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Your guide to Quality Practice

This issue of  College Connection explores 

aspects of  Quality Practice, including things 

to consider when prescribing a compounded 

drug, factors that lead to a reduction in 

errors and evidence-based medicine.

The College welcomes your feedback on 

College Connection!

Defining and Measuring 
Competency

The maintenance of  competency and its 

assessment is central to quality assurance.  

Dr. Zubin Austin, a professor at the Leslie 

Dan School of  Pharmacy, is a world-

renowned expert in the area and recently 

provided a presentation, Quality Assurance 

and Competency Assessment at Council.

To view the presentation, please visit 

the Quality Practice page on the 

College’s website at www.cvo.org/imis15/

qualitypractice.

Strengthening the veterinary profession through quality practice and public accountability. www.cvo.org

TO ERR IS HUMAN ...

ERRORS SERVE AS BEACONS SHINING A 
LIGHT ON WEAK POINTS IN OUR SYSTEMS
Glenn Pettifer, DVM 

Senior Partner, Quality Practice

It is part of  the human condition that we make 

errors.  An error may be as simple as sending 

a text message to the wrong individual (which, 

depending on the message, may not be so 

benign) or forgetting to pick up milk on your 

way home from work.  In the complex worlds 

of  human and veterinary medicine, errors 

can have more serious consequences.  Error 

has many definitions.  In health care, it can be 

viewed as “an act of  omission or commission 

in planning or execution that contributes or 

could contribute to an unintended result.”1 

There is no universally accepted definition of  

error but most agree that:

•	 human error can be associated with 

system faults over which an individual 

may not have direct control.

•	 systems that depend on perfect human 

performance are inherently flawed.

•	 error does not have to precipitate a bad 

outcome if  systems designed to identify 

errors before they lead to bad outcomes 

exist.  

•	 building safety into processes is a more 

effective way of  reducing error than 

blaming individuals. 

In some reports on accidents in human 

health care, human error is thought to be a 

contributing factor in 80% of  cases.

continued on page 2
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contributes or could contribute to an 
unintended result”
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A closer examination of  the causes of  human 

error reveals the following contributing 

factors:

•	 failure of  communication

•	 lack of  effective training 

•	 memory lapse

•	 inattention

•	 poorly designed equipment

•	 exhaustion, fatigue

•	 not knowing

•	 noisy work conditions

•	 other personal or environmental factors

These are not surprising contributors.  We 

can all probably point to examples of  these 

various factors contributing to errors that we 

have committed.   

Errors serve as beacons that spotlight weak 

points in our processes or systems.  When 

an error occurs, spending time with your 

team identifying any factors that contributed 

to the occurrence of  the error will ultimately 

be more useful than playing the “blame and 

shame” game.  

While system errors can contribute to the 

generation of  error, so too can biases in the 

way we think.  There is an interesting body of  

research that looks at how certain tendencies 

and biases in our own thinking processes 

can predispose us to committing errors.  

In the list that follows, you will recognize 

thought processes that you engage in on a 

daily basis in your practice.  These cognitive 

“short cuts” yield favourable results but they 

can lead to errors in thinking if  we rely on 

them exclusively.  The research suggests that 

people:  

•	 prefer to pattern match rather than 

engage in careful reasoning.

•	 in the face of  uncertainty, choose what 

has worked before.

•	 frequently engage in what is a called 

“confirmation bias” - the cognitive 

behaviour of  seeking out evidence to 

support a decision that has been made 

(and ignoring evidence that does not 

support the decision).  This is also 

known as a “fixation error”. 

•	 will bet on a condition that occurs most 

frequently – to the exclusion of  all other 

possibilities.  This is termed “frequency 

gambling”. (more commonly known as 

“when you hear hoof  beats, look for 

horses, not zebras”.  However, as we all 

know, there will be an occasional zebra 

in the herd).

•	 will engage in diagnostic decisions that 

lead to good, rather than bad, outcomes.

Cognitive biases do play a role in our 

decision-making processes.  Maintaining 

an awareness of  these biases can help 

reduce the risk of  a diagnostic error that 

is attributable to such bias.  In addition to 

developing an awareness of  the role of  

cognitive biases in decision-making and 

diagnostic processes, other de-biasing 

strategies include: engaging in a systematic 

approach to the consideration of  alternatives 

(“What else might this be?”), decreasing one’s 

reliance on memory (engaging in the use 

of  algorithms or checklists), reducing task 

difficulty (making necessary resources readily 

available) and minimizing time pressure 

during the decision-making process2.  

Management of  cognitive biases in the 

diagnostic process, in combination with 

a review of  system errors, can lead to a 

reduction in the occurrence of  errors and 

attainment of  the quality of  care that we all 

intend to provide. 

1. Grober, E.  & Bohnen, J. Defining medical 

error. Canadian Journal of  Surgery. February 

2005; 48(1): 39-44.

2. Croskery, P. The Importance of  Cognitive 

Errors in Diagnosis and Strategies to Minimize 

Them. Academic Medicine.  August 2003; 78 (8): 

775-780. (available online at: www.jround.co.uk/

error/reading/crosskerry1.pdf)

TO ERR IS HUMAN ...

