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Visit the NCVMB website: http://www.ncvmb.org/

You may be inspected by
the DEA, NC DHHS,
and/or NC Department of
Radiation
th

Daylight Savings Time begins at 2 AM on Sunday, March 8

NCVMB FACEBOOK Page
https://www.facebook.com/NCVetMedicalBoard
The NCVMB Facebook page has a vast variety of information
available for veterinarians, technicians, and pet owners. Examples of
recent posting include the following topics:
•
•
•
•
•
•
•
•
•
•

Sago Palm Toxicosis in Dogs
Responsible Pet Ownership
Dealing with Unwanted Wildlife on Horse Properties
Vomiting and Diarrhea in a Lethargic Dog
Could your veterinary records get you in trouble?
Employee assistance programs
NCSU police horses celebrate retirement after years of service
Equine Digital Flexor Tendon Sheath Injuries
Prevent perioperative hypothermia
Caring for the Equine Colic Survivor

It has come to the attention of the
NCVMB that a number of
practices were recently inspected
by either the DEA, NC DHHS, or
the NC Department of Radiation.
These inspections are not linked
to the NCVMB and are an
independent function of these
agencies.
It is important for all veterinary
practices to be aware of the
requirements of these agencies.
Information can be found at the
following web sites:
DEA:
www.Deadiversion.usdoj.gov
NC Department of Radiation:
http://www.ncradiation.net/Xray/
documents/healartsprog.pdf
NC DHHS:
https://www.ncdhhs.gov/divisions
/mhddsas/ncdcu/nc-controlledsubstances-regulatory

Facility Inspection results will be available to the public on-line!
Starting July 1st, 2020, the most recent facility inspection results will be available on-line for the public to view. This
will allow the public to search and review information on the veterinary facilities to allow them to make an informed
decision on where to take their animals. This information is public record and has been available previously from the
NCVMB office.
The public will be able to see citations that occurred during the inspection and also when the deficiencies were
corrected. Only your hospital’s most recent inspection will be listed for review. Additional information will be
available in the June 2020 Regulatory Bulletin.

Dr. Kelly Jeffer is the new NCVMB Facility
Inspector for Eastern NC
Dr. Kelly Jeffer is a Louisiana native and graduated from LSU School of
Veterinary Medicine in 2001. She's lived and worked in several states across the
country including Illinois, Maine, California, and North Carolina.
Dr. Jeffer previously worked for the North Carolina Department of Agriculture as
the Public Health Liaison Veterinarian.
After living in NC for over 10 years, Kelly can't imagine a better place to call
home. She and her husband, Herman, love living in Durham with their 3 exuberant
boys and 3 energetic dogs.
In her free time, Kelly enjoys fishing with her boys on the Eno, reading, playing
tennis, writing stories, and volunteering at her sons' schools.
Dr. Jeffer will be replacing Dr. Marshall, who is retiring, as the inspector for the Eastern Counties in the State. Below
is the territory map for inspectors starting April 1st, 2020.

From Dr. Carl Williams, State Public Health Veterinarian
I am emailing on behalf of North Carolina Division of Public Health, the Minnesota Department of Health and the
National Association of State Public Health Veterinarians (NASPHV), which is working to revise the Compendium
of Veterinary Standard Precautions for Zoonotic Disease Prevention in Veterinary Personnel, 2015. Please share with
us your experience in using the existing document and your hopes for a revised version. In light of emerging
infectious disease concerns, including multidrug-resistant bacterial threats, it is important that the profession has
reliable guidance to address our current realities.

When Bonanza's producer, David Dortort and actor
Lorne Greene looked over a dozen animals in 1959,
they found the Buckskin horse, a superior animal, and
fell immediately in love with him. Lorne's horse, who
he named “Buck” was 12 years old, stood 15.1 hands
high and weighed 1,100 pounds.
When the series was cancelled in 1973 Lorne bought
the horse from the stable because he was fond of the
animal and was fearful something bad would happen to
him. That year, Lorne donated the horse to the Fran
Joswick Therapeutic Riding Center in San Juan
Capistrano, California, where he would spend the rest
of his life. The facility is for mentally and physically
challenged children and the children loved Buck. He
had many good years as a therapeutic riding horse until
his passing in 1992, at the ripe age of 45 years old.

