
BEFORE THE MINNESOTA

BOARD OF VETERINARY MEDICINE

In the Matter of
William N. Dudley, D.V.M.
License No. C0858

FINDINGS OF FACT,
CONCLUSIONS OF LAW,

AND FINAL DECISION AND ORDER

On September 16, 2005, the Complaint Review Committee ("Committee") of the

Minnesota Board of Veterinary Medicine ("Board") initiated the above-entitled contested case

proceeding against William N. Dudley, D.V.M. ("Respondent"), at the State Office of

Administrative Hearings by serving and filing a Notice and Order for Prehearing Conference and

Hearing. The matter c¿Ime on for hearing before Administrative Law Judge Beverly Jones

Heydinger ("ALJ") on March 6, 7 , and 8, 2007 . On June 4, 2007, the ALJ issued Findings of

Fact, Conclusions, and Recommendation ("ALJ's Report"). The AT.J's Report is incorporated as

modified herein and attached as Exhibit A. Each rejection or modification of a Finding of Fact

or Conclusion of Law has been made because the finding or conclusion was not germane to the

Board's ultimate decision in this matter except for such findings and conclusions modified or

rejected for reasons expressly stated herein. The ALJ's Report incorporated an Order on Motion

for Partial Summary Disposition and accompanying Memorandum issued in the proceeding on

May 19,2006. The ALJ's Order on Motion for Partial Summary Disposition and Memorandum,

as redacted in Exhibit B, is attached and incorporated herein.

The matter came on for hearing by the Board on July 18, 2007. Tamar N. Gronvall,

Assistant Attorney General, presented oral argument on behalf of the Committee. Susan E.

Damon, Assistant Attorney General, was also present on behalf of the Committee. Robert E.

Kuderer, Esq., presented oral argument on behalf of Respondent.



Board members present who considered this matter were John Lawrence, D.V.M., Board

Vice President; Meg Glattly, D.V.M., Board Secretary Treasurer; Mike Murphy, D.V.M.;

Frederick Mehr, D.V.M.; Susan Osman; and Jeremy Geske. Committee member Joanne

Schulman, D.V.M., did not participate in deliberations or vote in the matter. Daphne A.

Lundstrom, Assistant Attomey General, was present as legal advisor to the Board.

Based upon all of the files, records, and proceedings herein and upon the ALJ's Report,

the Board makes the following:

FINDINGS OF FACT'

1. The ALJ's Findings of Fact numbers 1,3-26,28-29,31-37,39-43,45-59,and 61-

68 are adopted and incorporated herein in their entirety.

2 . T h e B o a r d m o d i f i e s F i n d i n g o f F a c t 2 a s f o l l o w s : @

neare reeeive¿ æprc

veterina*)'rnedieine,2 While the seven eerrflaints reeeived prier te 1989 rvere disnrissed, tlre
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€enrnrit+ee-The Board issued stipulations and orders in 1991 ,1992, 1998, and 200I, which

subjected Respondent to multiple conditional license requirements.

3. The Board modifies Finding of Fact 27 as follows: If a veterinary clinic pre-

mixes medications for use and maintains a record of the amounts and proportions of the

medications in the mix, the medical record may properly refer to the amount of the mix that was

given to the animal.3 There was no evidence that the Complaint Committee was provided with

information from the Respondent about the standard mixture of Acepromazine, Atropine and

I New language is underlined. Deleted language is noted by a strike through.
=
3  T .  r55 .



Ketaset that he administered. Recording that Diazepam was administered "to effect" met the

standard of care.a

4. The Board strikes Finding of Fact 30:5

eÈtrre ¡\eeptetnazire rvas net an ef*-eetir.e means te rvaslr the leepremazine eut eÊSasha's

@

5. The Board modifies Finding of Fact 38 as follows: The standard of care requires

that the toumiquet be removed immediately, within a few minutes, after the declaw of each

individual paw, that the animal be checked promptly following surgery, that a general anesthesia

@Zbeused toconduc t thesu rge ry , tha tpos t - su rge rypa inmed ica t i onbe

prescribed, that the error should have been accurately and completely documented in Guido's

record, and the circumstances explained to Guido's owners. Discharging Guido to the owners

without discussing the mistake that occurred and the possible consequences, arranging for, at a

o T. 156. Although Dr. Levine testified that administering Lasix was not the appropriate method
to counteract the effect of the Acepromazine,

, those allegations were not included in the Notice and Order for Hearing.
5 Finding of Fact 30 is skicken because the Board determined that this fact was not shown to be
gvidence of failure to meet the standard of care by a preponderance of the eviclence.
"
testinrony in Januarv 2007,
7 The Bãard rejected the ALJ's finding that the standard of care reouired the use of a reeional
block during this declaw procedure because it determined that the finclinglvas not established bv
a preponderance ofthe evidence.



minimum, a recheck the following day, and discharging without pain medication was not

consistent with the standard of care.8

6 , T h e B o a r d m o d i f i e s F i n d i n g o f F a c t 4 4 a s f o l l o w s :

nr, tevine elees not believe that the-Èwo sheuld be eembine&j Ðr, tarr'' v,oulel be rvilling to

ien s fnere are seme savinæ

r. Lany

routinely dispenses post-surgical antibiotics and pain medication after a surgical procedure,

including a tail amputation.r2 AltheuÉ Ðr, tevine

@agreedthatsometimesthespotisse1ectedforaestheticreasons,and

the record is unclear as to what additional portion of the tail should have been removed.

7 ' T h e B o a r d m o d i f i e s F i n d i n g o f F a c t 6 0 a s f o l l o w s : @

uturing following

8 t. t 57-t 62; Respondent's expert did not testify concerning the standard of care other than to
corroborate that a veterinarian is responsible for the care provided by employees. Ð+-ås¿ine

and€reler{e+++eari+*
e4-}6g
4-ç2954l-
+-q=q9544
1 2  T . 3 2 9 .
13 This finding was stricken because the Boarcl did not find that the use of an electro-sureerl/
rnachine failed to meet the standard of care b)¿ a preponderance of the evidence.



declawing may not violate the standard of care, but most veterinarians do not suture.l4

Antibiotics should have been administered pre- and post-surgery, and pain medication

prescribed. Upon Lucy's return because of paw soreness, the standard of care would not be to

cut all four feet to check for remaining nails. The standard of care would include pain

medication.ls Respondent was not able to identify the precise type of electro-surgery machine

used or provide other information about it. Using a standa-d abbreviatien fer a spay preeedure

M

Based upon the foregoing Findings of Fact, the undisputed facts set forth in the

Memorandum accompanying the Order on Motion for Partial Summary Disposition, and upon

the ALJ's Report, the Board makes the following:

CONCLUSIONS OF LAW

8. Conclusions of Law numbers 1-4, 6-7, and 9-12 of the ALJ's Report (Exhibit A)

and the conclusions of violations set forth in the Order on Motion for Partial Summary

Disposition (Exhibit B) are adopted and incorporated herein in their entirety except that the

references to Minn. Stat. $ 147.091in Conclusions I and 2 of the ALJ's Report are corrected and

changed to Minn. Stat. $g 156.081 and 156.127.

9. The Board modifies Conclusion of Law 5 as follows: The Board has proved that

Respondent departed from or failed to conform to the minimum standards of acceptable and

prevailing medical practice, in violation of Minn. Stat. $ 156.081, subd. 2 (l|),with regard to:

ra T. lg7 .
rs T. 183-87, 231,315. Dr. Lany did not testify about the care given to Lucy.



a.u Francie: Failure to offer

adequate pain medication.

didshowthatRespondent,srecordswerepoorlymaintainedand

incomplete.

b. Gage: Improper surgery, resulting in a severed urethra and prostate gland;

Failure to biopsy the mass removed during surgery; Failure to recognize that lab equipment was

malfunctioning; Failure to monitor the patient to observe urination; Failure. to monitor the patient

between January 10, 2004, at 1 l:00 p.m. and January ll, 2004, at 7:00 a.m.-={theughìt-rn*y

have+een apprepriate te seek a eensul+a*ion w'hen Gage was-elearly dlingt the Þoard f-êiled te

d.

procedure; Failure

Guido: Failure to promptly remove toumiquet following declaw

to conduct prompt post-surgery examination; Failure to use general anesthesia

u dnring the declaw procedure; Failure to prescribe post-surgery pain

medication;FailuretokeepaccurateprogreSSnotes'

Respeirdent failed te full)'remeve Gcide's elaw,

l? The Board rejected this conclusion in part because it was not shown bv a preponderance of the
that takinq one view in this case was bel

'" The Board reiected this conclusion because it did not.find that the adrninistration of Lasix in
is case rvas shown to violate the standard of care.

'' The Board rejected the conclusion that failure to use a regiorlal block durinq this declaw
procedure is a violation based on its finding that the applicable standard of care does not require
the use of a resional block.
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e. Dewey: Failure to provide the owner with post-surgery i*rs+n¡e+ienrfer

the+eil-sur€€fü antibiotics or pain medication.æ

ef the evidenee tlrat it is inappropriate te eembine tail amputatien and dental eleaning in all

f. Rocky: Failure to stabilize the fracture or reduce the fracture; Failure to

provide pain medication; Failure to place the cast properly.

g. Lucy: Failure to properly declaw; Failure to provide follow-up care

instructions; Failure to provide anti-inflammatory medication or pain medication following

surgery on June 22, 2006; Failure to properly remove sutures; Failure to offer pain medication,

anti-inflammatory medication or antibiotics on June 29,2006.

10. The Board has modified Conclusion of Law 8 as follows: The Board has

demonstrated that Respondent engaged in medical practice that was professionally incompetent,

in that it may create unnecessary danger to a patient's life, health, or safety, with regard to Gage,

Guido, Ðe*e6Rocky and Lucy, in violation of Minn. R. 9100.0700, subp. 1 C, and Minn. Stat.

$ 156.081, subd. 2 ( lÐ.zt

Based upon the foregoing Conclusions of Law and upon the Recommendation of the

ALJ, the Board issues the following:

ORDER

l. Respondent's license to practice veterinary medicine in the State of Minnesota is

hereby REVOKED, effective immediately.

20 The Board reiected in part this conclusion that failure to provide the owner with post-surgely
ions was established as a violation of t

-' The Board reiected this conclusion with respect to Dewev because it did not find that it was
supported bv a prepondelance of the evidence.



. 2. Respondent shall surrender to the Board all Minnesota certificates of licensure by

this Board within ten days of the date of this Order. The certificates shall be mailed or delivered

to the Minnesota Board of Veterinary Medicine, c/o John King, D.V.M., Executive Director,

2829 University Avenue S.E., #540, Minneapolis, MN 55414-3250.

3. Pursuant to Minn. Stat. $ 156.127, subd. I (7), Respondent shall pay to the Board

an administrative penalty of $ 18,029.05.

Dated:
MINNESOTA BOARD
OF VETERINARY MEDICINE

AG:#1834640-v2
JOHN LAWRENCE. D.V.M.. Vice President
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THIS DOCUMENT IS NOT PUBLIC
OAH Docket No. 15-0908-1 6849-2

STATE OF MINNESOTA
OFFICE OF ADMINISTRATIVE HEARINGS

FOR THE BOARD OF VETERINARY MEDICINE

In the Mafter of wittiam ,N. Dudley, FINDINGS oF FAcr,
D.V.M. CONCLUSIONS, AND
License No. C0858 RECOMMENDATTON

The above matter came on for hearing before Administrative Law Judge
Beverly Jones Heydinger on March 6, 7, and B ,200r. The oAH hearint ,;;;ã
closed on April 20,2007, upon receiptof the post-hearing briefs.

Tamar N. Gronvall, Assistant Attorney Genera l, 445 Minnesota Street,
Suite 1400, St. Paul, MN 55101-2131, appeared on beha'lf of the tr¡¡nnestiã
Board of Veterinary Medicine's complaint Review committee (Board).

Robert E. Kuderer, Esq. and stacey A. Molde, Esq., Johnson and
condon, P.A.,7401 Metro Boutevard, suite 600, M¡nneapolis, MN ss+gg_3034,
appeared forWilliam N. Dudley, D.V.M. (Respondent).

. STATEMENT OF ISSUES

Did Respondent's conduct constitute incompetence in the practice
of veterinary medicine, including any departure from or få¡ture to confoim to the
minimum standards of acceptable and prevaiting practice, in violation of Minn.
P.t"t S_1l9.0S1, subd. 2 (11); Minn. R- 9100.070b, subps. 1A, B, and C; and
Minn. R.9100.0800, subp. 1?

a. Francie: Radiographs showed one view and not two;
Maintaining two sets of records; Failure to offer adequate pain medication;

b. Gag_e: lmproper surgery, resulting in a severed urethra and'prostate gland; Failure to biopsy the mass rernoved during surgery;
Failure to recognize that lab equipment was malfunctioning;-Èailure io
monitor patient to observe urination; Failure to refer pãiient to an
em€rgency-facility; Failu¡e to monitor the patient between January 10,
2004, at l1:00 p.m. and January 11,2004,at 7:00 a,m.

n-l



c. sasha: Failure to document contents of Ketaset,
Acepromazine and Atropine mixture; Inappropriate administration of fãr¡*;'

d. Guido: Failure to promptly remove tourniquet following
declaw procedure; Failure to conduct prómpt post-surgery examination-;
Failure to use general anesthesia and a regionat block ãrring the declaw
procedure; Failure to prescribe post-surgery pain medicatioñ; Faiture to
keep accurate progress notes; Failure to rutty remove the claw;

e- Dewey: Failure to provide the owner with post-surgery
instructions for the tail surgery, antibiotics or pain 

'medication;

Inappropriate combination of tail surgery and dental cleaning, and removal
of improper amount of tail

f. Rocky: Failure to stabilize the fracture or reduce the
fracture; Failure ,to provide pain medication; Failure to place the cast
properly;

g. Lucy: Failure to properJy declaw; Failure to provide follow-up
care instruclions;. failure to provide anti-inflammatory medication or pain
medication following _lurgery on June 22,2006; Failuie to properly remove
sutures; Failure to offer pain medication, anti-inflammatory medication or:
antibiotics on June 29,2006.

2- Did Respondent's conduct as set forth in paragraph 1 violate any
statute or rule promulgated by the Board or any Board Oider,ln violation of Minn.
Stat. $ 156.081, subd. 2 (12)?

3. D¡d Resp.ondent engage in conduct as set forth in paragraph 1
likely to harm the public or demoñstrating a willful or careless Oirr"g"iO for the
health, welfare, or safety of a patient, in violation of Minn. Stat. $ f 56i.081, subd.
2 (12), and Minn. R. 9100.0700, subp. 1B?

4. Did Respondent engage in veterinary practice as set foñh in
paragraph 1 that is professionally incompetent, in thal it may create unnecessary
danger to a patientls tife, health, or safety, in viotation of ttiinn. Stat. S 156.081,
subd. 2 (12),, and Minn. R. 9100.0700, subp. 1C?

5. Did Respondent fail to- prepare and maintain written veterinary
Tgdj*! records, in violation of Minn. stat. g 1s6.081; subd. 2 (12), and Minn. R.
9100.0800, subp.4A?

