr. 

Alinsod. You’ve made me sooo happy!!” 

You guys are the Best!  

- P from San Diego
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ABOUT 4 YEARS AGO I NOTICED A 

MARKED VAGINAL LOOSENESS. THIS 

BECAME A VERY BOTHERSOME PROBLEM 

FOR ME. 

I spoke with my primary care doctor who 

prescribed kegel exercises. This obviously 

did not work, as it does not work for 

most women unless they are 20 years old 

and never had children. I then spoke with 

my gynecologist who told me that the 

surgery to tighten my vagina was possible 

with a price tag of about 27,000 dollars. 

I was very upset. If you are reading this 

and considering this surgery, you already 

know my frustrations. I started Googling 

“vaginal tightening” and luckily found and 

clicked on Dr. Alinsod’s website. I called 

and spoke to Diane who immediately 

was able to set up an appointment for a 

consultation and surgery the same day 

because I would be on vacation down in 

southern California at the time. I live in the 

Northeast and had to fly in. 

I was met at the door by Maria who 

is wonderful, very understanding and 

down to earth. She made me feel very 

relaxed. Dr. Alinsod walked in and I was 

so impressed. He mixed professionalism 

with humor and understanding. He 

made me feel instantly relaxed. The 

vaginalplasty surgery went wonderfully. 

At this time Dr. Alinsod said I was also a 

good candidate for labia plasty. At the 

time this was not important and I choose 

not to do it. 

I can honestly say I did not follow the 

“healing plan”. The next day I went to 

Universal Studios with my family and went 

on a lot of rides. This was not a good idea. 

I caused some stitches to rip. Within 3 

weeks I had to go back to see Dr. Alinsod 

and have him re-stitch me. He did this 

happily and free of charge. After 6 weeks 

I questioned how I was healing and went 

back down to Southern California to see 

him. Dr. Alinsod believed I was healing 

great and told me I was fine. After a few 

more weeks I emailed Dr. Alinsod and told 

him I was not as “tight” as I had hoped to 

be. He told me if I was unhappy, he would 

make me “good as new” and would also 

perform labiaplasty on me free of charge 

because it was a training day for him. It 

was extremely nice of him to do the extra 

surgery for me. I am now a couple weeks 

into the healing process and I am doing 

great. The surgery site looks terrific! This 

time I am taking it easy. 

I have never met a more professional and 

kind doctor. He responds to all emails 

lightening fast and always is patient and 

kind. He is a true gift to his profession. 

He gives women a fresh start where 

others cannot. He is a pioneer in vaginal 

plastic surgery and goes where 99% 

of all other doctors will not. His staff is 

understanding, patient and kind. I would 

recommend him to ANY woman who 

wants a fresh start and who wants to 

feel like the woman she once was or 

had always wanted to be. Thank you Dr. 

Alinsod, you are a diamond on a beach 

of stones. Sincerely, TA from the Great 

Pacific Northwest

I   finally did it!!! I had a vaginoplasty 

and labia majora plasty done--ten years 

after my youngest child was born, and 

after researching it extensively for 2 

years. Now, four months later, I feel it’s 

one of the best decisions I have ever 

made. The results are amazing! I gave 

birth to two children--both deliveries 

were very difficult. I’m an extremely 

petite, small boned woman and the 

delivery with my second child included 

18 hours of labor and 3 hours of 

pushing. 

After delivery, when my OB was 

stitching me up (for 2 hours) she said 

“Your poor, virgin vagina.” She was 

right!! It never felt the same-- urinating, 

having bowel movements, and of course 

during sexual intercourse. The looseness 

was almost a numb feeling. I felt un-

plumbed and looked loose and crooked 

with the birth trauma and aging. 

I met Dr. Red Alinsod after interviewing 

several other prominent doctors often 

seen on TV. Dr. Alinsod was very 

professional, understanding, and a 

gentle soul. He knew exactly how I felt 

and what I wanted to accomplish. His 

credentials as a vaginal surgeon was 

unmatched by his more famous TV 

doctors. He gave me the confidence to 

go forward with a procedure that I really 

needed. His recommendations were 

nothing more and nothing less than 

what I needed. Surgery went smoothly 

and everything turned out to be great!!! 

It’s all back in working condition--all 

operations make me feel young again. I 

am very very happy with my decision and 

I feel every woman should be given this 

opportunity if she feels the need. I highly 

recommend Dr. Alinsod and am thankful 

I found him in. --LLW
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I AM FROM A LARGE METROPLEX IN TEXAS 

AND WE HAVE SOME OF THE BEST DOCTORS 

AND HOSPITALS IN THE WORLD. I chose 

the best doctor in my city to perform 

my surgery and didn’t think twice that I 

may have complications. My surgeon is 

held in the highest regard and has won 

several top doc awards. After surgery, 

everything looked great, but the pain was 

unbearable. There was a rare complication 

with my sutures and my doctor was too 

inexperienced to recognize and remedy 

my situation. Months went by and there 

was little relief from the pain. Words 

cannot describe the desperation you feel 

when an elective surgery can leave you in 

chronic pain. I knew I needed a revision. 

Ladies, these are your genitals, and you 

simply cannot mess around with your 

choice of surgeon. You must go to the 

best regardless of cost or location. I began 

my research again in search of the TOP 

doc, and before long ended up on www.

urogyn.org. When I saw the photos of 

Dr. Alinsod’s work, I knew the skill of this 

surgeon was unparalleled. Dr. Alinsod 

also trains other doctors in several types 

of procedures. Why go to someone who’s 

been trained by Dr. Alinsod when you can 

go to Dr. Alinsod himself? I started reading 

his patient’s testimonials and learned of 

how nice he truly is as a person. His entire 

staff is personable, knowledgable and 

very comforting as well. Dr. Alinsod truly 

does care about his patients in every way. 