Could your veterinary records get you in trouble?
Veterinary Practice News July 19, 2017

“Dr. Jake Peregrine1 wrote the following surgery report: “cherry eye removal; excessive bleeding;
Lasix/dex/pen/atropine.”
After the patient, a Cane Corso, died, the client filed a complaint. The board found that the medical records violated
its regulations on multiple counts, including lack of:
•
•
•
•
•
•
•
•
•
•
•

Documentation of the patient’s hospital care and treatment
Proper notes, written in a problem-oriented fashion (or other similar format), which would allow any vet to
follow their colleague’s thought process
Identification of the treating person after each chart entry
Date of each exam
Dosages of anesthesia and dispensed drugs
Written consent form
Discussion of benefits and complications of treatment
Documentation of anesthesia monitoring
Full physical exam prior to anesthesia
Offer to perform pre-anesthesia blood work
IV fluids during anesthesia

Our colleague may have argued that he did perform a physical exam, that the patient was monitored and that he did
receive IV fluids.
Sadly, that’s irrelevant to this (true) story. In the legal world, “If it’s not written, it didn’t happen.” In addition, the
fact that he performed the surgery in the back of a pickup truck in 90-degree heat did not help his cause.
In the end, Dr. Peregrine was found guilty of incompetence, gross negligence and malpractice[1]. His medical
records were deemed “deplorable,” and the board mandated him to:
•
•
•
•

Take a comprehensive course in veterinary medical records
Complete eight hours of CE in anesthesia
Pay a penalty of $21,200
Undergo a six-month license suspension

Think Again
Think this could never happen to you? Have you ever written “routine spay” or “standard closure” or “usual
protocol” in a chart? Do you not have an anesthesia and monitoring record for each patient? Don’t you do dental
charting? If so, you’re not in compliance.
Medical records are often considered a chore, a time vampire or a necessary evil—until you need to take over caring
for a colleague’s patient, that is, or until you receive a nice letter from your friendly veterinary board.
The rule is that “a medical record should be maintained in a manner such that another veterinarian could, by reading
the record, proceed with the proper care and treatment of the patient.”
That’s usually when you wish the handwriting were more legible, the notes more thorough or the treatment plan was
more detailed.
If you don’t document that your patient does not have a heart murmur, one could conclude that you did not auscultate
the heart. If your records don’t say that your anesthetized patient[2] had an endotracheal tube (including its size),
then one could assume that he did not have one. If your technician did not log a sick patient’s temperature (her job;
ultimately your responsibility), one could presume that you did not know the animal had severe hyperthermia.
“This is one of the biggest misconceptions in record-keeping,” explained Teresa Lazo, board counsel at the
Pennsylvania State Board of Veterinary Medicine2. “Veterinarians and technicians often believe that they only need
to document abnormal findings in their records, but that is not true. Pretty much everything that happens to a patient
should be documented, from the minute they walk into the practice until the moment they leave.”
A complete patient’s record should mention: complete signalment (including weight and gender), the history and
client’s complaint, vaccination and preventive health history, initial assessment, detailed prescriptions, diagnostic test
results and interpretation, diagnosis (or at least tentative diagnosis), etc. Medical records should be legible, and every
entry should be signed or initialed.
There are no rules on the timeframe for completing a patient’s record. However, important information can be
forgotten over time. Some details can elude you after you see several patients in a row without writing up your
records. In addition, if that patient ends up at another hospital or the emergency clinic the evening of your exam, that
practice might be interested your most recent findings and treatment. Ideally, record-keeping should be
contemporaneous.
Include a cover page with all diagnoses or procedures performed. Medical records should include all clinical
information to support the diagnosis and the treatment given. The medical record is also used as a communication
tool among staff members to carry out treatments, document patient status and track patient progress.
If a patient is admitted for a procedure, everything done or observed should be noted in the record and initialed by the
team member. If there is no mention that food or water was given, one could assume that you failed to offer anything
to the patient for the entire time it was under your care.
Alternative options, complications and risks of a surgical procedure should be discussed with clients, and there must
be a written trail of that discussion. Otherwise, a board member or a lawyer could assume that it didn’t happen. A
standard consent form can be used as long as it details any significant risk and verifies that the veterinarian has
discussed them and answered the owner’s questions and concerns.