? 
Gage: Failure to document post-surgery urination;

b. Guido: Failure to accurately document progress notes;

A- e.



c. Sasha: Failure to document the proportions contained in the
mixture of Acepromazine/Atropine/Ketaset; Failure to document the
amount of Diazepam administered;

d. Dewey: Failure to document that use of a tail cone and pain
medication were discussed with owner;

e. Lucy: Failure to document spay proced,ure

6. The Board has agreed to withdraw the allegatíon that Respondent
improperly misrepresented himself as a different veterinarian, in violation of Minn.
R. 9100.0700, subp. 1F.

As more fully set forth below, the Board has demonstrated by a
preponderance of the evidence one or more of the allegations of each violation.

Based upon the entire record, the Administrative Law Judge makes the
following:

FINDINGS OF FACT

1. Respondent is a veterinarian licensed to practice in Minnesota
slnce 1958. He received his veterinary training at Tuskegee School of Veterinary
Medicine in Tuskegee, Alabama, and earned a degree in 1957.' Since 1959,
Respondent has been a solo practitioner at the Brooklyn Pet Hospital where he
serves an underprivileged comrnunity:2 Respondent also provides veterinary
services at Allcare Veterinary Clinic in St. Paul.

2. Between 1980 and 2000, the Board received approximately 13
complaints about Respondent and his competency to practice veterinary
medicine.3 While the seven complaints received prior to 1989 were dismissed,
the remaining complaints resulted in Respondent being called before the
Complaint Review Committee. The Board issued stipulations and orders in
1991, 1992,1998, and 2001, which subjected Respondent to multiple conditional
license requirements.

3. The 2001 Stipulation and Order, which amends the 1998
Stipulation and Order; conditioned Dr. Dudley's license on compliance with
various requirements and required him to: 1) keep records on all patients in
accordance with the record keeping requirements of Minn. R. 9100.0800, subp.
4, specifically by "recording in the patient record of each hospitalized patient daily
examination findings and any medication or t¡:eatment provided" (paragraph
V.4.1); 2) comply with any written request for information or documentation by
the Board within 30 days of the date of the request (para. V.4.3); and 3) obtain

1 Transcript ('T.") at 3a0.
'T. at 35-36.
t Order on Motion for Partial Summary Disposition, dated May 19,2006.
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informed consent from the patient's owner prior to hospitalizing overnight
critically ill or injured patients (para. V.4.6). The informed consent may be written
or oral, but oral consent and the scope of the consent'must be noted in the
patient record in detail,

4. Since 2A01, the Board has received several additional complaints
against Respondent regarding his care of seven different patients, Francie (cat),
Gage (doE), Sasha (cat), Guido (cat), Dewey (dog), Rocky (dog), and Lucy (cat).

Gare of Francie

5. Respondent cared for Francie, a two-year-old cat, at his clinic from
May 16-20, 2003- Upon anival, Francie was experiencing rapid weight loss and
had vomited rubber bands on or about May 10, 2003.

6. Respondent palpated the cat's stomach and felt a tump. No survey
x-ray was taken. Respondent performed a barium series lateral radiograph to
determine if an obstruction was present. He took only one view. The lateral
radiograph'revealed an obstruction and Respondent decided to operate on the
cat to remove it. Respondent did not perform a ventral radiograph, because it
would have required him to anesthetize Francie twice and he did not wish to
subjectthe cat to the risks of anesthesia more than once if possible.a

7. The standard of care requires that a survey x'ray be performed
prior to a barium series and that two different views are the minimum required:s
Respondent acknowledged that two radiographs are the standard.o

8. Prior to performing the surgery, Respondent did not complete a
blood profile of the cat. Respondent performed the surgery on May 17, after
administering a pre-made anesthesia mixture consisting of Ketaset, Atropine,
and Acepromazine.T He successfully removed a bracelet and a metal earing
and provided Francie with post-operative antibiotics.s Respondent did not
administer any additional pain medication because he did not want the cat
sedated, but rather up and moving around.e Francie stayed over,night at the
clinic while'she recovered, and Respondent discharged her on May 20. At that

o  T . 4 3 7 .
t f. iãz: the Respondent's expert did not offer an opinion concerning the standard for taking

¡adiographs-o T. 39.
t The pre-made mixture consisted of 1 cc of Aceproma zine, 1 cc of Atropine, and 1 0 cc's of
Ketaset.
t Ex. 11. Respondent administered Penicill in on May 17, and Baytrii on May 1B and 20,
9 Failure to perform the blood profile prior to surgery, failure to properly sedate during surgery and
failurq to prescribe appropriate antibiotics and pain medication were not included in the Notice
and Order for Hearing.
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time Respondent did not provide pet owners with a guide to measure the
possibility that the pet was experiencing pain.10

9. Respondent made brief notes in Francie's record while in the
treatment room with the cat, then later re-wrote those notes to make them more
legible. Respondent's standard office procedure is to make the first set of
records by hand and then pass them off to his receptionist to be typed.t'

10. On May 26,2ll3,Francie was admitted to the Affiliated Emergency
veterinary service with an abscess on her abdomen from the surgery.12

11. The standard of care for surgery is to offer pain medication to be
administered to the animal following discharge. Pain medication can be
administered so that the animal is not sedated and can be up and walking-13

12. on August 28, 2003, the Board received a compraint against
Respondent regardihg his treatment of Francie, and an investiiation Oy tne
Board ensued.la

Care of Gage

pregented at Respondent's clinic for a canine neuter procedure. Upon examining
the dog, Respondent discovered that Gage was cryptorchid, meaning one
testicle had not descended. Respondent contacted the owners to inform them of
the extra cost of locating the undescended testicle, and the risks invotved if it was
not located and removed.rs The owners were unable to give immediate
permission to perform the surgery, but phoned back appro¡imately 15 minutes
later and granted permissiot:t.t'o

14. Respondent began the surgery by cutting into the abdominal cavity
and then proceeded to the pelvic cavity.lr Respondent did not cut into the pelvic
bone to gain access to'the pelvic cavity. During the surgery, Respondent
discovered a small mass attached to the dog's spermatic cord, which attaches to
the prostate gland, and removed the mass along with the two testicles. The
urethra runs thròugh the prostate gland; and at sõme point during the surgery,
Respondent unknowingly cut the uret!¡a prior to ctosing up the incision. He
sutured the cut to prevent hemonhage.lö

to T. 543..
" i. ii. Ê*. rr.t 'Ex.  lo .
tt T. 137, 265. Respondent's expert offered no opinion about Francie's treatment.' -  Ex.8.
tu T. 362.tu T. s4.
t t  

T .483 .
tt 

T.494-95
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15. Post-surgery, Respondent cut into the mass, which was 0.5 to 1
centirneter in diameter, removed what he thought was largely fat, and performed
a gross examination. Respondent retained the mass torã few days but did not
send the rnass to another laboratory for testing, in large part because ¡t
resembled a lymph gland.

16. Following the surgery, Gage stayed in the clinic overnight. The dog
did not eat, drank little if any water; ârìd did not urinate. The morning of January
10,2004, Gage's owner returned to the clinic to pick him up. Respondent did not
provide post-operative antibiotics or pain medication to be administered at
home.t" At that time, Gage had a slight temperature. Respondent discharged
Gage to the owne/s care. once home, Gage remained groggy and withdrawn,
did not want to eat, and only drank water. When he started vomiting, the owner
called Respondent, who told her to bring the dog back into the clinic that
evening.20

17. Once Gage returned to' the clinic, Respondent put the dog on
antibiotics and lV fluids and performed a blood profile.zl Several parts of the test
results, including the protein, globulin, and phosphate readings, wer.e widely
skewed outside the acceptable range for a living animal. However, Respondent
failed to realize that his laboratory testing equipment was not working properly.22
Instead, Respondent focused on the blood urea nitrogen ("BUN") and creatinine
results. These two results and the dog's failure to urinate alerted Respondent
that Gage was seriously itl.

18. At approximately 1l:00 p.m., Respondent removed the lV fluids
and catheterized Gage. By midnight, Gage had still not urinated and
Respondent knew that urine was leaking into the dog's abdomen.23 Respondent
hypothesized that Gage's ureter had been cut,24 and knew that the dog's death
was imminent but he did not cáll the owners or make an emergency referral.2s
Respondent asked the individual living in the apartment above the clinic to look in
on the dog and went home. The medical record does not show that anyone
checked on Gage during the early moming hours or whether the dog urinated.

19. When Respondent returned to the clinic between 6:00 and 7:00
a.m. the following morning, Gage was still alive. Respondent encouraged the
dog to get up and walk around. Shortly thereafter, Gage went into shock and
died at approximately 8:00 a,m.26

1t T. 492-98.'Ex .  i s 'tl t. so.u Ex.1g.
te T. 4BB-B9.
'o  T .4gz .
2u T. 491.
'u Exs. 18 and 19.
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20. On January 14, 2004, the Board received a cornplaint against
Respondent regarding his treatment of Gage, alleging that mistreatment or
malpractice had occuned and questioning Respondent's competency to practice
veterinary medicine.2

21. The Respondent acknowledged that he now realizes that the
urethra was cut during surgery and the prostate removed. This did not comport
with the standard of care, as he acknowledged and.both experts testified. The
standard of care also required that the Respondent prescribe post-surgical
antibiotics and pain medication, send the mass to bê tested, that Responáent
recognize that his equipment was malfunctioning when it gave impossible results
for a living animal, that he monitor Gage's urination following the surgery, that
Gage be monitored continually between 11:00 p.m. and 7:00 a.m., anã that he
refer Gage to an emergency^facility when it was apparent that urine was not
passing through Gage's body.'o

22. All three doctors agreed that once the urethra was cut, a portion
removed, and urine passed into ihe abdomen, Gage's chances of recovering to
live a normal life were nil.

23. The standard of practice is to administer post-operative antibiotics
for several days. As Dr. Larry stated: "Any time you're going to cut or create
anything that leads to potential infection, you need to cover that with
antibiotics."" There is no evidence that Gage was sent home with post-surgical
ant ibiot ics.3o 

--s- - '

Care of Sasha

24. on June 30, 2004, Respondent provided care to sasha, a nine-
month-old cat. Sasha's owner brought her in to All Care Veterinary Clinic and
Hospital in St. Paul to be spayed. That day the owner signed a Treatment
Consent Form authorizing Respondent to spay Sasha and administer a
distemper shot.31

25. Prior to performing the procedure, Respondent gave sasha 2 cc's
of the pr:e-madq anesthesia mixture of Acepromazine, Atropine, and Ketaset. He
noted this information in the cat's medical record.32 Approximately 15 minutes
after administering the anestheSia, Sasha began to have a seizure. Respondent

tt Ex. ls.
'u T- 141 -55 , 221-25. Although Dr. Larry questioned how the urethra was cut because the
autopsy reporl was not clear about whether Respondent had cut into the pelvic canal, she agreed
that the urethra was cut. She offered no opinion concerning the biopsy of the mass, the
malfunctíoning lab equipment, the need to observe for urinãtion or to rãfer the pet to an
emergency facility.o t. Crs.* E x s . 1 6 , 1 8 .
tt Ex- 23.t 'Ex. 23. T.72-73.
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administered Diazepam to Sasha until the seizure subsided. He then transported
the cat to his Brooklyn Center office. The seizures recurred a short time later,
and Respondent again administered Diazepam until the seizing subsided.3é
Respondent noted in his records that he had given Sasha Diazepãm "to effect"
but did not record the exact dosage.^Sasha was given Lasix, a diuretic, to wash
the Acepromazine out of her system.3a

26. Sasha spent two nights in Respondent's clinic. The rec,ords state
that on the first night Respondent or one of his staff 'gave lactated ringers
through the night and removed urine when bladder was dislendèd." There iÀ no
documentation of overnight monitoring or care for the second night. Sasha was
discharged on July_2, at which time Respondent instructed heiowners to give
her syrupy water. Respondent spoke to the owner by phone on July 4 and úas
told that sasha was doing okay. Respondent never performe'd the spay
procedure.

27 - lf a veterinary clinic pre-mixes medications for use and maintains a
record of the amounts and proportions of the medications in the mix, the medicat
record may properly refer to the amount of the mix that was given to the animal.s5
There was no evidence that the Complaint Committee was provided with
inforrnation from the Respondent about the standard mixture of Acepromazine,
Atrogile and Ketaset that he administered. Recording that Diazbpam was
administered "to effect" met the standard of care.36

28. Although the mix of Acepromazine, Atropine and Ketaset was
acceptable, it is an out-of-date form of anesthesia. At the present time, over g9
percent of^ veterinarians would use a general anesthesia to perform a spay
procedure.3T

29. Paragraph V.4.1. of the 2001 Amended Stipulation and Order
required compliance with the record keeping requirements of Minn. R.
9100.0800, subp. 4, specifically by "recording ln the patient record of each
hospitalized patient daity exarnination findings and any medication or treatment
provided."oo The most relevant portion of Minn. R. 9100.0g00, subp. 4, requires
documentation of "medication and treatment, including ameunt and frequency."
While the references in Sasha's patient record to ihe amount of pre-made
anesthesia mixture and prescribing Diazepam "to effect" are consistent with
generally abcepted practice, the Amended Stipulation and Order required greater
specificity

t t  Ex.23.  T.26.*  T.23.*T.  i5s.tu T. 156. Although Dr. Levine testified that administering Lasix was not the appropriate method
to counteract the effect of the Acepromazine, and that Sasha should have been under a24-hoar
seizure watch, those allegations were not incfuded in the Notice and Order for Hearing.tt T- 2os.
* Ex. s.
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30. The use of Lasix to counteract the effect'of the Acepromazine was
not an effective means to wash the Acepromazine out of Sasha,s system
because Acepromazine is metabolized in the liver and broken into inactive
components. The Lasix works in the kidney and thus would not counteract the
Acepromazine. Dr. Larry did not offer an opinion about Sasha's care or about
the effectiveness of Lasix to counter act the effect of Acepromazine.3e

31. On August 20, 2004, Sasha's owner filed a comptaint about
Respondent's treatment of Sasha and questioned his competency to practice
veterinary medicine.a

Gare of Guido

32. On Janua ry 7, 2005, Guido, a ten-month-old cat, was brought to
Respondent's clinic for a declaw procedure. The procedg!'e, an onychectomy,
involved removal of the third digit, a very painful procedure.ar lmmediately before
the surgery; Respondent administered general anesthesia to Guido consisting of
2 cc's of-Acepromazine, Atropine, and Ketaset. The declaw procedure required
Respondent to place a tourniquet on the cat's leg to control excess bleeding.
Following the procedure, Respondent left the cat with his assistant who was to
remove the tourniquet and bandage the cat's paws.

33. Later that day, a staff .member discovered that the tourniquet had
been left on Guido's front leg for several hours. Respondent administered
Vetalog, an anti-inflammatory medication, in an attempt to stimulate circulation
and reduce the swelling. Guido stayed overnight at the clinic to recover.a2 The¡,e
is no evidence in the record that Guido received any pain medication or
antibiotics during this time.