He will personally answer your emails and 

return your phone calls very quickly. As an 

out of town patient, his excellent lines of 

communication were key to my piece of 

mind both before and after my surgery. 

Laguna Beach is a beautiful city and it is 

very easy to get around in and get to from 

John Wayne airport. I am so pleased with 

my results physically, but I am also happy 

to report that I am now pain free. A huge 

thanks to Dr. Alinsod and his staff!!!! 

--Ecstatic in the heart of Texas

TO WHOM IT MAY CONCERN: DR ALINSOD IS 

THE BEST!!! HE IS TRULY A PROFESSIONAL. 

It was unfortunate for me that my vagina 

was totally ruined after having a baby. It 

was loose, ugly and no sensation during 

sex! I hated it. My sexual well being 

is something that I reguard highly, a 

nessecity, my livelihood! I also had less 

than perfect labia which I really wanted 

to make georgous. Dr. Alinsod was not 

the first doctor I went to. The first doctor I 

went to mutilated me and took my money. 

My labia was so unnatural looking and 

full of scar tissue. My vagina was still just 

as loose as before the operation. I was 

devastated. I found Dr. Alinsod online. 

He answered all my questions, basically 

consoled me for two months before I 

decided to go and have a revision. His 

nursing staff is excellent, (tasha and janet)I 

love them! They are amazing women. I am 

just about six weeks now, three days from 

it and so excited. My surgery took over 

four hours. Dr. Alinsod is a perfectionst. 

I never thought my labia could be this 

georgous! I love it! I feel like a new 

woman. When doctor alinsod asked me 

how tight I wanted to be, I said two fingers 

tight. I know that he did a good job. I can 

no longer see my insides like I had been 

able to in the past. I can no longer see 

my vaginal wall hanging down. All I can 

see now is georgous, pink, tight vagina!! 

Dr alinsod has coached me every step of 

the way. He has been very supportive. 

He always gets back to me within an 

hour or two at the most! He really cares 

about his patients. He is very curteous. I 

couldn’t say enough about him because 

he is really fantastic. I am ready to start 

my new life now!!! No woman should 

ever accept the ravages done to their body 

after childbirth!! There are professionals 

out there who can help us. We must take 

advantage of this!! --Ecstatic in the Great 

Pacific North West

ELEVEN YEARS AGO, I HAD A VERY 

ROUGH DELIVERY WITH MY SON. I HAD A 

BEAUTIFUL BABY BOY; HOWEVER, MY BODY 

WAS LEFT PRETTY TORN UP. The years that 

followed proved to be challenging for me. 

Whenever I had a bowel movement, I had 

to sit a certain way…it was disturbing to 

me. Also, when I would sit down, I always 

had to adjust my internal organs. I am very 

active and work out everyday and “my 

problem” just continued to get worse. I 

began to get depressed about it, thinking I 

could never change it. I felt like “damaged 

goods” and certainly forgot what it was 

like to feel normal. I had consultations 

with different doctors who either were 

not qualified to do what I needed done, 

or I did not feel comfortable having them 

do surgery on me. Just when I thought 

that this condition would be with me for 

the rest of my life….I found Dr. Alinsod! 

Dr. Alinsod and his staff are warm, 

compassionate and caring. I emailed Dr. 

Alinsod to ask if he could help me and he 

emailed me back within and hour! Who 

does that? And it just got even better 

from there! I set up a consultation with Dr. 

Alinsod and he answered EVERY question 

I had. I decided that he was THE ONE 

who could fix me…and boy was I right! 

He performed a transobturator sling and 

pelvic reconstruction with vaginoplasty 

and perinoeplasty on me. My leakage and 

my pelvic pressure are gone and I am as 

if I never had a baby! I am a CHANGED 

WOMAN!!! I am back to being me and 

excited about my life again! Dr. Alinsod 

and his staff are AMAZING! They are ALL 

kind and caring and most importantly 

know EXACTLY what they are doing! Dr. 

Alinsod gave me my life back! THANK 

YOU, Dr. Alinsod! With MUCH Gratitude. 

P, all the way from Utah! 

WHEN CONSIDERING SURGERY, HANDS-

DOWN WITHOUT A DOUBT, YOU CAN TRUST 

DR. ALINSOD. TO SAY HE’S A PROFESSIONAL 

AND A MASTER IN THIS FIELD IS AN 

UNDERSTATEMENT. I never dreamed 

outstanding results were possible for me. I 

am thrilled and relieved. My problem was I 

felt “that part” of my body never matched 

the rest of me, it looked 15 years older. 

Being in the entertainment industry, often 

times I have to change in front of people 

or wear minimal clothing, and I don’t 

fear or dread those moments anymore. 

I’m happier overall, more confident, and 

completely comfortable in my own skin. 

My only regret is not finding Dr. Alinsod 

10 years ago before my original surgery. 

--Happy in California
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I AM ORIGINALLY FROM THE MIDDLE EAST 

AND IN MY MID-TWENTIES. AFTER MY 

CHILD WAS BORN, SOME THINGS JUST 

WEREN’T THE SAME (LADIES YOU KNOW 

WHAT I MEAN!). But of all the changes my 

body was going through, this was one 

that I couldn’t stand. I eventually got the 

guts to say enough, and do something 

about it (after trying a billion Kegels with 

no results!) I had a consultation with Dr. 