Details, Details, Details
Whenever a complaint is made after a complication occurs, the client will invariably say “My vet never told me that
XYZ could happen.” True or not, your only protection is a detailed, signed consent form that includes specific risks
and complications of the procedure, including the risk of death.
In addition, in Pennsylvania, clients must be informed clearly whether someone will be on the premises while their
pet is hospitalized after hours.
Regarding anesthesia records, include the drugs given, concentration, dosage, volume, route and time of
administration, and the name or initials of the person who gave them. Include in the record the inhalant anesthetic
used and whether it was delivered with a mask or an endotracheal tube. Record vitals every 5 to 10 minutes during
anesthesia, in addition to the flow rate of oxygen and inhalant.
“Common mistakes include failure to write drugs given in house or dispensed, failure to record vital signs during
sedation or anesthesia and failure to document the physical exam,” explained Teresa Lazo. “It is not acceptable to
only document abnormalities. A check-box system with various body systems and the mention normal/abnormal is
acceptable.”
Detail the surgery. “Routine spay” is pretty much meaningless to a lawyer. Multiple spay techniques exist, not to
mention multiple types of suture material and suture patterns. Abnormal findings should be documented.
Monitor and record recovery. Again, if nothing is documented about the recovery period, one could assume that
nobody monitored the patient, and you could be liable for complications.
Provide postop, detailed, written discharge instructions that outline the importance of wearing an e-collar, how and
when to give medications, what to monitor, when rechecks are needed, etc. And, of course, keep a signed copy in the
medical record.
Medical records are confidential and owned by the practice. They can be copied and released only if requested by the
client or by the law. No staff member should be allowed to remove medical records or even parts of them from the
practice.
What if you are “paperless” or “paper- light?” Maintaining digital records certainly helps eliminate multiple
problems, starting with poor handwriting. Just like paper records, include the patient, client and clinic information in
digital records. The software usually will have a spot for the physical exam, the diagnosis, the treatment and
prescriptions. It might link X-rays and blood work to the patient.
The bottom line: write up medical records thoroughly and legibly. It’s the cheapest form of insurance you’ll ever
have.
Notes
1. Clearly not his real name (movie buffs will get it).
2. The information provided is based in the Pennsylvania rules and regulations, but for the most part, the same
concepts apply nationwide.

Dr. Phil Zeltzman is a board-certified veterinary surgeon and serial entrepreneur. His traveling surgery practice
takes him all over Eastern Pennsylvania and Western New Jersey. Visit his website at DrPhilZeltzman.com[3], and
follow him at facebook.com/DrZeltzman[4].

Kelly Serfas, a certified veterinary technician in Bethlehem, Pa., contributed to this article.
Endnotes:
1. malpractice: http://www.veterinarypracticenews.com/about-veterinary-malpractice-insurance/
2. anesthetized patient: http://www.veterinarypracticenews.com/Why-You-should-Wake-up-to-the-Realities-ofAnesthesia/
3. DrPhilZeltzman.com: http://DrPhilZeltzman.com
4. facebook.com/DrZeltzman: http://facebook.com/DrZeltzman
Source URL: https://www.veterinarypracticenews.com/could-your-veterinary-records-get-you-in-trouble/ “