34. The following mor:ning Guido's owners returned to the clinic to pick
him up, Respondent discharged the cat at that time and pointed out that the left
front leg was swollen but did not explain why it was swollen. Respondent asked
the owners to reti-lrn Guido to the clinic for a check-up in a couple of days and
sent horne some Prednisone.a3 Prednisone is an anti-inflammatory medìcation
that will reduce swelling but does not directly address pain.aa

35. Respondent stated that the owners declined to elect post-surgical
pain medication, but he acknowledged that all owners should be offered þain
medication and that these owners were unaware of possible nerve damage to

t'T. 156, 165-166. This allegation was first raised in the Board's disclosure of Dr. Levinels
testimonv in Januarv 2007.
oo Ex. 21.
o i T .  1 s g .
o'T- 42g-
1t Ex. z+; T. go.
* S"", T. 166 and 181 (testimony regarding Vetalog).
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the leg frorn the tourniquet.as Respondent mistakenly believed that Ketaset given
during surgery would remain in the system and blunt the pain,a6 but the half-h-fe of
Ketaset is one hour. Respondent's expert offered no testimony that Ketaset as
anesthesia.was an adequate method to control post-operative pain.

36. Guido's owners were concemed about the pain that Guido was
experiencing and the care that he had received from Respondent. Later that
same day, they took the cat to another veterinarian for a second opinion.
Ultimately, Guido suffered irreparable nerye damage and his left front leg had to
be amputated. On January 29,2005, Guido:s owners filed a complaint with the
Board regarding Respondent's treatment of the cat.a7

37. Respondent acknowledges that he is responsible for the actions'and mistakes of those individuals employed in his clinic,

38. The standard of ære requires that the tourniquet be removed
immediately, within a few minutes, after the declaw of each individual paw, that
the animal be checked promptly following surgery, that a general anesthesia and
regional block be used to conduct the surgery, that post-surgery pain medication
be prescribed, that the error should have been accurately and completely
documented in Guido's record, and the circumstances explained to Guido's
owners. Discharging Guido to the owners without discussing the mistake that
occurred and the possible consequences, arranging for, at a minimum, a recheck
the fóllowing day, and dischargiñg without paiñ riedication was not consistent
with the standard of care.oo

Gare of Dewey

39. Dewey is a five-year-old dog brought to Respondent at the St. Paul
clinic on June 15, 2005, for a partialtail amputation and a dental cleaning.an The
owners requested the partial tail amputation because, despite the__use previously
of a head conei Dewey had been biting at his tail repeatedl¡¡.so lmmediately
before performing the two procedures, Respondent administered a Lidocaine
epidural, and two other short-term painkillers.sl Respondent compteted both
procedures and aftenryard Dewey was given an antibiotics injection. An antibiotic

ou T. 54041 (atl owners should be offered the option of pain medicatíon) ; T . 429-31 (Respondent
admítted that he didn't tell the owners what he knew about Guidols leg). 'ou T. 158; At his deposition, Respondent stated that he relied on the aï'esthesia's lasting effects to
address pain. Ex.7 at4142.
o'Ex.2T'-
ot T. 157-162; Respondent's expert did not testify cnncerning the standard of care other than to
coroborate that a veterinarian is responsible for the care provided by employees. Dr. Levine also
testified that Respondent should have sought expert assiitance upoñ Oíscov-ering that the
tourniquet was left on to minimize any damage. That allegation was not included in the Notice
and Order for Hearino.
*  i .  g ¡ .  

-  . . - - . . . ' - e -

uo T.469.
t t  T .94 .
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cream, Furacin, may have been used when the tail was wrapped, but it was not
documented.s2 Respondent discharged Dewey to tris owners the day of the
surgery.

40. Invoices issued to Dewey's owners do not contain any reference to
antibiotics sent home with the dog. Respondent's care instructions in the patient
record address only the dental cleaning and not the tail amputation. Respondent
does not routinely'send antibiotics home with clients for non,infected surgeries
like tail amputations.s3

41. The following day, June 16, Dewey and his owner returned to the
clinic because Dewey had chewed his tail bandages off. Respondent re-
bandaged the dog's tail and kept Dewey overnight to monitor whether a tail cone
he had placed on the dog would profect the wound on the tail. Dewey went
home the following day with a "Bite-Not" collar and a tail cone.il

42. The owner had diffìculty keeping the tail cone on Dewey and called
Respondent. Respondent inquired as to whether the tail wound was bleeding,
and when the owner responded that it was not, Respondent told him to bring
Dewey in the next morning."" During the night, Dewey's tail began bleeding and
his owner took him to another veterinarian who removed another vertebra of the
tai l .56

43. The standard of care requires pre- and post-operative
administration of antibiotics for surgery such as the tail removal, and particularly
when combined with dental cleaning because of its corresponding release of
bacteria. In addition, pain medication is necessary following the tail
amputation.sT

44. lt is not clear that the standard of care prevents combining a tail
amputation.and dental cleaning in_all circumstances. Dr. Levine does not betieve
that the two should be combined.ss Dr. Larry would be willing to combine the two
for a healthy, young animal with no sor" oi¡nf"ction.se Theie are some savings
from doing only one pre-surgical work-up and administration of anesthesia.
Although there was evidence that Dewey had been biting his tait, it is not clear
from the record that he had a sore or infection on his tail. lf he did, Respondent's
expert would concur that it was inappropriate to combine the two surgeries
because of the high risk of infection.ou Regardless, Er. Larry routinety dispenses
post-surgical antibiotics and pain medication after a surgical procedure, including

ut T. szz.ut Exs. 29 and 30.s  Ex.30-uu  T .470 .
tu Ex. 31
ll r. sza-es2 (Dr. Larry); T. 168-71.* T. 16s.
un T.29s-97.
* T.29s-97.
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a tail amputation.or Although Dr. Levine did not believe that the proper amount of
tail was removed, he agreed that sometimes the spot is selected for aesthetic
reasons, and the record is unclear as to what additional portion of the tail should
have been removed.

45. On June 22, 2005, the Board received a complaint from Dewey's
owner regarding the treatment the dog received from Respondent.62

Gare of Rocky

46. On September 30, 2005, at the St. Paul clinic, Respondent treated
Rocky, a 13-month-old dog, for an injured left front leg that had been caught in a
sewer grate. Respondent took two radiographs of the leg and determined that
Rocky had a Salter fracture, meaning his leg was broken at the "elbow" joint.63
Respondent informed the owner that it was a bad break. In order for the bone to
have a chance to heal properly, the appropriate treatment requires that screws
be surgically irnplanted in the bone. This surgery costs approximately $800-
$1000 and still may result in restricted movement of the leg.e

47. lt is not clear from the medical record whether Respondent fully
explained that surgery was the most effective method to treat the fracture.
Rocky's owner asked what other options were available for the dog.uu
Respondent explained that he could place a cast on the dog's leg to stabilize it,
and that while casting was not the proper method, he had achieved good results
using this technique in the past.oo The owner consented to the cast and
Respondent set the cast on Rocky's left front leg and administered Vetalog, an
anti-inflammatory drug, and Penicillin. Respondent sent Rocky home with
another antibiotic called Clindamycin and asked the owner to bring the dog in for
a re-check in a few days because Rocky could develop sores on his leg from the
cast rubbing on it."' Rocky was given Vetalog, an anti-inflammatory medication,
but did not ieceive any meãicatioñ specifically-îôr pain.6s

48. On Octob er 11, 2005, after a few calls from Respondent to check
on Rocky's leg, Rocky's owner (the father of the family) returned the dog for a

ut  T .328.
' à. tõ. There was testimony that performing a dental cleaning at the same time that the tail
was amputated violated the standard of care. The allegation was not included in the Notice and
Order for Hearing but was included in fhe expert witness disclosure in January 2007.
*  T . 4 0 1* i. ¿õr-o¡
* nitt" heáring, Respon(ent acknowledged that the only good way to treat this fracture is with
surgery, but maintained that the client could not pay for that. This is not consistent with his
deposition (Ex. 7 at 7l-8), Rocky's medical record, or his admission that he told the owner he had
used a cast with good results with other similar fractures. He testified that he explained the risk to
!þe pet owner, but there is no evidence in the record to support his statement at hearing.
uu T. 103-os and 402-03.
ut Ex. 34.* t. sr+-ts. stz.
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check-up with Respondent. By this time, Rocky had developed a sore at the top
of his cast. Respondent re-taped and re-padded the cast so it would no tonger
rub on Rocky's leg.o' There is no evidence that Respondent discussed the
possibility of surgery to correct Rocky's break during that visit, or explained to the
owner that'chance of recovery without surgery was limited.

49. Several days tater, Rocky's leg looked and smelled infected and his
owner took him to another veterinary clinic. The veterinarian cut the cast off of
Rocky's leg, treated the infected wounds, and placed a splint on the dog:s leg to
stabilize the fracture.To This veterinarian informed the owner of three tìeatment
options - immediate surgery, amputation of the leg, or euthanasia.Tr

50. The standard of care for a joint injury requires that the bones in the
joint be aligned and that the joint be immobilized. Dr. Dudley agreed at the
hearing that surgery was the preferred method of treatment and that the only way
that the fracture could mend would be to immobilize the joint above and below
the fracture, but he stated that the joint above the fracture could not be
immobilized in this case.72 A cast would not help heal the break,unless the joints
above and below the break were irnmobilized. The cast placement did not
benefit the dog and may have been worse than no cast. The standard of care
required rechecking the cast sooner than 12 days, and pain medication was
required. Prescribing Vetalog did not meet the standard of care because it does
not address pain and may inhibit bone growth.73

51. Rocky's owners filed a complaint with the Board on October 20,
2005, alleging substandard care of Rocky, and an investigation by the Board
ensued.'"

52. On October 28, 2005, Rocky was taken to the University of
Minnesota Veterinary Medical Center for a surgical consultation to determine
whether surgery could improve the dog's quality of tife.7s Due to significant
financial constraints and concern for the dog's quality of life, Rocky's owners
requested that the dog be placed for adoption or euthanized. In the end; Rocky
was euthanized at the University's Veterinary Medical Center.

Gare of Lucy

on June 22, 2006, to be declawed (all four paws) and spayed. Prior to
performing the two procedures, Respondent administered Lidocaine, Ketaset,

un T. 102, ro4.
tu T.403-04.
" Ex.32.
tt T. s13.
]t t. tZS-at ,212-15. Dr. Larry did not testify co¡ceming Rocky.'o 8x.32.
t9 8x.36.
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and Penicillin as anesthesia and antibiotics.T6 Respondent perforrned the declaw
procedure using an electro-surgery machine that uses radio frequencies to cut
the cat's claws. Lucy did not receive any pain medication immediately following
surgery. Lucy stayed overnight at the clinic to recoverfrom the surgeries. Lucy's
medical records do not indicate that Respondent obtained consent for the
overnight stay from the owner.77

54. When Lucy's owner picked her up from the clinic on June 23,2006,
Respondent did not give the owner any post-operative instructions and did not
send pain medication home for the cat.

55. Approximately one week later, Lucy's owner brought her in to see
Respondent for removal of the spay sutures and some of the sutures on the
paws. Lucy's records do not reflect this office visit.

5E. On August 6, 2006, Lucy's owner returned to Respondent's office
because the cat was experiencing soreness in one paw.7B Respondent felt a
knotlike outgrowth on one paw and examined it. Respondent's records indicate
that he anesthetized the cat again and surgically removed outer growths from at
least one paw.tn These growths were tné result of incomplete removai of the
nail/claw.8o Respondent then re-bandaged the paws with heavy duty sports tape
but did not administer any pain medication.

57. Respondent's office policy is to keep cats overnight after they have
been declawed and then remove the bandages the following day. Accordingly,
Respondent wished to keep the cat overnight to recover, but the owner signed a
waiver and took Lucy home with her against advice, and with the bandages still
on.8l

58. A few days later, the owner removed Lucy's bandages and
observed that the paws were bleeding and had open sores. She took Lucy to
another veterinarian who examined the paws, found them to be open, draining,
and infected, and prescribed antibiotics and pain medication."'

59. Lucy's medical record stated that she was admitted for spay and
declaw and recorded "Feline spay, Declaw 4 feet B.P.H. technique." There was

tu T. i  11-13. Ex. 38.
t  Ex .38 ,
"  T .117-18.
tn The medical record states that Respondent removed growths from ali four þaw. Respondent
testified at hearing that he removed a growth from just one paw, but he acknowledged that he cut
all four paws in order to be sure that there were no additional growths on any of the feet. T. 507.
08; Ex.38.
to  T .  118-19
tt T. 507-
u t . ü 0 .  E x . 3 7 .
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no documentation of home care instructions or medications for either
procedure.s3

60. The Respondent's use of an electro-surgery machine does not
meet the standard of care for declawing. Suturing following declawing may not
violate the standard of care, but most veterinarians do not suture.e Antibiotics
should have been administered pre- and post-surgery, and pain medication
prescribed. Upon Lucy's return because of paw soreness, the standard of care
would not be to cut all four feet to check for remaining nails. The standard of
care would include pain medication.st Respondent was not able to identify the
precise type of electro-surgery machine used or provide other information about
¡t. Using a standard abbreviation for a spay procedure met the standard of
care.86

61. In late-August, Lucy's owner contacted the Board to lodge a
complaint against Respondenç- A Board investigator interviewed the owner by
telephone on August 30, 2006.87

62. The Board's expert on the standard of care is Stephen H. Levine,
DVM, MS DIpACVS. Dr. Levine attended college at the University of lllinois
(Chicago) and received his doctorate in veterinary medicine f¡:om the University
of lllinois (Champaign) in 1979.88 Upon receiving his DVM, Dr. Levine spent fìve
years training in small animal surgery at the University of Minnesota and received
a maste¡'s degree in that specialty. He is also board certified by the American
College of Veterinary Surgeons. Dr. Levine was an Assistant Professor of Small
Animal Surgery at the University of Minnesota from 1983-1989. Dr. Levine is
currently Chief of Surgery at Veterinary Surgical Specialists, a private surgical
referral practice in lnver Grove Heights that he owns and runs. He has published
numerous articles in scientific journals and surgery textbooks and has been
invited to speak at numerous veterinary conferences in the United States and
Europe.

63. Respondent's expert on the standard of care is Faye N. Larry,
DVM. Dr. Larry attended cotlege at Colorado State University.and received her:
doctorate in'veterinary medicine from that same institution in 1987.8s She
worked in 

'the 
Denver area for approximately one year before moving to

Minnesota and becoming an associate veterinarian in Respondent's clinic in
Brooklyn Park where she learned the business'side of running a solo veterinary
practice in addition to working with the animals. After working with Respondent
for approximately one year, Dr. Larry worked at the Minnesota State Fai¡is

ut Ex.38.
* T. 1BT.
* T. 183.87, 231, 315. Dr. Larry did not testify about the care given to Lucy.
tu T. 194.
t t  Ex.39.
tt Ex- 40.
tn Ex.47.
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MVMA Surgical Suite. From 1998-2000, Dr. Larry was a part-time instructor for
the Veterinary Technician Program. She is currently a solo practitioner in the
same building as Respondent where the vast majority of her patients are small
animals.

64. In most respects, Dr. Levine and Dr. Larry agreed on the standard
of care. In particular, they agreed on the use of antibiotics prior to and after any
fo¡'m of invasive surgery, and the standard prescription of pain medication
following surgery, including spay and declaw procedures. Dr. Larry offered no
testimony concerning Francie, Sasha, Rocky or Lucy, and did not address all of
the allegations conceming care of Gage, Guido or Dewey.

