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On September 20, 2007, a 32-year-old mother underwent 
a liposuction procedure at an outpatient clinic in Toronto, 
Canada. Shortly after the procedure, her blood pressure 

dropped, and she was lying listless in the recovery room. No one called 
911 for an hour and 15 minutes. Then, she was transferred to a nearby 
hospital, where she died (Cribb, 2007a, 2007b).

The owner and operator of the outpatient clinic was Dr. 
Y. Though initially trained as a family physician, Dr. Y started 
incorporating liposuction and breast augmentation surgeries into 
her practice. In May 2007, she began performing these proce-
dures exclusively. 

Complaint and Screening Committee
The family of the woman who died filed a complaint with the College of 
Physicians and Surgeons of Ontario (CPSO), the regulatory agency for 
the practice of medicine in the province. 

In Ontario, when regulatory agencies such as the CPSO 
receive complaints about their members, a screening committee 
decides whether or not to authorize an investigation. If one is 
authorized, the investigator reports to the screening committee, 
which determines whether the case should be sent to the dis-
cipline committee for a hearing (Health Professions Procedural 
Code, 1991, ss. 10, 25, 26, 38, 75, and 79).

In Dr. Y’s case, the investigator, who was a plastic surgeon, 
selected 40 random files from the clinic and attempted to inter-
view Dr. Y and her staff. However, Dr. Y refused to answer the 
investigator’s questions or to allow the nurses who worked the 
day of the patient’s death to be interviewed. These nurses were 
also prosecuted (See Table 1). The CPSO then obtained an order 
from the civil court requiring Dr. Y and her staff to participate 
in the investigation. 

The investigator catalogued problems with Dr. Y’s preop-
erative and postoperative procedures. For example, the American 

Society of Cosmetic Surgeons recommends that only 5 liters of 
fat be removed during a liposuction procedure. However, in 
7 of the 29 liposuction cases the investigator reviewed, Dr. Y 
removed more than 5 liters of fat. In one case, she removed 7 
liters of fat and discharged the patient soon after surgery, allow-
ing her to leave alone in a taxi.

In April 2009, the CPSO’s screening committee sent the 
case to the discipline committee for a hearing.

Challenge to Interim Restrictions
Before a hearing could take place, the CPSO imposed interim 
restrictions on Dr. Y’s license. She was no longer allowed to per-
form surgeries, although Dr. Y was allowed to assist if she did so 
in a hospital setting. She was also prohibited from providing any 
preoperative or postoperative care to surgical patients.

Dr. Y challenged the restrictions in civil court, claiming that the 
CPSO’s decision was unreasonable. She argued that other less-restric-
tive orders were available. She also claimed that there was a reasonable 
apprehension of bias by the CPSO and its investigator, suggesting that 
the restrictions were part of a larger attempt by Ontario surgeons to pre-
vent family doctors from performing lucrative cosmetic procedures.

In June 2009, the court rejected her claims (Yazdanfar v. 
College of Physicians and Surgeons of Ontario [2009] O.J. No. 2478).

Attempt to Use Confidential Information
In October 2009, Dr. Y brought an interim motion before the CPSO’s 
discipline committee, asking for permission to rely on evidence obtained as 
part of the CPSO’s quality assurance (QA) program.

In Ontario, health regulators must have a QA committee 
and program (Health Professions Procedural Code, 1991, ss. 10 
and 80). The QA process was developed as a way to improve 
patient care and safety in a nonpunitive way. The process encour-
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ages health care professionals to openly discuss quality issues 
with their peers and make improvements to their practices 
(Health Professions Procedural Code, 1991, s. 80.1; Steinecke, 
2014, 9:10). The QA program typically involves a requirement 
for mandatory ongoing professional development (such as course-
work), and random peer and practice assessments to determine 
whether there are any gaps in a health practitioner’s practice. 
With few exceptions, information obtained as part of a QA 
process cannot be used in a court or regulatory proceeding, so 
practitioners can discuss issues without fear that the information 
may be used against them (Health Professions Procedural Code, 
1991, s. 83.1; Steinecke, 2014, 9:50). 

Seven years earlier, in 2002, Dr. Y underwent peer and 
practice assessment arranged by the CPSO’s QA committee. The 
committee did so upon learning that Dr. Y had been performing 
liposuction procedures. After completing the QA process, Dr. Y 
was permitted to continue performing cosmetic surgery. Dr. Y 
wanted to rely on this approval in her 2009 disciplinary hearing. 