Alinsod and shortly after I decided to go 

with the vaginoplasty, and perineoplasty. 

The first week after the procedure was 

tough, but then it just healed nicely and 

really changed my life! My partner feels 

a great difference and the procedure 

was definitely worth it for the both of 

us. Dr. Alinsod is very professional and 

experienced and really did a wonderful job 

making me feel more like my pre-baby self 

again! --EM, from Cairo

WHEN CONSIDERING SURGERY, HANDS-

DOWN WITHOUT A DOUBT, YOU CAN TRUST 

DR. ALINSOD. TO SAY HE’S A PROFESSIONAL 

AND A MASTER IN THIS FIELD IS AN 

UNDERSTATEMENT. I never dreamed 

outstanding results were possible for me. I 

am thrilled and relieved. My problem was I 

felt “that part” of my body never matched 

the rest of me, it looked 15 years older. 

Being in the entertainment industry, often 

times I have to change in front of people 

or wear minimal clothing, and I don’t 

fear or dread those moments anymore. 

I’m happier overall, more confident, and 

completely comfortable in my own skin. 

My only regret is not finding Dr. Alinsod 

10 years ago before my original surgery. 

-Happy in California

I truly cannot tell you how grateful I am 

for this entire experience. Your work is 

impeccable. I’m so happy that you chose 

to do this, and to share it!! And its been 

a pleasure visiting with you and the staff! 

Thank you thank you thank you!!! Have a 

great weekend!!! --Grateful in Southern 

California

DEAR DR. ALINSOD, I REALLY CANNOT 

THANK YOU AND YOUR STAFF ENOUGH 

FOR THE SUPERB CARE YOU GAVE TO 

ME BEFORE, DURING AND AFTER MY 

TREATMENT ON SEPTEMBER 13, 2010. I 

couldn’t have been more aprehensive 

regarding this very extensive surgery and 

you gave me the confidence to go forward 

by outlining the rational for treatment, 

sharing your expertise in this area, the 

thorough preparation and evaluation, 

and for taking the time to reassure me 

from start to finish. It is very apparent that 

you are not only a great surgeon by your 

many successes but more importantly a 

genuine caring human being that values 

the patient docter relationship. I can say 

this with great confidence because I am 

in dentistry and deal with nervous people 

all day long. As health care providers we 

must always adminster patience, empathy, 

sympathy and deep commitment to 

quality patient care. It is obvious that you 

and your staff practise these principals. I 

have and will always refer many women 

to you because of your special ability to 

work in this delicate area with the skill of 

a professional. Many many thanks to you 

and your entire staff. Please feel free to 

give my number to anyone wishing to be 

additionally reassured. Sincerely yours, 

Christine Jenkins

I WAS A PATIENT OF DR. ALINSOD’S ABOUT 

TWO YEARS AGO, IN 2009. I had a vaginal 

delivery in November of 2007, which 

resulted in a tremendous amount of 

tearing. I had undergone three revision 

surgeries, all which did not correct the 

problem. My HMO insurance wanted me 

to continue seeing the same gynecologists 

who performed the three revision 

surgeries. After a year and a half of the 

birth of my child and still not getting 

better, I decided to do some research. 

Thankfully, I found Dr. Alinsod online. 

When I first contacted his office, I 

began speaking with Diane. She was 

absolutely fantastic and made me feel so 

comfortable. Dr. Alinsod’s staff has been 

nothing but sympathetic, helpful, sensitive, 

and compassionate to me. Dr. Alinsod, as 

well as his staff, responds to emails and 

phone messages very promptly, which is 

wonderful. Dr. Alinsod and his staff are 

in communication with one another so 

everyone knows what needs to be done. 

Dr. Alinsod is highly trained in vaginal 

surgery and even has doctors from all 

over the world come to learn from him. 

Dr. Alinsod was very understanding and 

offered me a cash patient price, since my 

HMO wouldn’t help out with costs. Any 

prescriptions or items that I needed mailed 

to me was done immediately as well. 

Dr. Alinsod is located in Laguna Beach and 

I live in the San Fernando Valley. It was very 

convenient that I could see Dr. Alinsod at 

his Burbank office for my consultation and 

post surgical follow-up. Dr. Alinsod was 

able to work around my work schedule 

for both office appointments and the date 

of surgery. I only had to drive to Laguna 

Beach for the surgery.

I trusted Dr. Alinsod and am so happy 

that I did. He was able to fix my problem, 

which in turn helped me personally and 

also my marriage. Even though my surgery 

was two years ago, Dr. Alinsod will still 

reply to my updates on email and answer 

any questions that I have. After surgery 

with Dr. Alinsod, I had vaginal physical 

therapy for fourteen months. Dr. Alinsod 

and my physical therapist were in contact 

as to how my progress was going. 

I will be forever grateful to Dr. Alinsod 

for helping me so much. I am grateful for 

finding him, putting my faith in him, and 

being able to have an intimate relationship 

with my husband again. Forever grateful 

patient. - Andrea
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I AM WRITING THIS LETTER TO PLEDGE MY 

UTMOST THANKS TO THE TRULY INCREDIBLE 

DR ALINSOD AND HIS AMAZING TEAM AT 

SOUTH COAST UROGYNOCOLGY. After 5 

years of research and decision making in 

whether or not to have labiaplasty, I recently 

decided to go ahead and take the plunge. 

My reasons for wanting the operation were 

like so many in the same boat: I’m very 

sporty (horse and bike riding), active (hiking, 

jogging) and yes, like to look good in well-

fitting clothing. My labia was unfortunately 

getting in the way of all of those things and 

so the time had come to change this. 