F¡'ocedural Findings

65. On September 16,2005, the Complaint Review Committee served
a Notice of and Order for Prehearing Conference and Hearing in response to
complaints regarding Respondent's care of Francie, Gage, Sashã, and Guido.

66. On December 28, 2005, the Complaint Review Committee issued
an Amended Notice of and Order for Prehearing Conference and Hearing in
response to complaints regarding Respondent's care of Dewey and Rocky

67. The Complaint Review Committee filed a motion for partial
summary disposition on March 15, 2006, seeking to dispose of multiple
allegations regarding six of the patients. By Order dated May 19, 2006, the
Administrative Law Judge granted the motion on many of the allegations relating
to each of the six patients.

68. On September 15, 2006, the Complaint Review Committee issued
a Second Amended Notice of and Order for Prehearing Conference and Hearing
in response to a complaint about Respondent's care of Lucy.

Based upon the above Findings of Fact, the Administrative Lqw Judge
makes the following:

coNcLUstoNs

1: The Board and the Administrative Law Judge have jurisdiction |n
this matter pursuant to Minn. Stat. $$ 14.50, Lg9:Jr214.10, and214.103.

2. The Board has authority to take disciplinary action against licensed
plryi"l_gr under Minn. Stat. $ !J.JÉl.

3. The Board gave proper notice of the hearing in this matter and has
fulfilled all relevant procedural requirements of law and rule.

1 6
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4. The Board has the burden of proof in this proceeding to establish
the facts at issue by a preponderance of the evidence.eo

5. The Board has proved that Respondent departed from or failed to
conform to the minimum standar,ds of acceptable and prevailing medical practice,
in violation of Minn. Stat $ 156.081 , subd. 2 (11), with regard.to:

a. Francie: Failure to take radiographs showing two views;
Failure to offer adequate pain medication. Although the Board failed to
show that Respondent maintained two sets of records, it d¡d show that
Respondent's records were poorly maintained and incomplete.

b. Gage: lmproper surgery, resulting in a severed urethra and
prostate gland; .Failure to biopsy the mass removed during surgery;
Failure to recognize that lab equipment was malfunctioning; Failure to
monitor the patient to observe urination; Failure to monitor the patient
between January 10, 2004, at 11:00 p.m. and January 11, 2004, at 7:00
a.m. Although it may have been appropriate to seek a consultation when
Gage was clearly dying, the Board failed to show by'a preponderance of
the evidence that in violated the minimum standard of acceptable and
prevailing practice not to refer the patient to an ernergency facility.

c. Sasha: Inappropriate administration of Lasix.

d. Guido: Failure to promptly remove tourniquet following
declaw procedure; Failure to conduct prompt post-surgery examination;
Failure to use general anesthesia and regional block during the declaw
procedure; Failure to prescribe post-surgery pain medication; Failure to
keep accurate progress notes. The Board'failed to offer evidence that
Respondent failed to fully remove Guido's claw.

e. Devyey: Faiture to provide the owner with post-surgery
instructions for the tail surgery, antibiotics or pain medication. The Board
failed to prove by a preponderance of the evidence that it is inappropriate

. to combine tail amputation and dental cleaning in all instances or that
Respondent removed an improper amount of the tail;

f. Rocky: Failure to stabilize the fracture or reduce the
fractt¡re; Failure to provide pain medication: Failure to place the cast
properly;

to M¡nn. R. 1400.7300, subp.5.
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g. Lucy: Failure to properly declaw: Failure to provide follow-
up ære instructions; failure to provide anti-inflammatory medication or
pain medication following surgery on June 22,2006; Failure to properly
remove sutures; Failure to offer pain medication, anti-inflammatory
medication or antibiotics on June 29,2006.

6. The Board has demonstrated that Respondent has violated a rule
promulgated by the Board, specifically, Minn. R. 9100.0700, subps. 1 4.,, B. and
C., and Minn. R.9100.0800, subp. 1, with regard to Francie, Gage, Sasha,
Guido, Dewey, Rocky and Lucy, in violation of Minn. Stat. $ 156.081, subd. 2
(12).

7. The Board has demonstrated that Respondent engaged in conduct
likely to harm the public or demonstrating a willful or careless disregard for the
health, welfare, or safety of a patient, in violation of Minn. R. 9100.0700, subp.
18, and Minn. Stat. $ 156.081 , subd. 2 (12), with regard to Francie, Gage, Guido,
Dewey, Rocky and Lucy.

8. The Board has demonstrated that Respondent engaged in medical
practice that was professionally incompetent, in that it may create unnecessary
danger to a patient's life, health, or safety, with regard to Gage, Guido, Dewey,
Rocky and Lucy, in violation of Minn. R. 9100.0700, subp. I C, and Minn. Stat. $
156.081, subd. 2 (12').

9. The Board has demonstrated that Respondent failed to prepare
and maintain written veterinary medical records, in violation of Minn. R.
9100.0800, subp.4, and Minn. Stat.  $ 156.081, subd.2 (12), with regard to
Francie, Gage, Guido, Dewey and Lucy.

10. The conclusions of violations included in the Or:der on Motion for
Partia! Summary Disposition issued on May 19,2006, are incorporated herein.

1L The Board is not obligated to prove that the Respondent's
departure from or failure to conform to the minimal standards of practice or
professionally incompetent medical practice caused actual injury to any patient.el

12. 
' 

As a result of these violations, the Board has the -authority to take
appropriate disciplinary action against the Respondent's license.s2

Based on the foregoing Conclusions, and for the reasons set forth in the
accompanying Memorandum, the Administrative Law Judge makes the following:

nt Minn. Stat. $ 156.081, subd. 2 (11)-
"' Minn- Stat. S 156.081.
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RECOMMENDATION

The Administrative Law Judge respectfutly recommends that the Board
take appropriate disciplinary action against the Respondent's license to practice
veterinary medicine.

Dated: June 9W007

Reported: Transcribed - Three volumes.
Kirby A. Kennedy & Associates.

NOTICE

This report is a recommendation, not a finat decision. The Minnesota
Board of Veterinary Medicine will make the final decision after a review of the
record and rnay adopt, reject or modify these Findings of Fact, Conclusions, and
Recommendation. Under Minn. Stat. $ 14.61, the Board shall not make a final
decision until this Report has been made available to the parties for at least ten
days. The parties may file exceptions to this Report and the Board must
consider the exceptions in rnaking a final decision. Parties should contact John
King, Executive Director, Minnesota Board of Veterinary Medicine, 2829
University Avenue SE, Suite 540, Minneapolis, Minnesota 5æ14-3246, to tearn
the procedure for filing exceptions or presenting argument.

lf the Board of Veterinary Medicine fails to issue a final decision within 90
days of the close of the record, this report will constitute the final agency decision
under Minn. Stat. $ .14.62, subd. 2a. The record closes upon the filing of
exceptions to the report and the presentation of argument to the Board, or upon
the expiration of the deadline for doing so. The Board must notify the parties and
the Administrative Law Judge of the date on which the record closes.

MEMORANDUM

The findings of fact clearly spell out areas where the Respondent's
practice departs from minimum standards of acceptable and prevailing practice,
and some of those departures are likely to harm the animals placed in
Respondent's care. Although the Respondent surely has no intent to harm the
animals, he has in fact put them at risk, or in several instances subjected them to
a heightened risk of infection and unnecessary suffering.

. The Respondent's record-keeping proUems are clear from , 
"rrroryreview of his medical records and comparison with the records of other clinics

S H E

1 9 n-11



where animals were taken for follow-up care. The record-keeping problems are
long-standing, as- more fully set fortl'r in the Memorandum å""órp"nying the
Order on Motion for Partial Summary Disposition, incorporated herein. Witn poor
record-keeping it is difficult to track the specific diagnosis and treatment plan or
the implementation of that ptan. When an unexpected or adverse result occurs, it
is particularly important to check the records, to review the tests that were done,
the diagnosis made, the options considered, and the course of actíon that was
followed. The Respondent's poor record-keeping complicated the review of his
practice in the instances where there were adverse results.

Francie

The Respondent took only one radiograph, even though he acknowledge{
that the standard of practice was to take two views. In this instance, his failure
to take two may not have affected the care given to Francie, but it is difficult to
tell because he did not have one medical record that ctearly set forth his findings
and his treatment plan. In addition, it would not be standard to conduct a barium
series without first taking a survey x-ray. Failure to have a cornplete medical
record places the patient's health and safety at unnecessary risk.

ln this instance, as in others, the Respondent administered a form of
anesthesia that, although'acceptable, is out-of-date, and there is no record that
he prescribed a course of antibiotics'or pain medication following the surgery that
his own expert, Dr. Larry, testified was the standard of care for-invasivJsuigical
.procedures. His failure to prescribe antibiotics may have contributed to Francie
developing an abscess.

Respondent's comments about ttre use of pain medication for Francie
suggest that, despite Board-directed additional training about proper pain
medication, he still has a poor grasp of commonly-used pain medications and the
ordinary course of their administration. He stated that he did not prescribe pain
medication for Francie because he wanted the cat to be up and moving around
and not sedated. Dr. Levine testified that pain medication can be administered
without sedating the animgl, and Dr. Larry offered no opinion to the contrary.

Gaqe

Unfortunately Gage's urethra was severed during a .cryptorchidectomy.
Precisely how that occuned is difficult to determine because Respondent did not
thoroughly'document the steps that he took during the surgery and he did not
send the mass that he removed out for testing, even though he admitted that he
held it for a few days-. Respondent failed to keep Gagê uìder observation until
Gage urinated, and once it was apparent that Gage was very ill, Respondent did
not notify the family and offer the option of a referral to an emergency facility.
Furthermore, he relied on test results from a piece of equipment that was clearly
malfunctioning. lt is likely that, once the urethra was'cut, nothing could havè
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been done for Gage to return him to normal good health. However, even if all
Was lost for Gage, Respondent left Gage alone, and there is no evidence that he
administered pain medication to blunt the effects of the dog's suffering. As
Respondent properly points out, mistakes happen. In this instance, in addition to
the surgical error, it was the steps that Respondent took after the surgery that
compel the conclusion that he failed to conform to the minimum standards of
acceptable and prevailing practice and engaged in conduct that was incompetent
and harmful to Gage:

Sasha

Although the use of a mixture of medications to anesthetize Sasha and the
administration of Diazepam to effect did not violate the standard of care,
Respondent's use of Lasix to offset the effects of the Acepromazine did. Dr.
Levine testified without opposition that Lasix administration was of no benefit and
rnay have been to Sasha's detriment. As with other cases, the Respondent
demonstrated little knowledge of the medications that he employed and their
effectiveness for the intended purpose.

In its post-hearing brief, the Board contends that Respondent failed to
place Sasha under a Z{-hour seizure watch, as Dr. Levine established was the
standard of care. That issue was not previously disclosed to Respondent and
will not be addressed herein. However, if Respondent conducted the seizure
watch, Èe failed to document it in Sasha's medicai record.

Guido

A tourniquet was left on Guido's paw for about six hours following a
declaw procedure. Once again, a mistake was made, but the aftermath of the
mistake appropriately heightened the Board's concern. First, the mistake was
not caught for hours. This suggests that no one checked on Guido for several
hours after the surgery. Second, once it was clear that a mistake had been
made, no steps were taken to determine what, if anything, might have been done
to minimize the damage to the nerves in Guido's leg. There is no indication in
the medical records that Respondent cqnducted any type of assessment to
determine the extent of the damage. Third, Guido was discharged with no
disclosure of the mistake to the owners and no special instructions. Respondent
claimed that the owner declined pain medication, but the owner was not notified
of the serious eror that had been made and the high likelihood that Guido would
experience severe pain because of nerve damage. Respondent gave the owner
no special instructions and did not direct the owner to bring Guido back to be
,checked the following day. Leaving the tourniquet on for hours clearly violated
the minimum standards of acceptable and prevailing practice and was
incompetent, but, in addition, Respondent's actions thereafter suggest a careless
disregard for the animal.
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To his credit, Respondent took responsibility for the enor of his assistant.
However, he acknowledged that his assistant had no formal training, and Dr.
Larry testified that there had been problems with the assistant in the past. Thus,
Respondent should have been careful to check that the assistant had completed
the necessary steps following the declaw procedure.

Although the Board alleged that Respondent failed to remove Guido's
claw, it offered no evidence to support that allegation.

Dewev

The records do not clearty reflect whether Dewey had a sore or infection
on his tail when his owner brought him in for a tail amputation and teeth cleaning.
It is undisputed that the owner wanted the amputation because the dog had been
gnawing and chewing on the tail, suggesting that there might have bãen a sore
or open area. The Committee's expert stated that it violated the minimum
standards of acceptable and prevailing practice to combine dental cleaning with
invasive surgery. As Respondent's expert testified, it is not desirable to combine
the procedures because of the risk of infection, and it would be unacceptable to
combine the two procedures if Dewey had problems that would make him
susceptible to intection because of the bacteria released during the dental
cleaning. In some cases, with a young, healthy animal, Dr. Larry would consider
the option of combining the two procedures to save some cost to the owner. This
is another example where poor record-keeping makes it difficult to determine the
appropriateness of the action that was taken.

Moreover, once the two procedures were combined, the Respondent's
failure to prescribe a course of antibiotics to be administered over several days
conflicted with his own expert's testimony that such administration is standard
practice following invasive surgery. Failure to prescribe pain medication may
have contributed to the dog chewing the remaining tail following surgery.
Respoñdent failed to see the connection between the dog's discomfort and
chewing on the tail, but it seems logical that a dog that had a history of chewing
on its tail would continue to chew at it if there was pain associated with the tail
amputation.

Dr, Levine concuned that the pet owner can have input into the location
for the tail amputation for aesthetic purposes. Thus, leaving a portion of the tail
remaining did not Violate the standard of practice perse, but leaving some of the
tail and not taking measures to reduce Dewey's pain, thus reducing the likelihood
that Dewev:would chew on the remaining portion, was not consistent with the
standard of care.
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Roctv

Again, lack of documentation raises questions about whether the owners
fully understood the patient's condition, the risks associated with the possible
treatment options, and the necessary steps to minimize harm to the patient.
Rocky had a type of fracture that is very difficult to treat successfully without
surgery. Respondent claims that he explained the options and prognosis to the
owner, but at his deposition on February 21,2006, he made no mention of doing
so.e3 tnstead, he focused on the cost oi the surgery and his opinion that the pet
owner could not afford it. ln his deposition Respondent stated that he had used
the cast some success in the past, and told the owners that the worst result from
a cast was a stiff leg. This does not suggestthat Respondent candidly informed
the owner that a cast would do little to assist Rocky's recovery. At the
deposition, .Respondent also acknowledged that the whole foot should be casted,
but owners want the cast cut because the animal seems to be in pain from the
cast. This should have suggested to Respondent that such a fracture was
painfuf to the animal, and that perhaps the cast was not adequately immobilizing
the fracture. However, Respondent did not prescribe pain medication for Rocky.

