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Introduction

The Scottish Government’s Scottish Cosmetic Interventions Expert Group was given a
remit to gather an outline of the current position in respect of the cosmetic interventions
sector in Scotland.

A review group in England, chaired by Sir Bruce Keogh, looked at the need for reviewing
regulation in the cosmetic interventions sector following the Poly Implant Prothese (PIP)
scandal which exposed lapses in product quality, after care and record keeping. The review
group’s recommendations were published in a report in April 2013 entitled Review of the
Regulations of Cosmetic Interventions.

The Scottish Cosmetic Interventions Expert Group was asked to analyse the
recommendations in the Keogh report to see if they could be applied and implemented in
Scotland. The expert group was also asked to produce recommendations based on its
findings and engage with all stakeholders throughout each stage of its work.

The expert group requested the support of the Scottish Health Council to engage with
members of the public and patients to gather views across Scotland on what type of service
the NHS should provide.

Process

During November 2014, the Scottish Health Council organised four focus groups — one
each in Edinburgh, Aberdeen, Inverness and Glasgow. They comprised two sessions for
the general public, one for older people, and one for people from ethnic minority
backgrounds. A total of 21 people took part representing older adults, general public from
an urban area, general public from a rural area, and a black and ethnic minority group.

Participants were recruited by the Scottish Health Council according to whether they had
experienced using cosmetic procedures and in the following categories: young male, young
female and mixed older adult. Members of the general public (who had no experience of
cosmetic intervention) and who represented a rural area, urban area and black and minority
ethnic group were also invited. Users of cosmetic procedures were also recruited through
existing engagement mechanisms (working groups). In addition, the Scottish Government
publicised the work through a variety of channels including colleges in Scotland and beauty
clinics.

The format for the focus groups was the same at each session where, following a brief
introduction from a member of the expert group, participants considered a standard set of
guestions covering themes of:

e general knowledge of cosmetic procedures
e expectation of regulation of cosmetic procedure, and
e perceptions of marketing and targeting.

The Scottish Health Council facilitated the discussion, recorded and reported feedback and
evaluated each session. The results of the evaluation are available from the Scottish Health
Council on request.
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Feedback

A summary of the feedback received from all groups is outlined below.
What cosmetic procedures are you aware of?

Across all focus groups, participants seemed to have a good general knowledge and
awareness of cosmetic interventions. They included procedures for, for example, breast
reduction and enlargement, dentistry, cosmetic surgery for fire and burn victims, nose
reconfiguration and rhinoplasty, liposuction, botox, tummy tucks, batwings, moles, penile
enlargement and bariatric surgery.

Some participants had learned about procedures through newspaper articles and social
media.

Those participants who had experienced interventions, emphasised the importance of
having the procedures explained to them by a practitioner; some had attended group
meetings to learn about what was involved. There was recognition that having the
procedures explained put patients at ease and this led to an increased confidence in their
practitioner.

Older people who took part took the view that the practitioner would not do something that
was not required and would take time to make sure everything was in order. One
participant said: “I was nervous initially but a full explanation of the procedure was given;
very explicit and with graphic explanation (work to be carried out demonstrated on picture
of face). If it had not felt comfortable | would not have gone through with the procedure.”

Additional comments included: “Anything that is done to the body needs to be explained in
detail and may take longer to explain from start to finish with someone with learning
disabilities.”

“When it comes to bariatric surgery it can be for a medical need but feel that Body Mass
Index (BMI) targets are not realistic for example someone may not reach weight limit but
still need surgery. BMI targets could actually encourage weight gain”.

What do you think are the benefits of cosmetic procedures? What are the risks?

The benefits which participants described from having a cosmetic intervention were
described as both medical and psychological. For example, one person in the older
peoples’ focus group had gone through a period of illness including cancer and the
cosmetic procedure had given them a boost. Other medical benefits included procedures
such as breast reduction which prevented one patient’s back pain. There was a view that
people with learning disabilities could be the subject of “bullying because of their
appearance” and, therefore, could have a further barrier to contend with before embarking
on any cosmetic procedure.

Other participants had had cosmetic procedures undertaken to enhance their appearance
for their particular line of work. They highlighted that “first impressions counted” and getting
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certain kinds of surgery could open up additional career opportunities. One participant
commented: “It makes you feel better, look better.”