There are many excellent doctors 

throughout Southern California (where I 

live) and the country who are well-known 

in the field of vaginal surgery. I looked into 

each and every one of them because quite 

honestly, if I was going to make a fairly 

large financial and life changing decision, I 

only wanted the best. 

I had read about Dr Alinsod on various 

message boards and thoroughly looked 

over his website. One of the factors that 

appealed to me was that he had attended 

the Loma Linda School of Medicine, which 

is extremely well known in California and 

beyond for producing not just excellent 

doctors, but individuals who have a warm, 

compassionate and sensitive approach. 

Ladies, let’s face it – if we’re taking cutting 

your labia, then you will want a doctor with 

these traits! 

I made an appointment to see Dr Alinsod 

for an initial consultation and from the 

moment he walked through the door, I 

could have cried with relief. In fact, I did 

cry as it was pretty powerful to share my 

secret problem that I had been suffering 

with for so long with someone who both 

understood and helped lift years of worry 

away in a matter of minutes. Dr Alinsod has 

the kind of personality that make you feel 

as if you have known him for many years. 

Nothing you tell him or ask him about will 

shock, surprise or worry him as he has seen 

it all. To sort of explain how he makes you 

feel, it’s like a reassuring dad, protective 

older brother and mentor/counselor all in 

one. During my consultation, Dr Alinsod 

examined me with the utmost of care, 

taking his time to listen to each and every 

concern I had. That was very important to 

me. We talked about what the operation 

would involve, the look and feel of the 

area during and after the day and what 

the healing process entailed. My mind was 

immediately made up that Dr Alinsod was 

going to be my surgeon. 

I am lucky to live in Los Angeles, so 

traveling to Dr Alinsod’s surgical office 

in Laguna was not a major problem for 

me. For anyone who has seen the show 

“Laguna Beach” or “The Hills” and think 

the area is ‘millionaires paradise’, well, it 

is (!) but it’s also of course an area where 

regular folk live and work. I was not going 

to be driving back to LA after my operation 

as I knew I needed to sleep off the meds 

and so I booked a room at one of the very 

inexpensive hotels that are within half a 

mile of the clinic – my bill came to less than 

$75 for a really great room. 

I wasn’t too nervous on the day of the 

operation as I had been thoroughly 

prepared and reassured by Dr Alinsod in 

the days leading up to it - plus I had taken 

valium! But further great things were about 

to happen: I was about to meet Dr Alinsod’s 

incredible team. Diane, Dr Alinsod’s office 

manager who conducted my initial intake 

was like mommy. She gave me the biggest 

hug when we met and could not have been 

more warm, welcoming and wonderful. She 

was with me from the moment I walked in, 

till after my operation when I walked out 

and was my mental strength throughout. 

Then I met Maria, Dr Alinsod’s operating 

room nurse. If I could kidnap Maria and 

bring her to live with me, I would. She is 

like your fairy godmother. When you meet 

her, you will know what I mean. She literally 

held my hand throughout the entire time I 

was there, from when I was given my meds, 

to when I was in surgery, to walking me 

back to the post operative room – she was 

right by my side the whole time, letting 

me know she wasn’t going anywhere and 

that it was going to be over before I knew 

it (she was right!). Then there is Tasha, 

another of Dr Alinsod’s nurses. Tasha is like 

the amazing, cool, big sister you always 

wanted. I can’t gush enough about her. 

Tasha’s best quality is her ability to reassure 

you that no question you ask her is too big, 

small or ridiculous. As with everyone else, 

of course, she really knows her stuff and 

trust me, I had some ridiculous questions 

to ask her about what looked normal and 

what didn’t in the days after my op and 

she was always available immediately or as 

close to immediately with the right answer 

every time. (Tasha – thank you again). Of 

course, Dr Alinso d is always available too 

and is incredible at getting back to you in 

his warm manner, if you need to speak to 

him specifically. 

As for the operation itself, even though it 

is elective surgery, nothing really prepares 

you for facing the operating room. I had 

been planning this day for literally years 

and when the day comes, it does feel a 

little surreal. I’ll be honest: the concept of 

‘pain’ was my biggest worry! As it turned 

out, I needn’t have bothered spending time 

thinking about that. Dr Alinsod, Diane, 

Maria and Tasha fully prepare you ahead 

of time. I had a mix of valium for anxiety, 

and rubbed topical numbing cream down 

below to help with the injections of local 

anesthetic. Thus, when the operation 

started, I felt barely a pinprick in that area. 

I will say I have quite a high pain tolerance 

and in my case, didn’t want or need any 

narcotic pills, but that is an option for 

people. I had a combination of labiaplasty 

and hood reduction and honestly, did not 

feel a thing. I remember feeling a little 

woozy from the valium but spent my whole 

time in the operating chair chatting away to 

Maria and Dr Alinsod and watching CNN! 

It’s pretty hilarious talking with Dr Alinsod 

because you forget he is actually this 

world class surgeon and expert who trains 

hundreds of doctors around the world. He 
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was so down to earth, genuine and funny 

the whole time and barely an hour later, 

the whole thing was all over. 