Respondent's expert did not offer any testimony concerning Rocky, and
Dr. Levine clearly stated that Rocky may have been better off with no treatment
than with the application of the cast because the joints above and below the
break we.re not stabilized, and the bones separated by the fracture were not
drawn together. Thus application of the cast was of no benefit to Rocky and the
failure to prescribe pain medication was detrimental to the health and welfare of
the patient. Despite the serious break, the medical record indicated that Rocky
should be brought back in 10 days, unless the owners noticed swelling.

Lucv

Respondent used a dectaw technique that was unknown to Dr. Levine.
Although Dr. Levine rarely performs declaw procedures, he is in continual contact
with general-practice veterinarians and well aware of the techniques that they
employ. Dr. Larry was not asked fsr an opinion about the procedure or about
Lucy's care. Respondent was unable to recall the name of the equipment that he
used or produce manufacturer's information about its proper use. In Lucy's case,
the declaw procedure was not successful. Respondent's records indicate that he
had to redo the declaw procedure on four paws, but he testified that he only had
to redo one of the paws. Nonetheless, Respondent admitted that he cut into all
four paws to check them. After re-cufting each paw, Respondent allowed the
owner to take Lucy home rather than keeping her overnight as he customarily
does, and the cat went home with paws.bandaged with heavy-duty sports tape. lt
is not a violation of the standard of care to release a pet to its owner if the owner
knowingly accepts the risks and is given clear instructions for follow-up care and
possible complications. Respondent's practice is to remove the bandages the

nt Ex- 7 at 71-86.
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day prior surgery. The record shows that Lucy's owner lefton the bandages for a
few days. Because of the poor doctlmêntation, it is not clear that Respondent
clearly instructed the owner to remove the bandages the day following release.

There is no evidence that Respondent prescribed a course of antibiotics or
pain medication for Lucy after the first visit for a spay and declaw, which violates
the standard of practice.

Use of Medication

The record is clear that Respondent does not prescribe antibiotics or pain
medication in a manner that comports with the standard of care. Even if there is
a difference among experts concerning use of pain medication in some
instances, that difference does not explain Respondent's failure to prescribe pain
medication following abdominat surgery, a serious fracture or sedous nerve
damage. Respondent's lack of understanding of the pain associated with these
procedures was apparent from his testimony, and his mistaken understanding of
the prolonged effect of anesthesia or Vedalog in addressing pain.

Respondent's belief that Vedalog, an anti-inflammatory drug, addressed
pain was poorly grounded. He had lwo reasons for believing that it reduced pain.
First, because animals with allergies who take Vedalog stop licking themseìves,
Respondent believed that the Vedalog must have reduced the pain associated
with their allergies. Second, Vedalog had reduced pain in his own leg.s These
explanations cannot withstand even minimal scrutiny. Dr. Levine was clear that
Vedalog addresses swelling and that reducing swelling can reduce pain and
discomfort, but it is no substitute for medication that addresses pain directly. Dr.
Larry was not questioned about the use of Vedalog as pain medication.

Alteqations Not lncluded in the Amended Notice and Order for Hearinq:

Three allegations were not included in the Amended Notice and Order for
Hearing: For Sãsha, inappropriate administration of t-asix and for Dewey,
inappropriate combination of tail surgery with dental cleaning and removal of an
improper amount of the tail. Each of these allegations was disclosed to
Respondent in the expert witness disclosure in January 2007, and Respondent
had clear notice that his conduct was at issue. The Board failed to prove by a
preponderance of the evidence the additional allegations about Dewey. As for
Sasha, Dr. Levine explained clearly why Lasix administration would not
counteract the effects of Acepromazine. Even if this is not considered a separate
violation of the standard of care, it is additional evidence that Respondent does
not fully understand the medications that he administers.

to T. 515-s1g.
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Conclusion

The Board has received complaints about Respondent over many years,
and given him very specifìc direction to maintain proper medical records and to
update his knowtedge of medications, including pain medications. Despite these
directives, Respondent has failed to keep current. Moreover, his failure to
document accurately and completely in a standard format has complicated the
review of the records and left a very confusing picture of what happened to the
patients in his care. As Respondent correctly states, mistakes can happen to
anyone in the profession. However, Respondent failed to promptly recognize
and acknowledge when mistakes occurred, to seek additional expertise when
unexpected, dire circumstances arose, and he failed to fully inform the owners of
what had occurred. His errors were compounded by poor charting of diagnosis
and test results, treatment plan and treatment implementation. lt is this
combination that puts the patients at risk of harm from Respondent's continuing
practice without supervision and controls.

B:J.H.
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òRt-t Oocket No_ 15_0908_1 6849_2

STATE OF MINNESOTA
OFFICE OF ADMI,NISTRATIVE HEARINGS

FOR THE BOARD OF VETERINARY MEDICINE

In the Matter of William M. Dudley,
D-V-M.; License No. C0858

ORDER ON MOTION
FOR PARTIAI-

SUMMARY DISPOSITION

The above-entitled matte¡: came before Administrative Law Judge Bevêrly Jones
Heydinger on the Board of Veterinarry Medicine's motion fol partial 

"úr."rydisþosition, flled on March 15,20;06-,Dr'. D-udley submitted a reply Uri.f on Ap¡¡ 1í,
2006. The Administrative Law Judge receive¿ ine brief on nprìt'tg, 2006, ah¿ tr,e
record closed on that day-

Tarnar N. Gronvall, Assistant Attorney General, 445 Minnesota Street, Suite
1400, St- Paul, Mínnesota 55101 -2131, represented the Board of Veterinary, Meáicine's
Compfaint Review Committee. Robert E- Kuderer, Johnsorì and Condon',,p-A.,7401
Metro Boulevard, Suite 6O0, Minneapolis, M,N 55439-3034, represented Licensee, Dr.
Will iam Dudley, D.V.M.

Based upon all of the fìles, records, and proceedings herein, and for the reasons
set forth in the accompanying Memorandurn, the Administrative Law Judge makes the
following:

ORDER

IT IS HEREBY ORDERED:

1- The Cornplaint Review Comrnittee's motion for summa,ry disposition that
Licensee'viofated paragraph V:A-1 of the 2001, Stiputatiôn,and Order and
Minn. R- 9l'00.0800, subp. 4.4- is granted in futl as to Fr¿ncie, Gu,ido, and
Rocky; gr4nted in,part as to sasha (Diazepam dosaEe),and Dewey [post-
operative antibiotics sent home and not docu,mentedli' , .lí " 

,

2- The'Cor¡ptaint Review Committeels motion for sumrnary disposition that
Licensee:violated paragraph V:4.3 of the 2001 Stipulåtion'and Order;
Minn. R. 9100.0700, subp.'1.H-; and Minn. Stat. g rcalzs is granted ¡;
full (Gage and Rocky):

The Complaint Review Cornmittee's motion for surnrnary disposition that
ucensee violated paragraph v.A:6 of the 2001 Stþulation and order:is

: i

EXHIBIT
.ú
g
D
o -
3 B

3.

granted in fr:ll (Francle, Gage, Sasha, and Dewey)-
0-I



5. A telephone conference will be held on June g, 2006, at 9:30 a.m. to set
dates for the hearing. The Administrative Law Judge will initiate the call-

Dated this 19th day of May, 2006.

BEVERL
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MEMORANDUM

On September 16, 2005, the Board's Complaint Review Commiftee ("the
Committee") issued a Notice and order for Prehearing ConferenÇe and Hearing, basedupon foyr cgrnOlaints the Board had received about Licensee's care of certain ;;il;;
dogs- On December 28, 2oo5, the Committee issued an Amended Notice of Hearing
based upon two additional complaints the Board had received about Licensee,s care of'two additional dogs- Licensee requested a contested case hearing involving each of
;t\e:i_q^al¡ents- 

On March 15, 2006, the Committee filed its motion ior partiat summary
orsposttton_

Undisputed Facts

Brooklyn Center,:Minnesota, where he is a solä practitioner- l-¡censee owns the clinic
with his brother, a ¡'ètired veterinarian. Licensee atso provides veterinary services at
fllcare_Veterinary Ctinic in St. Paul. That practice is owned by retired veterinárian
Albert Edwards, and Licensee has been the only veterinarian påcticing at that clinic
since February 2OO4-1 

' - . - - r '

E¡'. Dudley has been licensed by the Board since 1gSS.

The Board issued stipulations and orders in
199'!; 1'992,1998, and 2001, which subjected Licensee to multiple conditional ticense
requirements- The 2001 Stipulation and Order, which amends the 1g98 Stipulation and
Order' cond'itioned Dr. Dudley's license'on compliance with various requirements and
required hirn to: 1) keep reco¡.ds on all patients ìn accordance with :the 

record keeping
requirements of Minn. R. 9100.0800, súbp. 4, specifically byt'reäø¡ng in the patient
reçord of each hospitalized patient daily exar,nination nnäinis and ånf meO¡caïion or
treatment provided" (paragraph V.4.1): 2) compty wittr 

"ant t*r¡ttån 
r*Lãri rãi

infonnation'or documentation by the Board with¡n 30 days of the date of thá request
(oar1' V-A-3); and 3) obtain info¡'med consent from ihe patient'i owner priór 19
hospitalizing oven'right criticalty ill or injured patients (para- V.A-6). The informed
consent may be w'iften or oral, but oral *nruni and theì*pu oitúconsent must be
noted in the patient record in detail- :

' Since 2001, the Board has recei,ved several additional comptaints against
Licensee-regarding his care of six ã¡n"r'ent påt¡ãrt.,:Ër"TäË"(ä, äig. (dog), sasha
{g.at)r. cuifo 

.(caO, ,Dewey (dog), and Rocky (dogj. rne uà¿¡épubd facrs of each
situation that are relevant to this rnot¡on foi p"rti"l rrrn*"ç åisposition will be
discussed, below-

r GronvatlAffidavit, Exh¡bit C, pages g-9.
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A- Francie

On May 16' 2003, Licensee saw Francie, a two-year-old cat who wasexperiencing rapid weight loss. and vomiting- Licensee performed a physicalexamination on the cat and felt a lump in the abáomen-' Hu pui unìndwelling catheter'in Francie and kept her overnight. The medical records do not indicate whetherLicensee obtained consent from Francie's owner to keep her overnight. Licenseeperforrned two radiographs, the second of which revealed a gastrointestinal obstruction-It is unclear from the medical records whether Licensee took the mO¡oõr"pî;;ìËiä
or May 17- on May 17,2003, Licensee spoke to Francie'r 

"wÀ"r 
and obtained

- perrnission over the phone to perform an explóratory enteiåt;;t ii"unr"" performed
the operation and removed an eaning andlthree dete¡.iorated rubbei b;;;j ,;';ì;Francie spent four nights in Licensee's clinic- lrlone of the medical records document
whether Francie was obsen¡ed overnight at Licensee's ctinic, whether Lícenseeexplained the risk of leaving the cat unattended overnight, or'whether Licensee
glovi!90 Francie's owner with the option of taking the cat to an emergency facility- onMay 26,2003, Francie was admitted to the nffÌl¡ated Emergency Veteiinary Service withan abscess from the sû:rgery on her abdomen-a ln nugusi zoo3, the BoaJ;;""J;;;
complaint against^Lr'gellee regarding this incident, anã an ¡nvest¡gatlion ensued. onSeptember 19,2001, Licensee prwided a copy of Franci"'r pii""t record-]" th;Complaint Review Comrnittee. Licensee appeãred before the Complaint Review
Committee in Novembe¡. 2003.

B. Gage

Licensee treated a six-month-old dog, Gage, on January 9 and 10,2004. A.R.,
GaEe's owner, brought the puppy to Licensee's clinic to Oe neuiereo- Licenseeperformed the surgery and Gage stayed at the ctinic overnight- The nredical records donot reflect whether Licensee obtained verbal or written consent from Gage,s owne¡: to
keep him overnight at the clinic. Licensee sent Gage horne the followinq dav.
Cornplications arose and A.R. brought Gage back to Liceniee for follow 

";*r*d.",JLater in January, ,4.R. filed a complaint with the Board, and bv letter dated
January 30' 2004, the Boaø lequested a copy of the medicaf records.rãí eãòã t=î;;
letter reminded Licensee,that Eloard rules requi¡:ed him to responJ io tnu request within
3o davs- 'Licensee r'gsponded in a 2-page tetter dated Fu,b¡t,'"ryìò, à00;:fïñ;'Ëä;
stated "Enclosed please fìnd all rnedical records in the ainofiyn- eÀt r-lãrpitàì;"possession with the [sic] respect to the care provided to Gage," iNo 

"*h 
ilñ;l

records were enclosed' with the tetter.s The-Board apparren"fly'seni 
"".in.rlãttä

2 Gronvall Aff-, Ex, E, Bates no. 16_
" GronvallAff-, Ex- E,.Bates no- 17_' Kuderer Aff-, Ex- 3-u The deta¡ls of Licensee's treatrnent of Gage are the subject of orher charges bror,rght by the committee
¡Uaimt Licensee: Those'facts *¡¡f n"iUuãi"cussed t¡er.e. 

- - -
'Affidavit of T¿mar Gronvall, Ex- l, Bates no- g0_7 Gronvall Aff-, Ex- l, Bates nos- g1:g2-
" GronvallAff-, Ex, D, pp:Zg+S-
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requesting Gage's medical records on Februa W 27* 20O4-s The Board received Gage,s
medicaf records from Licensee on March B,2OO4-10

C. Sasha

M l q (

he had given Sasha Diazepam "to effe:òt' but díd not record the exact dosage. Sasha

On June 30, 2004, Licensee provided care to Sasha, a nine-month-old cat-
Sasha's owner, D-D., brought her in to Licensee's St. Paul offìce to be spayed. That
o1v p,o- signgd a Treatment Consent For.m authoi'izing Licensee to spay Sasha and
administer a distemper shot.lr Prior to performing the procedure, Licensee Eave Sasha
2 cc's of a pre-made anesthes-ia mixture of Acepromazine, Atropine, and Keìaset.r2 He
noted this information in the cat's medical record-l3 Approximately 15 minutes after
administering the anesthesia, Sasha began to have a seizure. l-icensee administered
Diazepanr to Sasha until the seizure subsided- He then transported the cat to his
Brooklyn Cente¡'office. The seizures recurred a short time later, and Licensee again
adnrinistered Diazepam until the seizing subsided." L¡censee noted in his records ihat

or one of his staff 'gave lactated ringer:s thr.ough the niight and removed- urine when
bladder was distended." There is no documentation of overnight monitoring or care for
the second night. Sasha was discharged on July 2, at which time Licensee instructed
he¡'owners to give her syrupy water- Licensee spoke to the owner by phone on July 4
and was told that Sasha was doing okay. f n August 2004, the bòard rece¡vej a
cornplaint about Licensee's.treatment of Sasha.