Based on the law, the discipline committee would not 
allow her to do so (Yazdanfar (Re), [2009] O.C.P.S.D. No. 32).

Challenge to the Constitutionality of a 
Regulation
In Ontario, physicians cannot advertise using “false, misleading 
or deceptive” information. They also cannot use patient testi-

monials or any “comparative or superlative statements” in their 
advertisements (Ontario Regulation 114/94, 1991, s. 6). 

One of the allegations against Dr. Y was that she engaged 
in professional misconduct by virtue of the advertisements on 
her clinic’s website. These advertisements included misleading 
patient testimonials and the use of excessive praise. In one tes-
timonial, a patient called Dr. Y “the best doctor.” In another, 
a patient said she would not want “anyone else to touch her.” 
Other patients talked about the success of their tummy tucks 
and labioplasties, even though Dr. Y did not perform these pro-
cedures. 

In April 2010, Dr. Y brought another motion before the CPSO’s 
discipline committee, challenging the constitutionality of the CPSO’s 
advertising regulation. She claimed that it unjustifiably infringed on 
her right to freedom of expression under Canada’s Constitution.

Dr. Y failed on this motion as well. In its decision, the 
CPSO stated that “advertising by way of testimonials and super-
latives is not what the public has come to expect of the medi-
cal profession, and in this context does not foster good decision 
making by patients” (Yazdanfar (Re), [2011] O.C.P.S.D. No. 9, 
para. 48).

Discipline Hearing and Findings
In July 2009, almost 2 years after the death of the young mother, 
Dr. Y’s discipline hearing started. Over the course of 68 days, 
the CPSO’s discipline committee heard from more than 50 wit-

TABLE 1

Discipline and Sanctions for Clinic RPN and RN 

A registered practical nurse (RPN) and a registered nurse (RN) who worked at Dr. Y’s clinic were prosecuted by their regulator, 
the College of Nurses of Ontario (CNO) for their role in this case. The CNO's discipline committee found the two nurses guilty 
for breaching the standards of practice of the profession with respect to their assessment, care, and documentation of a rapidly 
deteriorating patient; failing to keep records; and engaging in conduct that was disgraceful, dishonorable, or unprofessional. 

The RPN was the circulating nurse and responsible for obtaining supplies for the clinic’s operating room. She also assisted in 
handing instruments to those scrubbed for surgery, bringing patients into the recovery room and, on occasion, caring for pa-
tients. The RPN admitted that she did not have the knowledge, skill, or judgment to care for patients after surgery. At the time, 
however, she failed to realize this. The RPN also acknowledged that she never took steps to determine whether it was appropri-
ate to provide nursing care at the clinic and, in addition, that she failed to keep records or recognize that the patient who died 
needed emergency care. 

The RN was the recovery room nurse. She was responsible for assisting in the operating room and providing care to patients af-
ter they had surgery. The RN admitted that the patient was too unstable to be managed at that clinic. The RN also acknowledged 
that she failed to maintain the standards of practice and that, by not seeking emergency care, she acted unprofessionally. 

Both nurses’ certificates of registration were suspended for 3 to 5 months, and they were required to take remedial steps be-
fore they could return to nursing. The remediation included reviewing professional standards, completing online learning and 
reflective exercises, and meeting with a nursing expert to discuss their poor conduct and develop strategies to better equip 
them to handle emergency situations. Moreover, for the next 12 to 18 months, the nurses had to notify their employers of the 
regulator’s findings about their misconduct. 

For the RN, she had to complete a course in ethics. For the RPN, the sanctions went further. She had to complete a course 
about staying within her scope of practice, and she was restricted from providing nursing care to patients in the immediate 
postoperative period or in other circumstances in which patients’ needs were complex and unpredictable. 

Source: College of Nurses of Ontario v. Alleyne, 2012 CanLII 100089; College of Nurses of Ontario v. Sircar, 2011 CanLII 99874.
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nesses and reviewed 211 exhibits. Several witnesses, including 
the investigator, were experts. 

Finally, in May 2011, the committee released a 210-page 
decision along with its decisions on the preliminary motions 
regarding the admissibility of the QA evidence and the consti-
tutionality of the advertising regulation (Yazdanfar (Re), [2011] 
O.C.P.S.D. No. 23).