LADIES, NOTHING PREPARES YOU FOR THE 

HIGH OF LOOKING IN THE MIRROR AFTER 

THE EVENT. In my case, the transformation 

was incredible. Dr Alinsod takes before 

and after pictures of his work (focusing 

SOLELY on the vaginal area) which I signed 

a consent to and it goes without saying 

that privacy is of the utmost importance to 

the team, so I was not therefore worried 

in the slightest. Within 30 minutes of my 

operation, after saying my goodbyes, I was 

back in my hotel room admiring the new 

‘me’ until I fell asleep. I had no bleeding, 

some very minor spotting the following 

morning but most surprising of all, no pain, 

which, I’ll be honest was weird because 

you think ‘cuts’, stitches’, ‘trauma’, ‘how 

am I going to pee’ etc etc: I can’t explain 

it but the methodology used is so precise 

that healing begins immediately and 

you genuinely feel very little discomfort. 

The only ‘irritation’ I had over the next 

few weeks was quite bad itching due to 

the stitches dissolving (Dr Alinsod uses 

dissolvable stitches as oppose to ones 

that need removing – trust me that’s 

preferable!). The itching IS uncomfortable, I 

can’t lie but again, it’s not ‘painful’, merely, 

annoying. But it’s nothing that Dermablast 

from Rite Aid can’t solve, though. 

With this type of operation too, Dr Alinsod 

and his team give you very detailed 

‘aftercare’ notes so you know exactly what 

to do in the ensuing weeks, how to wash 

the area, what to avoid etc etc. They also 

can’t reassure and advise you enough that 

if you are experiencing any issues (which 

you won’t be) to CALL them immediately. 

Dr Alinsod can always be paged and will 

always make himself available to you as 

soon as he can. You will also have a 2 week 

follow up with him which is reassuring 

to know and I guarantee he will say to 

you (as he did to me) ‘the area is healing 

incredibly’. I think in total, I had four days 

off work which I spent lying down in bed, 

and then the next few weeks taking it 

very easy. It was a tiny sacrifice to make all 

things considered. 

I’m a changed woman thanks to this 

operation. The difference that it’s made 

to my life is unquantifiable. What was 

the icing on the cake was having one of 

the world’s top doctors in this field as 

my surgeon. And not only that, but Dr 

Alinsod and his team truly made me feel 

like family. I cannot recommend South 

Coast Urogynecology enough. My heartfelt 

wishes to the fantastic team. Yours, 

Ecstatic, in Los Angeles

LOOK NO FURTHER, DR. ALINSOD IS  AN 

ANGEL! Before I found Dr. Alinsod I was 

living in a shell of self consciousness and 

pity. For years after a certain event at a 

young age, I couldn’t get the idea out of 

my head that there must be a solution 

to my insecurities. After a couple years, 

I discovered certain doctors advertising 

for the procedures but after consulting 

with them, did not feel confident about 

the surgeries. Whether it be for lack of 

information received or an apparent 

disregard for my concerns and preferences, 

I did not feel it was worth it to take a 

chance of going from bad to worse. 

Finally after I had almost given up I found 

Dr. Alinsod while aimlessly browsing the 

internet. I immediately had a good feeling 

after reading reviews and decided to call. 

The service on the call was wonderful, 

although he is always booked he was often 

willing to make it work before or after 

normal hours. After I met with him though, 

I was ECSTATIC! (NO JOKE, ALL MONTH 

I HAD A SMILE ON MY FACE. NOTHING 

COULD GET ME DOWN!) and that was only 

the consultation. All of my insecurities or 

negative thoughts seemed to float away 

when I met with Dr. Alinsod. He took his 

time and explained everything, answered 

all of my questions, and even gave me 

suggestions from low to high pricing scales 

when I asked!!! The nurses are a huge 

part of the positive energy that is always 

flowing. They provide first class service by 

always anticipating personal needs and 

providing empathetic, efficient service. 

Most of all they all have great humor. Now 

having completed and healed from my 

surgery I am still in heaven. I am extremely 

confident in myself. My new confidence 

seems to find me time to have fun instead 

staying in and wallowing. Funny how that 

works. I can also say that I have witnessed 

Dr. Alinsod teaching other experienced 

surgeons, but honestly, they have a lot to 

learn to get near his talent and amazing 

personality!!!!! I believe IT WOULD BE A 

MISTAKE TO GO ANYWHERE ELSE. Ecstatic 

in SoI

WHEN CONSIDERING SURGERY, HANDS-

DOWN WITHOUT A DOUBT, YOU CAN 

TRUST DR. ALINSOD. TO SAY HE’S A 

PROFESSIONAL AND A MASTER IN THIS FIELD 

IS AN UNDERSTATEMENT. I never dreamed 

outstanding results were possible for me. I 

am thrilled and relieved. My problem was I 

felt “that part” of my body never matched 

the rest of me, it looked 15 years older. 

Being in the entertainment industry, often 

times I have to change in front of people or 

wear minimal clothing, and I don’t fear or 

dread those moments anymore. I’m happier 

overall, more confident, and completely 

comfortable in my own skin. My only 

regret is not finding Dr. Alinsod 10 years 

ago before my original surgery. --Happy in 

California

I TRULY CANNOT TELL YOU HOW GRATEFUL I 

AM FOR THIS ENTIRE EXPERIENCE. Your work 

is impeccable. I’m so happy that you chose 

to do this, and to share it!! And its been 

a pleasure visiting with you and the staff! 

Thank you thank you thank you!!! Have a 

great weekend!!! --Grateful in Southern 

California

I AM ORIGINALLY FROM THE MIDDLE EAST 

AND IN MY MID-TWENTIES. After my child 

was born, some things just weren’t the 

same (ladies you know what I mean!). 