D. Guido

On January 7, 2A05, Licensee perfor"med a declaw procedure on Gu.ido, a ten-
month-old cat- lmmediately before the surgery, Licensee administered 2 cds of the
ge¡eral anesthesia mixture of Acepromazine,- Atropine, and Ketaset.rs ll".*"å;t
notations in Guido's . medical records indicate 'ketaset, 2 cc's'l and 'Anesthesia
(lntt'amuscular) - 

fgline._ During the surgery, Licensee placed a toumiquet on Guido's
tront leg to control bleeding- After the procedure, the tourniquet was inadverten¡y left
on Guido's:left front leg for six hours, which caused the leg to swell.16 The med¡cal
records do not include any reference to the tourniquet, On January g, 2005, Licensee
discharged the cat to his owner, explained that the ieft front leg was swollen, but did not
sa:y w,hy, and told the owner to return to the clinic on January 10,zOOiß, for fu,rther
tr'eatrnen{ of the'leg. The owner did not r.eturn Guido to the clinic as directed, and the
me.dicat recprds indicate that ticenseeis office assístant attrrpi"ã 19 ;;i;;ì;üil;;
January 10-12, 2005, but was unable to reach the individuul. eu¡Oo's .leg, was tater
amputated by another veterinarianl and Licensee's insurance paid for the pioce dure.17

I fne Board's letter is not in the record, but Dr- Dudfey admitted that he received another letter from the
ppard dated Febru ?ry 27 , 2004. Gronvail Aff., Ex. D, p_ 29.'" Gronvall Aff., Ex- l, Bates nos. 94-92.tt Kuder,er Aff-, Ex. 1-

Ï *u p-r9-rnage mixture consisted of I cc of Aceprom azne,1 cc of Atropine, and i 0 cc,s of Ketaset-
9ronvalt Aff., Ex- D, pp- 30-31.'lKudererAff :,Ex- 1, Bates no- 249-la GrorwallAff., Ex- D, pp. 3a-36.-"GronvallAff-. Ex- D,p-41, and Ex. F_
lf Gronvall nn, ex- o, pp- 3e-4o-lTGronrrall Aff-, ex- o, þ, a+,
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Later in January, the Board received a complaint regarding Licensee's t¡:eatment ofGuido- The Board commenced its investigation in March 2005.
E- Dewey

Licensee performed a tail amputation and a dental cleaning on Dewey, a five-year-old dog, on June 15, 2005, at the St. Paul clinic. prior to the sur,gery Deweyreceived 2 cc's of Amoxicillin, 0-7 cc's of Xylazine, 10 cc's of pentathot,"aío 2 cc,sLidocaine-r8 This medication info¡'mation'"pp..r= in Dewey's medical records.Licensee discharged Dewey on the day of the surgery after succãå"t"llv 
"äätaãig 

g-,e
9og'" tail-_ Dewey and his owne¡: returned to Licensãe's ctinic tne euä¡nö'Jl"n" lobecause Dewey had chewed off the bandages on his tail. Licensee iuóiulão 1¡,"bandages and fashioned a plastic cone arouñ¿ tr,r tail to piotect th" ;;u;-lt'-úä xuptDewev ovemight to monitor whether the cone tail would adequately protect the tailarea''O There is no indicatiorl in the medical records that Licensee obtained written orverbal consent to keep Dewey overnight, or that D-ewey *æ rãnit;r"d ;;;¡äni, or,--theteeor'dsdo-indieatethaHhe-e"o*-tuil-aud-bandage+vere-inÈaet-andir+praËn+ne__:

morning of June 17- Prior to dischar:ging o;*uy;li;" ;;, ä""ee re-examined thesutures and bandages and reapplied the tail cone along with a "Bite Not" coilar." öÃSunday evening, June 19, the owner called Licensee ãt hornu because o"ùãi nrorernoved the tail coñê: Licensee verified that there was no bleeding ,occuring andsuggested the owner call the clinic the next r"oinìng ;.';; rp"ui¡rnu to bring Dewey infor a check-up- The owner did not call back. Lãter in June, the Board received a:comp|aintregardingLicensee'str,eatrnentofDewey.

F. Rocky

On September 30, 2005, at the St- Paut"clinic, Licensee treated Rocky, a 13-month-old 
999' for an injured- left front paw, Licensee performed raoiójrapns,

adminis**9.,.u:_,^1?9 ("jì anti-inflammatory steroid) and penicill¡n to Rocky, and set acast on his left front teg.ï^ The dosages of vetatog ãnd peniciilin were not documentedin the patientis records.22 On octðber 11, 2ool, Rocky r.tornuJ'io"iää'ï, 
"check-up on.his.leg.- 

_six davs 
3Lter, Rocky's owner called to tell Licensee that Rocky,s

feg appeared to be infected and that he haã taken Rocky to ãnotn",. ilu"ñ;.,.'¡];,àY"
On or about October 17, 2005, Rocky's owRer filed a comptaint with the Board,and by lette¡' dated october 24, 200s,.t'i.ru eoug ;õr;sted, w¡thín ten :days, astatement from.lic,ensee responding ø ir¡e allegation, ol tn" cårnptaint along with a

99py 9f the rnedical records for RocÇ.z License"e iespouoeã-¡n à rctte. dated october31, 2005, and indi'cated that üpon review of Rocky;s records,-Ë';;t,;åäñåilni
records were incomplete. Licensee'enclosed thó records 

'nä-oìã-r,ãi"'"t- 
n¡upossession-. He questioned the individual working in the ctinic pårroir¡n;;; äntry,

18 Gro¡rvallAtr, gx- G, Bates no. 396-'.1GronvattAff-, 
Ex- G, Bátes no- 39S-- GronvaltAff-, Ex. D, pp. 6l€2.

j,9roo""f!,lf_, Ex. H, Bates no.4p7, qnd Ex- D, pp- 6B_69-
l?"*^.1ff. ?. I, pares no.4oz, and Ex. o, þb,6eJl.
I GronvallAff., Þc H, Bates no,4O6--'Gronvall Aff-, Ex- l-,l, Bates no_ 413,
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entry into the clinic's computerized records and billing system.zs on Februa ry 21,2006,four rnonths after the Board's request f;; R;;kyþ records, Licensee was deposed bythe Board and provided a portio¡ of an invote from september 30, 2005, whichcontained home care instructions for Rocky.ão--Licglsee could not say when thisinformatioR was entered into the computerizeá systeni.ãï'""" 
vvutv 'l

Surnmary Disposition Standard

summary disposition is the administrative equivalent of summary judgment.surnmary disposition is appropriate wherà til; il no genuine issue as to an¡¿ materialfact and one party is entitled to ju_¿gÃu"i ã."" rätt . 
"r 

lã*.rt The offìce ofAdministrative 
I.u3Tngt has Eeneiafly foltowed the surnrnary judgment standardsdevefoped' in judicial *,lrtt in änsideiing mot¡on, fu.., 

:u.n marydisposition regardingcontested case matters-29 A genuine ¡sðue ¡s one that is not'sfram or f¡ivolous- Amaterial fact is a fãct whose resõlution will affect thË result or outcorne of the case-.o
rhe movins partv has the initiat burden 

" 
;;;; il;;ce or a senuine:issue concerning any rnaterial .fact. To successfull¡a i""s¡"i1-.Jtion for summaryiudgment, the nonmouing party must rno*^tr'ãt il; år;"#"iî"ià'",. in dispure rharhave a bearÌng on the outcomé of the 

"rr".ti 
il;; conside¡.ing a motion for summaryjudgment' the Gourt must view the facts in tne l¡brrl rnost favorable to the non-movinspaftY'32 '\ll doubts and factual inferences m,ust be resotved against the moving part)r-3f,lf reasonable minds coufd differ as to tne ¡mport ãr'nu ev¡¿enYce, ¡iogment as a matterof law should not be gr"anted-3a su.*rry juogment shourd only be granted in those

äil,i?ij;.ghuru 
there is no dispure ór'r¿Ëi ã"¿ where rh;exists onry one

Legal Analysis

l. Record keepinE requirements
The compraint Review committee seeks summary iudgment on issues.The first involves the generat record keeping fequir-àäentg of veterinarians under Minn.R' 9loo'0800, subp - 4-A-, and the specific re"o.b kuupiõii;#;¡îi"r"o in the 2001Stipu|at ionandorderthatapplyto'Li iensee.---

i 9-rc¡119., g. $ Bates no- 426, andex. o, pp. Bo-sl.- GronvallAff., Ex- D, Deposition eXir¡U¡t S.
_ GronvaltAff-, Ex. D, p- 76.
!,sgøerv- sauter,zó'ru-w:o 35r,353 (yrr.,-tggt); Louwegíe y- tM* chemicat corp., gze N.w.2d 63;.ô6 (Minn-,App: l 9B5); trrt¡nn_ Rutes, :i 

¿OO.ìSOOI<; Minn-R:Civ-p- 56_03.
;9.r-r,.Mln. Rutes i¿oo.oooo tzoo+1. 

-
' uunoß l-armers tns. Co- v. Tapemark Co::?2.?-l,W.2d 630; 634 (Mínn. f 97g); t=tightand Chateau v.?,"8.t! ,tø!¡ç *"h:u,.1?o_r.l.w.zo ao¿, ãoa lrrrinn. noo. îõ04i,"'Ttiiete v' stitch,42s N-.vI:l{ sBo, 583 ivinu.'tsae¡riíiril. iá:u Míd Amerîca Emptoyees Federat.3uil.ry,2d 853, sss (Minn. te86).
;?:::\1?,f gKenyon,s+z ñ.w.zo 834 (Minn. App. reaa).õee; ê-!l_, tnoínpson v. Campbett, BaS F-Supp. OOS, OZZ6O_,Minn, i99a); Thíete v- Stich,42SN-W.Zd
989' t89 (Minn- l9&8);.Greaton v- En'tch, rs! I-w,2d 876,878 (Minn. 1sr1l.
|lTAersan v- Ltberty Lobby, tnc_, qll A_S- 242,.2æ_2Sr tr gBO).
- ld-
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The record keeping rule is clear that a vete¡'inarian performing treatment or
surgery on an animal shall'prepare a written or computer record on each patient that
includes, at a minimum,.the following information:

1- name, address, and telephone number, of the owner;
2- identity of the animal, including age, sex and breed;
3- dates of examination, treatrnent and surgery,
4- brief history of the condition of each animal;

.5. examination findings;

6. laboratory and radiographic reports;

7. tentativediagnosis;

8. treatment plan; and

9- : medication and treatrnent, incruding amount and frequency.

_- -Under the 2001 Stipulation, Licensee's license to practice veterinary medicine is
conditioned r-lpon his cornpliance with the record keeping requirements 

-listed 
above

and, more specifically, recording in the patient record: a) each patient visit, whether or
not l-icensee provided trea,tment at the visit; b) each telephone conversaion about a
patient; and c) each hospitalized patient's daily examination findings and any
medication or treatrnent provided-

The Committee atleges that Licensee violated the 20O1 Order and the rule, and
seeks summary disposition with regard to Licensee's treatment of Francie, Sasha,
Guido; Dewey, and Rocky

A. Francie

The Committee ar.gues that the records provided by Licensee are insufficient
because they contain no eNamination,fìndings other than the cat's temperature and a
statement that the second radiogiaph r.u"rt"d a G-1. obstruction, rìo surgery protocot,
no treatment plan,'and no notations ãbout medication or treatment providãd io Francie'the day aì,fter her surgery or up,on her discharge. Furthe¡.more., theie is nothing in the
records to show that Francie was checked on overnight fo¡. any of the.four nþ:hts she
spent at Licensee's clinic, even though Licensee claims Francie was observuä Ouning
the night.36

Lícensee respo'nded that Francie's records contain mor,e .ptrysiæl'exarnination'frndlngs than just the ca,t's ternperature and the G.l- obstruction. He points to the
"physicaf exam eheckfist" that he fitled'out on May 16,2OO3, when Franciefirst came to
his office- Second, Lioensee argues that because he removed the'G.l- obstruclion,
Francie left his offìce in good.health and no fufther treatrnent ptan was necessary.

It is undisputed that when Francie came to Licensee's clinic she was 
"rlti""tty 

itt,
she needed surEery, and she spent four nþhts at the clinic. Revl'ew of the *uO'i""i
rec¡rds subrnitted to the Committee by Licerisee show a brief overview of the
examination and treatment of Francie- The notes a¡e handwritten and sorne entnles are
djfficutt to read. Licensec rnade one brief entr.y in Francie's rnedical records each day

s Gronvatl Aff:, Ex. C, pp-22=23-
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that she was hospitalized at the clinic. while it is unclear whether or how the careprovided to Francie was substandard, ¡t ¡r 
"1"* 

that the medical records do notdocurnent a treatment plan or surgery protocol so as to corroborate Licensee,sdeposition testimony and cornply with paiagrapn v.A-1 of the 2001 stipulation andOr!er'- This portion of the motion for summary disposition must be granted as it relatesto Francie-

B. Sasha

dscumen*heamou"Îi'8,X1;J:åiiil:iirî,x'ï",3i:,ï;.*,.#rnîi^Tl"o"

document ¡t sasha's records rhe exact .*'i;:'ff 3':lfutfî:iJl"lJ'irtj"::î T:consistent with prevailing practices because Diaiepam is a drug tnät ¡s given to effect
and has no'standard dosage. He asserts that the dosages and"orug proportions given
to Sasha would be readitliavailable ¡n nls'måJ¡"ut'"n log to any future provider upon
request-

Minn- R- 9100.0800, subp .. +.e. requires veterinarians to document, in a written
or compute¡'record, medication and treatment given to each patient, inctuding amount
and frequency- The 2001 Stipulation and ordei mandates'áålv n"i¡ngs in th"e patient
record of medication or treatment provided.

ihe amount of Diazepam given to Sasha'is not recordedìin the one-p"#;;dä;;;î
submitted too:the Board,,nut ne has asser,teo flråitÀe arnount of thê àrug administered
to sasha r¡t¡st have been r.ecorded in his rão¡ot¡ã"-i;g ;;:rt¡rn'å¡ o"e of his office
assistants. Licensee did not put the rnedi"at¡ô" log into the Motio^ ,"*rd,-,-"nã
therefore, has not presente! 

-any genuine issues of material fact ts c¿unte¡, the Boardts
Silegatþns that Licensee violated-the standards of the 2oo1 stipulation and the rurle.
The Adminiskatíve Law Judge findó that the¡e are enough undefine¿ tã¡.rns ;;-J:standards of .practice to create gen,uine issues of materjal iact as ià,t- 

- ", s"Y:

ì .'ri' br-¡t notas.to the Diazepam issue- Accordingly, summary Jisposition isi,. , , : '' gr€rted,in parr as to rhe record r<eepinjie!ñ;;i;-íoisårr,r.

: 'Ttre Committee clairns that l-icensee viotated the z,oHlSfipulation and Order by
fafin_g. to;9"gy*gn! the cayse of rhe car'; -;;ilå; teg in.tte medicat records. Liqensee
adnritted in his February 27,2}06'deposition that trYe.d,id not:ínclude.this:information.

ß-7



Furthermore, the Committee alleges
appropriate proportions of the
inappropriately called it Ketaset.

Licensee responds by saying that he discussed the swolten leg with the cat,sowner and documented the swetling in the records.' He asserts that his failu¡.e todocument the cause of the swelling is not relevant to the requirements of the 2001order- As for the documentation of the anesthesia mixture, Licehsee again asserts thatstandard industry practices do not require him to document the proportions of themixture.