The discipline committee found Dr. Y guilty of profes-
sional misconduct. The findings included the following:
⦁	 Dr. Y failed to maintain the standards of the profession in her 

performance of liposuction.
⦁	 Dr. Y’s postoperative care and treatment were inadequate as 

were her informed consent procedures.
⦁	 Dr. Y contravened the advertising regulation through the use 

of testimonials and superlative statements on her website.
⦁	 Dr. Y engaged in disgraceful, dishonorable, and unprofes-

sional conduct in her treatment of and behavior toward her 
patients and knowingly breached the standards of practice in 
liposuction procedures.

⦁	 Dr. Y was incompetent.
The discipline committee noted that Dr. Y had failed to 

meaningfully review her liposuction techniques after the death 
of her patient and that she had denied responsibility for the inci-
dent. The discipline committee observed that Dr. Y displayed 
“an unjustifiable overconfidence.” She refused to admit any prob-
lems with the amount of fat she removed in liposuction proce-
dures, and she did not develop any insight into her deficiencies.

The CPSO’s prosecutors wanted the discipline committee 
to revoke Dr. Y’s license. Dr. Y wanted to continue to practice 
with the restrictions already in place. In December 2011, the 
discipline committee ordered a 2-year license suspension. After 
the suspension, Dr. Y’s practice would be limited indefinitely to 
that of a surgical assistant in a hospital setting with supervision 
by a physician approved by the CPSO. Dr. Y was also ordered 
to publish the restrictions to her practice in any advertisement 
of her clinic or any clinic she owned (Yazdanfar (Re), [2011] 
O.C.P.S.D. No. 37).

Appeal to Civil Court
Dr. Y appealed the decision to the civil courts (Yazdanfar v. The 
College of Physicians and Surgeons, 2013 ONSC 6420). She also 
sought to stay the penalty until her appeal could be heard. The courts 
refused both requests. On appeal, the court concluded that the discipline 
committee's decision was reasonable (Yazdanfar v. The College of 
Physicians and Surgeons of Ontario, 2012 ONSC 2422).

An interesting argument that Dr. Y made on appeal was 
that CPSO prosecutors should not be permitted to use her state-
ments to the investigator as evidence against her. According to 
her argument, being forced to testify against herself was unfair. 
However, the court stated that prosecutors can use anything 
practitioners say in any way they want to use it at a discipline 

hearing. As the court noted, “the right against self-incrimination 
has a much more limited application in the regulatory context” 
(Yazdanfar v. The College of Physicians and Surgeons, 2013 ONSC 
6420, para. 71). 

Six years after the young woman’s death, the legal proceed-
ings ended.

Conclusion 
This case has shaped the way regulators govern professionals in 
Ontario. As a result of this case, the statute governing this type 
of investigation was amended to clearly require all regulated 
health care professionals to cooperate in all kinds of investiga-
tions (Health Professions Procedural Code, 1991, s. 76). It is 
now clear that regulators in Ontario can require health practi-
tioners to answer questions and that those answers can be used 
against them in a regulatory discipline hearing. Further, the 
courts have upheld the CPSO’s advertising restrictions despite 
the constitutional right to freedom of expression. And when 
family physicians and nurses are questioned by a regulator, they 
must cooperate. 

Another important feature of the case was the CPSO’s use 
of a physician as an investigator. Dr. Y had argued that the disci-
pline committee placed undue weight on the investigator’s evi-
dence because he was a physician. This is why many regulators 
in Ontario avoid appointing practitioners as investigators. They 
have concerns that practitioners may overstep their role as objec-
tive fact-finders and provide their opinion on the quality of the 
practitioner’s care of patients. However, the court concluded that 
it was for the discipline committee to decide how much (if any) 
weight to place on the investigator’s evidence and pointed to 
the fact that it was the CPSO’s normal practice to use physicians 
as investigators. This case supports appointing practitioners (or 
other experts) as investigators, which can prove very useful for 
investigation of alleged breaches of the standards of practice of 
the profession.

Finally, as a result of this case the CPSO put in place an 
inspection program requiring clinics such as the one Dr. Y oper-
ated to pass an inspection. Even after the inspections take place, 
clinics must now immediately tell the CPSO if anything is out 
of the ordinary. These changes represent the positive outcomes 
of a long legal battle that began with the tragic death of a young 
mother.
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