But of all the changes my body was going 

through, this was one that I couldn’t 
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stand. I eventually got the guts to say 

enough, and do something about 

it (after trying a billion Kegels with 

no results!) I had a consultation 

with Dr. Alinsod and shortly after I 

decided to go with the vaginoplasty, 

and perineoplasty. The first week 

after the procedure was tough, but 

then it just healed nicely and really 

changed my life! My partner feels a 

great difference and the procedure 

was definitely worth it for the both 

of us. Dr. Alinsod is very professional 

and experienced and really did a 

wonderful job making me feel more 

like my pre-baby self again! --EM, 

from Cairo

Patient Testimonial: 

FOR YEARS I KNEW I WASN’T THE SAME AS 

BEFORE I HAD MY CHILDREN. BUT I THOUGHT IT 

WAS SOMETHING THAT ALL WOMEN FACED. My 

husband always said I was just fine, but I just 

felt too “loose”. My husband and I have alot of 

fun years ahead of us and I knew I wanted to do 

something. I started to research Vaginalplasty and 

all the different Physicians andw clinics in the U.S. 

But when I spoke to to Dr. Alinsod for the first 

time I felt very sure I was making the right choice. 

The day I was scheduled for surgery, his office 

staff did everything they could to make me feel 

comfortable, and Dr. Alinsod made sure that all 

my questions were answered which totally put me 

at ease. 6 weeks after the surgery, I can’t believe 

how great I feel and how my husband is more 

than ecstatic. Our sex life is great, and the only 

regret I haveis that I didn’t do this sooner. Thank 

you Dr. Alinsod! -- ML

Outcome: Patient resumed a normal 

and active lifestyle both professionally 

and personally. She was able to resume 

intimate relationships about three months 

after surgery. She felt more friction during 

intercourse and had a satisfying sex life. 

Before 
Labiaplasty/
Vaginoplasty

 Immediately 
After Surgery 

6-8 Weeks 
After Surgery

Patient History: This pleasant lady was in 

her late 30s, had completed her childbearing, 

and wanted to renew her intimate relationship 

with her husband. She did not like the uneven 

appearance of her labia and the laxity of 

her vaginal canal. She underwent an in-

office labia minora plasty, vaginoplasty, and 

perineoplasty under local anesthesia and 

without an IV. 
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HI DR. ALINSOD! I HAVE BEEN MEANING TO 

SEND YOU THIS LETTER AND I AM SORRY THAT 

IT HAS TAKEN ME SO LONG TO WRITE THIS! 

I guess I have been so busy getting on 

with life and so thrilled with the results, 

that I no longer think about it on a daily 

basis! I just want to say thank you so 

much for everything you and your staff 

have done for me! The entire experience 

from start to finish was excellent! It far 

exceeded my expectations!!:) Even 

though I was coming to Laguna Beach 

to have surgery, this was one of the best 

experiences of my life. Both Diane and 

Laureen were very helpful to me over 

the phone with any questions that I had, 

including helping me find a wonderful 

place to stay post-op. I could not have 

been any more comfortable there and I 

honestly cannot remember a time that I 

felt more at peace during my stay. Also, 

Maria and Marisol helped me feel very 

comfortable from start to finish with the 

entire surgical procedure. Maria is one 

of the most caring people I have ever 

met. She treated me like a princess and 

made me feel so special while I was in 

her care. I will remember her forever! 

Thank you Dr. Alinsod for caring about 

me and my outcome so much! In my 

opinion it is a rare find to discover such 

a Dr. like yourself that cares more about 

the final result than the financial gain. 

You have truly changed my life and I 

am grateful now and forever with any 

personal relationships that I have, for 

I now feel more confident than ever 

before! I no longer hold back because 

of those previous insecurities! :) Thank 

you again to you and your staff, you 

guys truly made a huge difference in 

my life! I cannot express my gratitude 

enough! I hope that I can come back 

in the future and visit such a beautiful 

place!! THANK YOU. --A grateful and 

changed woman 

TESTIMONIAL FOR DR. ALINSOD FROM A 

HAPPY EUROPEAN PATIENT. After having 

botched labiaplasty surgery in Eastern 

Europe, from a supposed expert, I 

began contacting several American 

revision specialists as no one in Europe 

specializes in labia revisions. After 

consulting with several renowned and 

world famous surgeons, I decided on 

Dr. Alinsod who immediately made me 

feel comfortable and confident that he 

was the right surgeon. His extensive 

revision and reconstructive surgical 

experience convinced me to choose 

him and I’m so happy I did. Unlike my 

original surgeon, who had very very few 

photographs of their work, Dr. Alinsod 

provided me with dozens and dozens 

of patient photos of his actual patients. 

His website had amazing details. The 

radiosurgery revisions he performed 

were several levels above what other 

surgeons could achieve. Plus he 

invented those techniques himself. So 

I flew out to Laguna Beach, California. 

I wish I had seen Dr. Alinsod for my 

original labiaplasty. I found Dr. Alinsod’s 

bedside manner and personality 

engaging and professional. I felt very 

well-informed about all my choices, 

options on different appearances my 

surgery could achieve, and on how to 

care for myself after surgery. Dr. Alinsod 

takes all the time you need to discuss the 

procedure and answers any questions 

you might have. He’s patient and 

walked me through every step of the 

process. I found that very comforting. 

He provided me with 24-hour email, 

Skype, and phone access and answered 

all my questions so rapidly. 