By Licensee's own admission, he did not accurately docurnent the cause ofGuido:s swollen leg- That he recorded the swellÍng is not sufficient. He made nornention of the tourniquet to the owner or in the recórds, and accordingly the ruruø"
gre incomplete in.violåtion of paragraph v.A.l of the stipulation and Minnesota rules.Second, Licensee's. argument about the anesthesia mixture is not convincing, becausenot onfy did he fail to r,ecor'd the proportion of each drug in the ,il;;:"h;ä;ù' recorded that he administered 'ketaset, 2 cc's" and "Añesthesia (lntramr."rf"rf 1
Feline-" There is no mention of Aceprotmazine or Atropine, and it is not ctear if theintramuscular anesthesia is part of or in addition to the 2 cc's of Ketaset- Again,Licensee did not submit the medication log and has not created any gentrine factissues- Sumrnary disposition is granted aõ to the record keep¡ng r"q,id;;;"';;;
Guido because Licensee has faited fo assert any genu¡ne ¡ssues"of material fact inresponse to the Board's allegation that he v¡olãtão p".ugàph'V-À-ì ; fl*;ädi
Stipulation and Order

D. Dewey

The Committee alleges that Licensee admitted in his February 2:1; 2006deposition that he
- provided post-operative antibiotics for Dewey upon his discharqe- from theclinic, but that he did not document r 'those actioné ¡nf the ¡¡uO¡cuì iã"åi¿jî" 

-'-

, Licensee responds that he exptained to the Board, in a letder dated June 2l,2oo5,3s that he does not routinely iend antibioticJñ;;';¡tr,"päi¡unt, afte¡. 'non-
tlf"d9qr.sur99Ïes.like tait amputãtions, but thaf he dio give óffi an injec{ion ofAmoxicillin at the time of surEery on June lS. ; 

r -

Licensee's June 27,2OOS letter to the Board indicated that he did not routinel¡r
çend antibiotics home with patients'after hon-igfectedu surgeø¿s. Ñã¿rirg in fhe lefie¡,directly addresses t_icensee's treatrnent of bewey duñng: the timå,'¡"'qïãii¡;,
However, at nis depositionn l-icensee discussed r,is-t*ut-".iôr:o"*åv, he stated 6iat

I GninvallAff-, &. D,i p- SZ* Kuder,er Aff -, Ex- 2-

that Licensee failed.to record the contents and
Acepromazine/Atropine/Ketaset mixture and

l 0
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he sent post-operative antibiotics home with Dewey, and he acknowtedged that the
records do not reflect that information. Summary disposition is appropriate as to this
portion of Dewey's records.

E. Rocky

The Committee again relies on Licensee's February 2006 deposition testirnony
to show that Licensee admitted to failing to document the amount and method of
administering the medications noted in the medical records as well as a diagnosis for
Rocky. The Committee argues that Licensee adrnitted to discussing a treatment plan
with Rocky's owners, and then failed to document that discussion.

Licensee responds that he made a mistake when he negtected to note the
dosage of the medications given to Rocky on Septembe¡" 30, 2AA5, but he states that
the method of administration (injection) and the diagnosis,wer€ obvious. ln addition,
Licensee asserts that there is nothing in the 2001 Stipulation and Order, rute, or statute
that requires License to document.verbatim every discussion, with the owRer pertaining
to the treatmènt plan. At the time of the deposition, Licensee provided to the Boar.d añ
invoice given to Rocky's owners at the time of the dog's discharge, which he clairns
clearly demonstrates that he provided after-care instructions to the owners

Regardless of whether Licensee prpvided after-care instructions for Rocky,
Licensee clearly viotated paragraph V.A-1 of the 20O1 Stipulation and the record
keeping requirements of Minn. R. 9100-0800, subp.4-A- when he failed to document
the dosage of the medications given to Rocky on September 30, 2O0S- Summary
disposition is granted.

lf- Compliance with Board requests for info¡'rnation

Paragr:aph V.A-3 of the 2001 Stipulation and Order req,uires Licensee to cornply
with any written request for inforrnation or documen,tation by-.the Board or. its designeã
within 30'days of the request. Minn. R. 9100.0700, óubp- 1, item H impóses
substantially the same requirement on all licensed veterinarians, and Minn. Stat $
156.123 mandates cooperation with the Etoard during.its investigation of any complaint,
'includihg providing cop¡es of patient records. Tf¡e Comrnifteõ alteges thãt.Licensee
violated paragraph v.A-3 of tne zoOt order, rule, and statu,te, anã seek, ,r*.rry
disposition with'regardrto Licensee's treatment of Gage a,nd Rock¡¡

A. Gage

The Complaint Review Cornmittee ar,gues that Licenqee's failure to provide

Çage's cor'nplete medical records unti'|. Mar:ch: 8,, 20A4, one week after the'30-day.
deadline, is a clear violation of the 2Oo1 istipufation and Order, as weit as Minn. i.
9100.0700, subp, i, itern H, and Minn- Stat g 156-129.

Licensee argues that'he did not fail to cooperate with the Board because the
medicaf reçords for, Gage we{e onty eigtrt days latè and because he was working witfi

I t
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his insurance company on the cornplaint- He ctaims that he su,bstantially complied with
the tsoard's request and thereafter supplemented the record.

It is clear that the Board did not receive Gage's records within the 30day
deadline- Licensee admitted that he held off on sendiñg the medical. records, that his
insurance agent did not advise him to hold off submitting the recoids, and when
QuSntione9. *ny he did not send them, he answered, 'l d¡dñ'L I just did not. That's
all-*" Furthermore, Licensee admitted that his Feb-mary 1.9,2004 ietterdid not explain
to the Board that he was waiting to submit the records untit he coutd speak to his
insurance agent who was out of town at the time- lnstead, the letter stated that the
record's were enclosed when Licensee knew that they wer,e not- Accordingly, the
Administrative Law Jtrdge grants sumrnary dispositioñ with regard to the Board's
request for info¡'rnation relating to Gage's treatrnent, and finds that Licensee viotated
laraSgq.n V.4.3 of the 2001 Stipulation and Order; Minn. R.9100.0700, subp. 1, item
H; and Minn. Stat .  g 156.123- 

i
ts. Rocky

The Committee points to Licensee's letter to the Board, dated October 31, 20OS,
as a clear admission that Rocky's medical records were incomplete and not received by
the Board in a timely manner. lt also claims that Licensee's testirnony and subrnissioá
of an invoice from Rocky's patient file at the February 21, 2006 deposition further
demonstrate that Licensee failed to comply with páragraph V-A.i of the 20oi
Stipulation and Order.

Licen'see concedes that he did not provide the Board with part of Rocky's
medical records until Febru ary 21, 2006, wetl aftqr the deadlin. i-fosed by the Board's
lettet (t! Oqys) or the Committee's 2001 Stipulation and Order (30 d'ays). ,But he

.argues that his office billing and records systern was undergoing technoúgy changes
and that he provided Rocky's missing record, an invoice demónstãting that ñô proviãed
after-care instructions for Rocky, as soon as it was located- Acco¡-ding to Licensee, the
evidence, when vjewed in the light most favorable to him,- proves 

"that 
he dìligengy

responded to the Eloar'd's inquiry and cooperated with the invesltig:ation the best that he
could under the circumstances,

Licensee responded to the Board's October 24; 2005 request fo¡. information
within'the 1'0-day deadtine imposed by the Board. He admitted'that the rec¡rds he'
enclose$ were incomplete because they tr,aO been mísplaced. Licensee then producêd
an invoice_containing'after-care instructions for Rodky at Licenseels deposition in
February 2006, fou¡: months a'fter the inítial request from the Board. When äuestioned
about the document, Licensee could not say when the document was found or wtren
the information was entered into the. offlce ðomprrter. system. By hís own admission,
'Licensee is in violation of paragraph V.A3 of the 2001 Stipulãt¡on and Order, 

"ndMinnesota rule and Statu{e-

ooGronvalf 
Aff-. Er D,p-Zg-
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lll' lnformed consent for ove¡'night hospitalization of criticatty ill or injured
patients

Paragraph V-A-6 of the 2001 Stipulation and order prohibits Licensee fromhospitalizing any critically ilf or injured patient overnight untess l-¡censeã fì;;t Ñ"i";';.."client's consent- specifìcally, Licensee must: 1) infórm the client that the patient will beleft unattended overnight; 2) explain the risks oí leavíng tne patieni unattendeo; and 3jprovide the client wi'th the option of taking the animãl to an emergency veterinary
facility- ln addition:

[Licensee] shall either provide the foregoing information to the client in
writing and shall obtain the client's written consent, or shall obtain the
client's verbal consent and note in the patient record what ¡nformation
[LicenseeJ provided and that the ci¡ent consented to overniEht
hospitalization after being provided with such information,

' The Comrnittee alleg'es that Llcensee violated the 2O01 Order and seeks
sumlìary disposition with relard to License*'r r,o"pit"i¡;rt¡o; &"ÈËno¡", Gage, Sasha,
and Dewey.

A. Francie

Neither of t!9 parties dispute that Francie was hospitalized for four nights atLicensee's clinic- The Committee relies. on a nurnber of admissions made by Licensee
I-!¡t January 5; 2006 deposition as proof tnãtr-icånsee viotated paragraph V.A.6 of the
2001 Stipulation and Order,

Licensee's defense ¡'s ttrat he did explain the risks of teaving Francie unattended
overnight and that the owner gave consent ovèr the phone for thé surgical prjçgJ;r",
which implied that Francie would be kept at the clinic over:night.

Licensee's testimony during liis January 5, 2006 deposition is confusing and
inconsistent about whether or ¡rot he explain-"d Û," ;;k* ;fl"ãv¡ng rr"""ì" åniã
overnight orwhether the cat was actually monitored ovemight. ln e¡tfreicar;;til;;
ptainly adrnitted that he díd nor document any of rh;;;"f;;"t¡oÀ ¡" ir,ä ;;;:î
furthgrmore' Licensee admitted that h9 did noi give ,tÀ" nwiäiìl * option of taking
Francie to an emergency facility. And when as-ked whether he v/rote in Francie,spatient record that tñe o*"ur cônsenred to o""*¡ghr ü;þìi;ilä;, Ë'n5;.ä:i
donlt think so-"42 A review of the records Oerooitnâtes that th.ê owrìer cnnsented to thetYlg"tl, over the:phone, br¡t the records do not conta,in an3¡ docum*niat¡ui .oÀrì"tänì

, with the requirements of par.agraph V.4.6 of :the 200i St¡puíãtion 
"nã'öiã";. 

ê;;;;
disposition ís clearJy appropriate under thes:e circumstances.

B. Gage

Neither 
"i 

rF parties dispute that GaEe was hospitalÞed ør- 
"o" 

night atLicensee's clinic. The Gommrttee reties. o" ,t"iu*ents rnaäe by Licensee during hisFebruary21'2aa6deposi t ionasBroof ' thatLiceRseevirc ' tgteãp;ãä;p1V.A.6.g

Again; Licênsee argues that consent to ovemigfit hospitafízatisn is irnplied in
çor¡sent to a surgical procedure. And he states thaf GãEe was attended ovemigfrt, Uut

.a]GronvattAff., Ex- C, pp. 22'24.
"GronvallAff-. Ex- D. p- 23-
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acknowledges that the records do not reflect that information because he did not record
that type of information in 2OO4.

Licensee admitted in his February 21,2006 deposition that 1) he did not obtain
the owne/s informed consent prior to the hospitalization; 2) he did not document in the
medical record whether or not he obtaíned the inforned consent; 3) he may have
checked on the dog overnight, but he did not docurnent if and when this occu'ed; and
4) he did not pr:ovide the optio-n of an emergency facility to GaEe's o*r*ur.oi ñ;;";;,
actions as to Gage's hospitalization are ¡n ¿irect violãtion oipuragr"ph V.A.6 of the
2OO1 Stipulation and Orde¡'. No genuíne issues of material fact remain and sumrnary
disposition is appropriate.

G. Sasha

The arguments of the parties as to Sasha are sirnitar to those stated above.
During his deposition, Licensee admitted that ne ä¡¿ not obtain consent for overnight
hospitalizatisn of Sasha-aa A, review of the medical reco¡"ds demonstrates that Sasha,s
ovrlner did sign a consent form, but confirms that the form makes no reference to the
öonsent requirenrents as set forth in the 2OO1 Stipulation and Order.as Licensee has
presented,no material fact issues and summary disposition is granted_

D. Dewey

The Committee rests its argument on Licensee's deposition testimony that he
kept Dewey over:night at the clinic'without obtainìng the owne/s di¡,ect consent and
didn't explain any risks of an ovemiEht stay.a6 

- 
Licensee's position is that the

requirements of paragraph V.4.6 do not apply in this situation because Dewey was not
a critically ill patient and therefore there were no risks of an overnight stay-

The record is clear that Dewey was brought back to Licensee's ctinic on June 16,
2005, the day after his tail amp-utation,.because the dog was chewing on his tail and the
wound had started bleeding again. While these circumstances pròbably don't qualifo .
lewey as "criticatly ill," ít is reaêonable to say that Dewey was "injured." Li"""".é tupt
Dew'ey overnight to d:evise a method by which to stop the dog- from chewing at the
surgical wound. _ The requirernents of paragraph V.4.6 apply eluaily to the ovemight
hospitalization of 'critically ill and injured patiênts.',

'The 
Administrative Law Ju{Se notes l-icensee's frustration with the seemingly

duplícative process of obtaining infórrned consent for a surgical f¡ocedure as well as
,,!1f9rmeO consent for overniEht hospitatization.l B,r¡t the termð of påragraph V.A.6 matã
it. clear that the Board meant to impose more stringent requirernents on Licensee due to
lhe nurnber of complaints againsi him and his'pîactice.' Licensee's signature o' g',e
2OOl Stipulation and Orde¡'binds hirn to the terms of that docgment- Aãcor.dingly; the
Admirtistrative Law Judge finds that Licensee violated the terrns of paragrapn VlÁ.6 of
the 2001 Stipulàtion and Order ahd tlrat surnÃ".y ãirpouition in-app-p¡""r"-' 

- --

a3 Gronvall Aff., Þc D, pp- ZZ--Z+-
I Gronval!Atr, Ex. D, p. 36-'" Kuderer-åff,, Éc 1-Æ GronvallAff'; Ex. D; pp- 60-65-
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B.J.H.

. 
a7 Arnerican Heritage College Dicticnary- 3d edition (1g97).
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RECOMMENDATION

The Administrative Law Judge respectfuily recommends that the Boardtake appropriate disciplinary action ãgainsi tne Räsplndent's license to practiceveterinary rnedicine.

Dated: June jLloOz

Reported: Transcribed - Three voturnes.
Kirby A. Kennedy & Associates.