To reduce risks with cosmetic interventions, participants suggested that patients should
have a psychological assessment before surgery or a prior assessment of their mental
health and wellbeing (and then assess the options available). Other risks identified included
contracting infections both during and after surgery and worries about the opinions of
others and society in general.

At the black and ethnic minority focus group, there was some discussion on bariatric
surgery through the NHS and the removal of excess skin which is usually not funded by the
health service for cosmetic purposes. One story relayed was about a person who had a
gastric band fitted and had so much excess skin that the person tripped and fell; the NHS
then had the cost of treating a broken leg and then removing excess skin. It was noted that
for the NHS to fit a gastric band took approximately one hour whereas removal of excess
skin could be more complex with the operation taking between one and two days.

Have you seen cosmetic procedures advertised? What did you think of the adverts?
(asking about perceptions of marketing and targets)

Most participants received information on cosmetic procedures via email, paper
supplements, magazines, social media or friends (one participant shared such an
advertisement).

At the black and ethnic minority focus group it was highlighted that advertising for cosmetic
procedures tended to use photographs of young attractive people; it was felt this could
“play on peoples’ insecurities”. It was also highlighted that it was normally women that
featured in advertising campaigns, rather than men.

Participants were aware of the challenges with promoting cosmetic interventions and
expressed the view that any “bad advertising” practice should be reported. They also felt
that it was important that practitioners who advertised and practiced highlighted their
professional qualifications (and that they should all have a medical background). Some
participants were of the view that beauticians should not be carrying out cosmetic
procedures.

One participant in the older peoples’ focus group commented that: “The first procedure was
carried out by a doctor, later ones by a prescribing nurse”. She said she had some qualms
about this initially but felt more reassured as the treatment progressed.

What did you think of the adverts? (asking about perceptions of marketing and
targets)

One participant felt particularly strongly about the way cosmetic interventions were
advertised:

“It is outrageous and very misleading. Most look like they are from the same mould,
airbrushed, men would see this and think it is normal and girls would look at this as what
they should look like.”
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Generally, others felt that advertising of cosmetic interventions could be very misleading
and that the full implications of procedures were never shown in advertising or marketing
with no scars or swelling shown in photographs.

What type(s) of regulation do you think are used for the cosmetic services in
Scotland ?

There was a general consensus across the focus groups that practitioners of cosmetic
interventions should be regulated.

“There needs to be some sort of body to monitor and check fithess to practice and give
protection for clients.”

Whilst it was recognised that doctors, nurses and clinicians would be subject to their own
professional bodies’ regulation, it was no surprise to participants to learn that there was no
legal requirement for qualifications to carry out cosmetic procedures.

Participants said they were of the view that professionals who carry out procedures should
have the necessary qualifications and advocated for a regulatory body covering cosmetic
interventions. There was also a perception that there would be less need for qualifications
in the private sector. Regardless of the sector, however, participants felt that there should
be substantial training for people who carried out such procedures.

When talking about premises where cosmetic interventions were performed and whether
they were regarded as of suitable quality, some participants agreed that it was a grey area
but felt it should be the surgeon’s responsibility to ensure the premises were suitable.

Some other comments highlighted concerns over the lack of regulation:

“You would like to think that if you had to deal with injections that you should have some
training/licence to practise.”

“Assume some establishments, for example beauticians, have no regulation at all, they are
not medical professionals, will not investigate the patients past medical history before
carrying out a procedure.”

“You would think drugs would be regulated but then you can buy things online these days,
so are they? If a consultant can hand out a private prescription, are the drugs being
prescribed regulated if this is not a NHS prescription/drug.”

There was also concern expressed regarding health and safety issues when procedures
were carried out by unregulated independent practitioners. One example at the black and
ethnic minority focus group was of someone who went for laser hair removal around their
eyes and the beautician who carried out the procedure placed the laser in her eye which
then caused permanent damage. Participants felt that there should be laws and regulation
in order to protect patient safety.

Also at the black and ethnic minority focus group there was discussion about current
arrangements which were in place whereby any doctor was able to perform cosmetic
procedures and that currently there were no regulations for clinics.
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What safeguards would you expect to be in place to protect customers receiving
cosmetic procedures?

Across all focus groups participants expected a high level of safety to protect those
receiving cosmetic procedures.

One participant was concerned that there seemed to be no route or mechanism for redress
for patients should something go wrong with the procedure, nor was there a responsibility
on the NHS to correct a procedure that ultimately required medical (NHS) intervention.