My experience with Dr. Alinsod and his 

staff was absolutely wonderful. Not 

only is Dr. Alinsod incredibly talented; 

he’s the nicest, most caring surgeon 

I have ever met. He was very easy to 

talk to and non-judgmental at all. His 

staff was extremely friendly and helpful, 

especially Maria who made me feel 

comfortable and safe throughout the 

entire process. She always held my hand 

with empathy. I felt very well taken care 

of. After surgery I was able to enjoy 

the warmth and beauty of Southern 

California.After returning home I’ve 

kept in contact with Dr. Alinsod via 

e-mail, sending him updates on my 

healing process. He kept a close eye 

on my healing progress. Whenever I 

have had any worries, he always puts 

me at ease and I find it very reassuring 

that he still cares about my well being 

even though I’m in another continent. 

Now I understand why patients from 

all parts of the world travel to Laguna 

Beach to see Dr. Alinsod.Needless to 

say, I’m very happy with the results! 

I’m so grateful I found Dr. Alinsod and 

can’t speak highly enough of him and 

his staff. It was beyond worth it to fly 

overseas to see Dr. Alinsod and I would 

highly recommend him to anyone 

who is interested in having labiaplasty 

or aesthetic gynecologic surgery. 

From Eastern Europe with thanks, - 

Anonymous 

MY EXPERIENCE AT YOUR OFFICE WAS 

ABSOLUTELY AMAZING. I have never felt 

so welcomed at an office. And when I say 

that, I don’t just mean welcomed by you, 

I mean by you and your ENTIRE STAFF. 

Everyone at your office is amazing, and 

incredibly comforting. You weren’t the 

first doctor I considered, but you were 

the last. I knew the moment I walked in, 

saw your results, and received the warm 

welcome you and your staff gave me. 

Everyone treated me as if I were their own 

daughter going into surgery. My mom was 

with me, and to be honest, I though I was 

blessed to have her there, she didn’t need 
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to be. Thats how truly great everyone made me 

feel.I cried after the surgery, I cried tears of joy due 

to my amazing results. I was so uncomfortable, 

for so many years. I don’t mean to sound vain, 

but I was afraid to do anything sexually, I was 

embarrassed, I was uncomfortable, and 10 months 

after the surgery, I can tell you I feel GREAT. The 

results are remarkable. Especially considering the 

little time frame I experienced some pain and 

discomfort. After a month I was pretty much 

completely back to normal in every way. And after 

3 months, I was back in the gym, had a boyfriend 

(which I was afraid to have prior to the surgery), 

and CONFIDENT.  I never, ever, in my life thought 

I would be confident enough to have sex. My life 

changed after this surgery, for the better. I was so 

afraid to move forward in life and nearly haunted 

by my outer lips. I know it sounds dumb but what 

can I do? It’s how I feel. There’s nothing I can do 

about how I genuinely feel and have felt since i 

was about 13. I am 21 and was 21 going into the 

surgery. I was terrified. But EVERYTHING went 

great. Like I said, I was thoroughly taken care of by 

you and your staff before and after the surgery. If 

results aren’t exactly what you want them to be, 

post op, you will help to get us there. It’s not an 

easy surgery, and nothing will ever be perfect, but 

your team will not stop until I am happy.

I can’t thank the office and you, Dr. Alinsod, 

enough for what you’ve done for me. I am so 

fortunate to have had a great experience and 

I wouldn’t recommend another surgeon to do 

my labial surgery anywhere else. I If I lived far I 

would fly to Los Angeles to get it done with you if 

necessary. You are the best. Your staff is the best. 

Like any surgery, this is a serious one and not to 

be messed with. Nobody should walk into any 

office and rush into it. I don’t want to mention 

any names but I did sit down with a big Beverly 

Hills doctor prior to meeting you and I’ll tell ya, I 

left hysterical and in tears. The meeting made me 

extremely uncomfortable. I felt like the staff and 

the doctor didn’t give 2 craps about who I was, 

the meeting was the least bit personable, and I 

was just another young girl getting vagina surgery 

done. That’s honestly how I felt. I was devastated! 

Here I was, at the so called best office in LA, and 

I had a gut feeling something was off. I did my 

research and met with you and was immediately 

comfortable. I drove from LA to Laguna Beach 

to meet with you, and eventually get my surgery 

done, and boy, it was worth it. I want to thank 

you, Dr. Alinsod, and your staff because they are 

truly amazing. This isn’t an easy process, but 3 

months down the road, my life has changed for 

the better. I am not encouraging surgery but if it’s 

something other women must do, as I have done, 

I am encouraging all to go to you, Dr. Alinsod. 

Go ahead and let others read this heart felt letter. 

Sincerely, anonymous and grateful
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Patient Testimonial: 

For years I knew I wasn’t the same as before 
I had my children. But I thought it was 
something that all women faced. My husband 
always said I was just fine, but I just felt too 
“loose”. My husband and I have alot of fun 
years ahead of us and I knew I wanted to do 
something. I started to research Vaginalplasty 
and all the different Physicians andw clinics in 
the U.S. But when I spoke to to Dr. Alinsod for 
the first time I felt very sure I was making the 
right choice. 

The day I was scheduled for surgery, his office 
staff did everything they could to make me 
feel comfortable, and Dr. Alinsod made sure 
that all my questions were answered which 
totally put me at ease. 6 weeks after the 
surgery, I can’t believe how great I feel and 
how my husband is more than ecstatic. Our 
sex life is great, and the only regret I haveis 
that I didn’t do this sooner. 
Thank you Dr. Alinsod! -- ML
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MTVR LVR AND DLV

Years Of Experience 20+ Highly Variable

International Training Program Yes Yes

Advanced Pelvic Reconstruction Yes Not Available In Most

Ellman Radiosurgery Yes No

Cool Tip Yes No

Laser Skin Resurfacing Yes Not Available In Most

IR and RF Skin Tightening Yes Not Available In Most

IPL Fotofacials and Hair Reduction Available Not Available In Most

980 Diode Laser No Yes

Hot Tip No Yes

Lateral Heat Damage Microns Milllimeters

Tissue Damage Minimal 2nd Degree Burns

Surgical Location Office In Most Surgery Center/O.R.