NOT¡CE

This report is a recommendation, not a fìnat decision.: The Minnesota
Board of VeterinaUrMedicine will make the final decision after a-iãu¡"* oflnãrecord and may adopt, reject or modify these Findings of Fact, coocio"ìo"r, 

";;Recornrnendation, Unde.r Mínn- Stat-'$ 14.61, the àoard shall not rnafl ã'fr"l
decision untit this Reþort has been made available to the parties for at least tendays, The partjes may file exceptions to this Report and the Boa¡.d mustconsider the exceptions in making a final decision- Parties should contact;;;
King, Executive Director, Minnäsota Board of v;;;",y"i¡ä#¡n" , 2B2g
universityAvenue sE, suite 540, Minneaporis, Minnesota sæ14-J246, to rearn
the procedure for filing exceptions or presenting argument_

I'f the Board of Veterinary Medicine fails to'issue a final decision within g0
days of the close of the record, ihis report will constitute the finat agency decision
under Minn. stat. g 14:6ie, subd. 2a. The record 

"rã*Li 
tjpãË-t;á ;iö';;

exceptions to thg,reporf and the pr,esentation of argument to the Boar,d, or upon
th,e expiration of the deadlinefcir. àoing so. The:Anãod-u.t-""iifl, tnäiarties anOthe ,Administrative Law Judge of the dãte on which the record closes_ 

'

. . j

MEMORANDUM

The findings of 'fact clear{¡r spell out areaè where the Respondent,s
practice'departs frorn'minimum stahdards of acceptable and prevaitinglpract;;,
and sor¡lle of those departtrres are likely to rharrn 

the ånimals 
"placed 

inRespondent's care. Atthough the Re-Sp;;å"i;".J¡, nu, 
"o:intànt1o'harm 

the
anirnals, he has in fact puttñern at risk; or in sev:eur í-rrt"oé-" auÉ¡Ë"i¿¿ them toa helghtened risk of inf.ection and unnecessary sufÏêring,

review of his rned'ical records and cornþãrison with the: record* oi ån"r clinics
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where animals were taken for follow-up care- The record-keeping problems arelong-standing, as more fully set fortl-r in the Memorandum 
"""ã*p"nying 

theOrder on Motion for Partial Summary Disposition, incorporated herein- with poor
record-keeping it is difficult to track the specific diagnosis and treatment ptan orthe implernentation of that plan. When ao:rrrexpucted or adverse result occurs, itis particularly important to check the records, to review the tæt" Û,ãt were done,
the diagnosis made, the options considered, and the course of .action that was
f'ollowed- The'Respondent's poor record-keeping complicated the review of hispractice in the instances where there were adversô results.

Francie .,

.,.: Th" Respondent took only one radiograph, even though he acknowledged
that the standard of practice was to take fuä v¡ews. ln this instance, his failure
to take two rnay not have affected the care Eiven to Francie, but it is dif1ìcult to
tell because he did not have one medical reco¡.d that clearly set:forth r,¡s n"JiÀg,

' and his tieatment plan: In addition, it would not be standard to conduct a barium
series without first.taking a survey x-ray. Failure to nãve 

" 
ù*ór"te medical

record places the patient;s heatth and safety at unnecessary risk.

fn this instance, as in others, the Respondent administered a forrn of
anesthesia that, although acceptable, is out-of-date, and. there is no record that
he prescribed a course of antibiotics or pa,in medication following the surgery that
his own'expert, Dr- Larry, testified *"r ih" standard of care forlnvasive surgical
procedures- His failure to prescribe antibiotics may have contributed to Francie
developing an abscess-

ftespondent's comments about the use of pain medication for Francie

",gg.utL thqt' despite Board-directed additiorlal training about proper pain
medication, he still has a poor grasp of commonly.rr.ra pain med,ications and the
ordinary course of theír administration. He stated'that he did not prescribe pain
medication for Francie because he wanted the cat to be up and .ouing ãi;rìO
a'nd not bedated. Dr. Levine testified fhat pain: .å¿¡""t¡on can be adr,ninistered
withoutsgdating the animar, and Dr. Larry oi,fered no opiniðn i¿ tr* 

"ã"ilt,'-'--
GàEe

''Unfortunately Gage's urethra was severed during a cryptorchidecto-my:
Precisely hqw that occurred is difficult to determine becatis" ne"'eon¿ent O¡¿ nót,
thor"gughly'documelt the, steps that he took dul:inE the surgery and he did nst
gend tlre mass that he rernoved out for testing, 

"rr"n 
though"Àe .ã*ltt"o that.he

held it for a, few days. Respondent failed to:,üeep Gage under observaiioniriil'Gztge grinated, and'once it was apparent that Gage *ã" u"ry iil, Respon-àe;t .ii ;
not nofify the fa¡nily Snd,offer':the optiÒn of a referral,to 

"n "*erg"n"y 
f""¡¡r,V.

Further-more, he relied on test results frcim'a piece of equipment thãt *r, Clu"jy
malfunctióning, lt is likely thAt, once the ur.ethra waslcut, nothing could havó
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been done for Gage to return hir¡ to norrnal good health- However, even if all
was ìost for Gage, Respondent left Gage alonõ, and there is no evidence that he
adrninistered pain medication to blunt the effects of the dog's sufferìng. As
Respondent properly points out, mistakes happen. In this insta"nce,'¡n aOOit¡on to
the surgical error, it- was the steps that Respondent took after the surEery that
compel the conclusion that he failed to conform to the rninimurn sta,ndards of
acceptable and prevailring. practice and engaged in condu:ct that was incompetent
and harmful to Gage-

Sasha

Although the use of a mixture of medications to anesthetize Sasha and the
administration of Diazepam to effêct did not violate the standard of ca.,e,
Respondent's use of Lasix to offset the effects of the Acepr.omazine did, Or-
Levine testified without opposition that Lasix administration wäs of,no benefìt anã
rnay have .been: to sasha's detrirnent. As with other cases,,the Respondent
demonstrated little knowtedge of the medications that he enrployed and their
effectiveness for the intended purpose.

' G u i d o

A tourniquet was left on Guido'S paw for about six hours following a
declaw procedure- Once again, a rnistake was made, but the aftermath of-tne
mistake appropriately heightened the Board's concerR. First, the mistake was:
not caught for hours. This suggests that no one checked on Guido for severaf
hours ãfter the su¡,gery- second, once it was clea¡: that a mistake had been
made, no steps wer.e taken'to deterrnÍne what; if anything, rnight hav¿ u.Àn j6ç¡;
to minimize the darnage t9 the nerves in Guido's lêg. îjt rrã Íb no indication in
the medical reco-rds that Respondent conducted ãny t pe of assessmË¡t i"
{gtermlne the eNtent' of the damage. Third, Guido was discharged with no
disclosure of the mistake to the o*nérs and no special instructions- n*p"r¿""i
ctaimed that the owner dectined pain rned¡""fi*, ort tnã *;;;;;r';;t notified
of the serious eror that had been made and the:i,,igt tiLutû,ood that Guido w-ouNd
experience severe pain because of nerve damaEe-Y nà.po"O*i:gì* th. owner
no special instructions and did not direct the owner to'bring euäo back to be
checked the'following da,y- Leaving the tou-rniquet on for hõurs clearly violated
the minimum standards of 'accðptabb ãnd' prevaiting îirot¡¿rt. åno *r"
incompetent, but, in addition, Respondenfs actíoni tt"r""ñçr'suggest a:careleis
dísregard for the animal.
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To his credit, Respondent took responsibility for the error of his assistant-However, he acknowredged that his assistant haã no ro.r*i toñ;: and Dr-Larry [s5¡¡fied that 
flere, had been probtems with the assistant in the past. Thus,Respondent should have been careful to check that the assistant haá,cornpletedthe necessary steps following the declaw procedure 

tu'r( "qu u!

DeweV

The records do not clearly reflect whether Dewey had a sore or infectionon his tail when his ownerbrought him in for a tait u*putatio;ili.;th 
"Ë;;;.It is undisputed:that the owner ñanted the'amputrtion oàoå"";il.ää'had been

glawlns and chewing on the tail, sr¡gEesting that there r,nigl.rt nár"- uËrn, a sor€or open area. '. -

is anothgl example yhère poor record-keeping rnakes it difficult to determi"Jå':
appropriateness of the action that was taken. 

--" '

Moreover, once the tw9 procedures were combined, the Respondent,s
failqe to prescribe a course of antibiotics to be administer"¡,ãverlrãïeral oaysconflicted with his-own expert's testimony that 

"u"tr' 
àãã¡"ätrctnr" is stan¿aropractice foilowing.invasive surgery. Failúre to prescribe pa,in medicat-"¡åî;;;

have contributed.üt the dog-chewing the remaÍning: t"¡iron"*inä surgery.Respondent failed to see th"e connection between tñe dog's ãiscolmfort anochewing on the tail, but it seerns roojgrjhat , Jqg-ihat had a"nlstoryãf ehewingon'its tail would continue to chew at ,it if fhere,was pain urø"iãt-uiui¡tn ff" triramputation. . .:

Dr' Levine concurred that the pet owner Gâ:rì: have input. into the:location
forthetai |arnputat ionforaesthetícpú'po' 's ._-- : .* : -

. .
tail .and not, taking measures,to reduse Dewey's,påin, th"" r"ducing"the.f¡¡rãlm*j
that Dewey would chew on the remaining fortion, was not cônsistent-f ih;standard of care-
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Rockv

Again, lack of documentation raises questions about whether the ownersfully understood the patient's condition, the risks associated with the possibletreatment options, and the necessary steps to minimi.r Àãrrr¡ 
'io'tne 

patient.
, Rocky hag! a type of fracture that is'very'difflcult to tããt ri""".".rrlly witho,tsurgery- Respondent claims that he expráineJ iÀe options and prognosis to theowner' but at his deposition on Februa;ry 21,2oaì, he made no -"rit¡on of doingso's3 Instead' he fotused on the cost oÍ the surgery and his opinion that the petown'er cor¡ld not afford it- In his deposition Resf,ondent stated that he had usedthe cast some s¡19cess in the past, and told the åwners that the worst result from' a cast was a stiff leg- This does not suggest that Respondent candidly informedthe owner that a Last wouldldo littlõ-to assist Rocky's recovery. At thedeposition, Respondent also acknowfeJgeo-thatìhî wnolsfoot should be casted,but owners want the cast cut because ih'e ¿n¡rnrl seems to be in pain from the: Gâst- This should have suggested to Respondent that such a fracturé waspainful to the animat, ano thai"peihaps the cast was not adequately ¡rääu,:di"gthe fracture' However' Responoent å¡o not pãr"r¡oä pain medicatión for Rocky.Respondent's expert did not offer any testimåny ;;à.niõ Rocky¡.a,ndDr- Levine clearly stated that Rocky may have been better off with no treatmentthan with the apprication of the cast because the É;.. J;;;#b;Ë;.'th;

lreak \¡/ere not stabilized, and the, bones separated by the fracture were notdrawn together- Thus application of the cast was ãi no benefìt to Rocky and thefailure to prescribê pain medication was oetr¡rnentãi to ft,. health and welfare offhe patient' Despite the serious break, the medicat record indicated that Rockyshould be brought back in 10 days, unless the owners notice.d sweiling.

Lucv

Responde-nt used a declaw techniqqe that was unknown to Dr- Levine.Although Dr. Levine rarely p,erforrns declaw,ir,ocedures,.he is in contin-uá;;äiw¡th general-practice vete¡'inarians and welf 
"*rrc 

oiltú i";h;,quäs mat theyernplotrr- Dr. Larry was not asked {or an opinion about the procJáur€ or aboutI Luc¡{s care- Respóndent was unabte to r"näu iÀó *r. . of the equipment thatrheused or produce manufacturer,s i.nformation about itu prop",. use. l; Lu;y;;täå,
fhe declaw procedure was not successr"l. nãrpã"ãL.rr r*ãäî ¡äoi¿ate tnartrehad to redo the decraw procedure ,on four p"*i, but he testified d"¡ h; |,jù"ü;to redo one of the paws. îrlonethelgss, Résponceri ;drn¡rË¿-rdü;.ú into att'four palv€ to check them- After r.+rtting-ilh pa*, Respondent allowed, iheowner to take Lucy horne rather than keðping lrer ovemighf ;; À; äir*#i;does, and the cat went home with paws uanoaleo *¡n r'.eàî¡ìtv Jpån" tape. rt'is not a' vislation of the standard of care to releáse a pet to its owner.if the ownerk¡owingty accepts rhe,-risks and is given oruur-¡nJ-"t¡on, r*i.jñ;p';ä';lîposqible complications- Respondeît'" piålib" i" io rernove the bandages the

lt Ex. z at 7l€6-

: r
I
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day prior surgery- The record shows that Lucy's owner left on the bandages for: a
few days- Because of the poor documentation, it is not clear that Respondent
clearly instructed the owner to remove the bandages the day following relàase.

There is no evidence that Respondent prescribed a course of antibiotics or
pain medication for: Lucy after the first visit for a spay and declaw, which violates
the standard of practice.

Use of Medication

The record is clear that Respondent does not prescribe antibiotícs or pain
medication in a.manner that comports with the standard of care. Even if there is
a difference among experts concerning use of pain medication in some
instances, that difference does not explain Respondent's failure to prescr.itr-e pain
medication, foflowing abdominal sur"gery, a serious fracture or serious nerve
damage. Respondent's lack of undJstánding 

"¡iÀ; 
p"ì" ãr"r"¡"t"¿'*¡tn these

procedu¡es w:as apparent from his testimony, and his mistaken understanding of
the prolonged effect of anesthesia cir Vedarog in addressing pain.' Respondent's belief that Vedalog, an anti-inflamrãt'ory drug, addressed
pain'was poorly grounded- He had two reasors:for believing that it reduced pain.
First; because animals with allergies who takè Vedalog stop licking thernselves,
Respondent believed that the Vedalog must have reduced the pain associated
with their allergies. second, Vedarog had reduced pain in his own l.g_* These
explanations cannot withstand even minimal scrutiny. Dr-.Levine wað cþar that
teOalog add-r'e¡ses swelling and that reducing swelling can reduce pain and
discornfort, but it is no substitute for medication that addiesses pain direcily. Dr.
.Larry was not questioned about the use of Vedalog as pain medtation

Hear ing :ForSasha, inappropr ia teadmin is t ra t ion :o fLas ix

. . ;,, ., Each of these allegations was disclosed to
F{êspondent in the expert witness disclosure in JanuJry 2AOZ,.,ind nLsponOent
had clear notice that his conduct was at issue. ' '

¡ As for
. basha, Dr. Levine exptained' clearty wh¡¡ Lasix administration would not
counteract the effects of Ac-epromazine- Even if this is not considered a separate
violation of the standard of ca,re, it is.additional evidence that Respondent does
not fully understand the medications that he admínisters.

-*,.f- 
S'l 'çSf A.
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Conclusion

The Board has received complaints about Respondent over many years,
and given him very specífic direction to maintain proper medical records and to
update his knowledge of medications, including pain medications- Despite these
directives, Respondent has failed to keep current- Moreover, his faílure to
docurnent accurately and completely in a standard forrnat has complicated the
review of the records and left a very confusing picture of what happäned lo the
patients in hís care- As Respondent correctty states, mistakes *o t,rppen to
anyone. in the profession- However, Respondent failed to promptly reCognize
and acknowledge when rnistakes occurred, to seek additional eNpertise when
unexpected, dire circumstances arose, and he failed to futly info¡:m the owners of
what had occurred. His errors were compounded by poor charting of diagnosis
and test ¡esults,. treatment plan and treatment írnplementa,tion. lt is this
combjnatio¡r that puts the patients at ¡'isk of ha¡.m from Resþondent's continuing
practice without supervision and controls-

B.J.H,
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