There was a view that there needed to be accountability on the part of the practitioner. For
example, if a procedure went wrong under the NHS it would be expected that the NHS
would meet the cost of “rectifying the mistake”. Participants were unsure about whether this
would be the case in the private sector.

“If something was to happen in a hospital then the hospital would be held responsible, they
have insurance for this, but other practices like beauticians may not.”

Participants also felt that any doctors or clinicians practicing cosmetic interventions in the
private sector should also work in the NHS and the same should apply to nurses and other
health professionals.

“Surgeons are licensed — they should be professional and make sure all is ok. Checks
should be made to make sure staff are qualified and whether the qualification is relevant in
this country.”

Participants felt that the same standards should apply equally to private practitioners as for
the NHS and that private practitioners should be required to be members of an appropriate
professional body for accountability purposes. One participant advocated that a second
opinion should always be sought before a cosmetic procedure was carried out and at the
black and ethnic minority focus group there was some discussion about who would decide
if treatment was classed as cosmetic or medical.

Participants also raised the issue about redress in instances when a procedure went wrong
and the fact that people could be put off from complaining about treatment. In a similar
context, it was noted that an increasing number of beauticians were taking out liability
insurance to cover any claims.

Although it was acknowledged that the NHS had a recognised complaints procedure,
participants generally felt that people did not know how to complain about cosmetic
interventions when they were conducted privately. Some participants mentioned that this
could be an even bigger problem for people whose first language was not English.

How would you know if the place where the cosmetic services happen is
trustworthy?

Most participants said that they had made a judgement on the reputation of services
generally through word of mouth and sharing experience with friends. Again, there was a
strong view about a role for a regulatory body to inspect clinics and ensure they were
meeting required standards. Some participants felt that any private clinic that did not
comply with necessary standards and inspections should be closed down.
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Some participants suggested that there should be a professional register so that customers
could check the credentials of private clinics and certificates, qualifications and
accreditation should clearly be on display at all premises.

It was felt that regular clients would have built up a relationship with clinic staff and have
confidence in the service, however online research could be made available, or accessible
leaflets and posters developed for those seeking more information.

Do you think the NHS should treat patients who are unhappy with the outcome of
their procedure?

There were strong views about whether or not the NHS should treat patients who were
unhappy with the outcome and/or appearance of their procedures:

“Absolutely not.”
“Yes but then seek the costs from where the original surgery took place.”
“Why should we pay for someone’s incompetence?”

At one focus group there was agreement that, in cases of medical emergency, the NHS
should treat the patient, however if the person was “unhappy” with the procedure any
supplementary work should not be met by the health service. Participants felt that the
exception to this could be for example in the case of poly implant prothese (PIP breast
implants) where procedures had subsequently “gone wrong” through technical failure of the
product.

Across the focus groups it was felt that there should be some regulation and indemnity in
place at practising clinics. Participants felt that there needed to be clear agreement
between the NHS and private sector on where responsibilities lie.

Participants discussed whether there was a need to introduce an age restriction on people
who were eligible for a cosmetic intervention. There were mixed views; some people felt
that older people could possibly be “manipulated into having unnecessary treatments” or
younger people may not be mature enough to make the right decisions. Others thought
each case should be viewed on an individual basis and on its merits.

Should there be limitations to NHS treatment? (for example need is medical rather
than cosmetic)

In terms of whether there should be any limitations on NHS treatment, participants were of
the view that, if it was a non emergency and non medical, the NHS should be not be
involved. There was also a view that, if a person was unhappy with the procedure and at
some stage required emergency treatment, there was merit in the NHS being able to
rectify both issues (for example, if one breast was smaller than other after surgery).
Another example was if someone had had a testicle removed (because of testicular cancer)
then the view was that they would automatically receive a prosthetic one.



4  Next steps

The feedback from the focus group discussions included in this report have been shared
with the Government’s Scottish Cosmetic Interventions Expert Group. The report will be
used to inform Scottish Government research and form part of an overall report which will
include recommendations for the future regulation of cosmetic interventions.
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¢ Q

National Local
office offices

The Scottish Health Council has a national office in Glasgow and a local office in each
NHS Board area. To find details of your nearest local office, visit our website at:
www.scottishhealthcouncil.org/contact/local_offices.aspx
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