Surgical Suite Fee Included Additional Fee

Anesthesiology Fee Included Additional Fee

Airline Ticket Refund One Way Only Up To $200 Not Available In Most

Average Savings $2,500 And Up -----

Anesthesia Topical / Local General in Most

Awake Yes No

Need For I.V. No Yes

Post Op Recovery 15 Minutes 1-2 Hours

Post Op Pain For The First 8 Hours Minimal To None Mild To Moderate

Post Op Pain For The First Two Weeks Mild To Moderatel Mild To Moderate

Full Recovery Six Weeks Six Weeks

Beach Resorts Laguna Beach Area Not Available In Most

Five-Star Resort St. Regis Not Available In Most

Airport Service Taxi or Limo -----

Concierge Service Available Not Available In Most

Outstanding surgeons who are leaders in their fields come 
to train with Dr. Alinsod every month. The Alinsod Institute 
for Aesthetic Vaginal Surgery, a division of South Coast 
Urogynecology, has twin goals of excellence in surgical repairs 
and excellence in surgical training of doctors. This free flow of 
ideas generates innovation and cutting edge care. 
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JULY 2015
Best Feminine Rejuvenation, The Aesthetic Show, Las Vegas, NV

APRIL 2016
Award of Innovations in Cosmetic Gynecology, 

FEB 2017
Outstanding Contributions to Cosmetic Surgery 2017, 
International Society of Cosmetogynecology, San Diego, CA
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MAY 2017
Award of Lifetime Contribution in Cosmetic Gynecology, European Society of Aesthetic Gynecology, Madrid, Spain
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Contact Us  
Practice info found in http://www.urogyn.org/office.html

Red M. Alinsod, M.D., FACOG, FACS, ACGE 
South Coast Urogynecology, Inc. 
Alinsod Institute for 
Aesthetic Vaginal Surgery 
31852 Coast Highway, Suite 200
Laguna Beach, CA 92651

Dr. Alinsod’s Collegues
Burbank Medical Plaza
191 S. Buena Vista, Ste. 375A
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EXHIBIT 1 



From: George Chambers
To: Mercedes Fuentes
Cc: Brandee Mooneyhan; Donald K. White; NM G
Subject: Re: George P. Chambers, Jr., M.D., Case No. 22-27891-1 - Motion to Protect Patient Likenesses
Date: Monday, April 10, 2023 5:05:08 PM
Attachments: image001.png

WARNING - This email originated from outside the State of Nevada. Exercise caution when
opening attachments or clicking links, especially from unknown senders.

Good afternoon,

Ms. Ghusn, as this motion to protect patient likenesses appears to be the same one filed on
01/05/2023, I would like the opposition motion previously submitted by Maria Nutile, Esq and
Bridget Kelly, Esq to stand.  I’m not sure of the precise legal terminology, but I would like to
use it to oppose this current motion.

Thank you.

- George P. Chambers, Jr., MD, FACOG 

On Mon, Apr 10, 2023 at 14:32 Mercedes Fuentes <fuentesm@medboard.nv.gov> wrote:

Good Afternoon All,

 

Please see the attached Motion to Protect Patient Likenesses filed April 10, 2023. Please
let me know if you would like paper copies mailed to you.

 

Respectfully,

 

Mercedes Fuentes

Legal Assistant to:

Sarah A. Bradley, J.D., MBA, Deputy Executive Director

Brandee Mooneyhan, Deputy General Counsel

William P. Shogren, Deputy General Counsel

NEVADA STATE BOARD OF MEDICAL EXAMINERS

9600 Gateway Drive, Reno, NV 89521

mailto:drcobg@gmail.com
mailto:fuentesm@medboard.nv.gov
mailto:mooneyhanb@medboard.nv.gov
mailto:dwhite@medboard.nv.gov
mailto:nmg416@gmail.com
mailto:fuentesm@medboard.nv.gov
https://www.google.com/maps/search/9600+Gateway+Drive,+Reno,+NV+89521?entry=gmail&source=g






Tel:  (775) 324-9380

Fax: (775) 688-2321

fuentesm@medboard.nv.gov

 

 

*CONFIDENTIALITY NOTICE: The contents of this email message and any attachments
are intended solely for the addressee(s)and may contain confidential and/or privileged
information and may be legally  protected from disclosure. If you are not the intended
recipient of this message or their agent, or if this message has been addressed to you in
error, please immediately alert the sender by reply email and then

delete this message and any attachments. If you are not the intended recipient, you are
hereby notified that any use, dissemination, copying, or storage of this message or its
attachments is strictly prohibited.

 

-- 
Cheers,

George P. Chambers, Jr., M.D., FACOG
Office Phone: (702) 463-0800
Office Fax: (702) 463-0801
Office Website: www.chambersobgynlv.com

mailto:fuentesm@medboard.nv.gov
https://linkprotect.cudasvc.com/url?a=http%3a%2f%2fwww.chambersobgynlv.com%2f&c=E,1,Ri7ruIhvrS-QKUbqIM2Ki6AAf7_WV8FNoBhajl1sCnsnQp0DiphxDdbFigQ9R6LYA92Q0DSYf9U4evFvg0ULec_9wi1kJ97JHFQgRLT2RJ3sFqhD&typo=1
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