ERRORS SERVE AS BEACONS SHINING A LIGHT 
ON WEAK POINTS IN OUR SYSTEMS

Additional Resource:

An informative online module on 
the Anatomy of  an Error is provided 
by Duke University Medical Center.  
This is located online at:  http://
patientsafetyed.duhs.duke.edu/
module_e/module_overview.html
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DON’T COMPOUND A DRUG PROBLEM!
This article is written by Dr. Trisha Dowling 

and reprinted in College Connection with 

the permission of  the Manitoba Veterinary 

Medical Association.

Compounding of  veterinary drugs is both 

necessary and beneficial for the treatment 

of  animals. Unlike the United States, where 

pharmaceutical compounding is federally 

codified, veterinary compounding in 

Canada is guided by Health Canada (HC) 

policy, provincial veterinary and pharmacy 

regulations, and guidelines from the National 

Association of  Pharmacy Regulatory 

Authorities (NAPRA) and the Canadian 

Veterinary Medical Association (CVMA).

When drugs are compounded without 

adherence to current good compounding 

practices, veterinary patients may be 

harmed, the public health may be 

endangered and the prescribing veterinarian 

may be liable. 

Since compounded drugs are typically 

used in small numbers of  patients, an error 

usually does not draw much attention. 

However, recent compounding mishaps 

were significant enough to draw international 

attention. 

In 2009, 21 Venezuelan polo horses died in 

Florida after Franck’s Pharmacy, a veterinary 

compounding pharmacy, incorrectly 

prepared a vitamin-and-mineral cocktail that 

was injected into the horses prior to their 

polo match. Due to a mathematical error 

(the easily misplaced decimal point) in the 

concentration of  selenium, the solution was 

too potent and caused fatal selenium toxicity. 

In October 2012, an outbreak of  fungal 

meningitis, paraspinal/spinal infections 

and peripheral joint infections occurred 

in the United States. The US Centers for 

Disease Control and Prevention traced the 

outbreak to contamination with a black mold 

called Exserohilum rostratum in three lots 

of  preservative-free methylprednisolone 

acetate (MPA) solution used for steroid 

injections. Doses from these three lots had 

been distributed to 75 medical facilities in 23 

states, and administered to approximately 

14,000 patients. As of  May 2013, 741 people 

have had infections from the contaminated 

product and 51 people have died. 

Can You Spot the Problems?
Despite the regulations and guidelines 

that are readily available to Canadian 

practitioners, I still see frequent examples 

of  inappropriate compounding of  veterinary 

drugs. So from my teaching collection, I’m 

going to share some examples. To start, here 

are some photographs of  a compounded 

meloxicam product. Examine them and see 

how many problems you can identify in the 

packaging, the product and the labeling. 

1. The Packaging
Traditional compounding was limited to a 

pharmacist or a physician meeting the 

therapeutic needs of  a specific patient. 

Once disconnected from individual 

patients, compounding essentially becomes 

drug manufacturing. According to HC, 

distinguishing between compounding and 

manufacturing activities is made on a case-

by-case basis. A pharmacy may prepare 

drugs in very limited quantities (emphasis 

HC), in anticipation of  a prescription. 

continued on the next page

The interpretation of  a “suitable” 
product is what frequently leads 
to the use of  a compounded 
veterinary product. Health Canada 
says that the compounded product 
must provide a customized 
therapeutic solution to improve 
patient care without duplicating an 
approved drug product.
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DON’T COMPOUND A DRUG PROBLEM!
continued from page 3

Yet this compounded product is packaged in 

a specifically designed pre-made cardboard 

container that would have been made in bulk. 

The regulation of  compounding that crosses 

the line into manufacturing is difficult, as 

evidenced by the widespread sale of  this 

meloxicam product in this packaging.  

NAPRA guidelines state a compounded 

product should not be made to look like 

an approved product. Yet this packaging 

looks like an approved veterinary product 

and “compounded” does not appear on this 

box or on the bottle. An approved human 

or veterinary drug product would have a 

DIN (drug identification number). The “CIN” 

number on this product has no meaning other 

than to the compounder. 

Note the symbol of  a cat on the box. 

This photo was taken in 2007 before oral 

meloxicam formulation was approved 

for use in cats in Canada. As there is no 

package insert of  drug information and 

the compounder does not provide dosing 

instructions, a client would easily assume this 

product is intended for use in cats and dogs.

2. The Product
Compounding is legitimate if  a HC-approved 

product is available but the appropriate 

method for dosing or dose concentration 

does not exist and a practical alternative 

does not exist. In the US, FDA-approved 

methylprednisolone acetate (Depo-

Medrol) was sold by Pfizer and two generic 

manufacturers, but since the compounder’s 

version did not contain preservatives, it 

sidestepped the regulatory process with 

tragic results. 

The interpretation of  a “suitable” product is 

what often leads to the use of  a compounded 

veterinary product. HC says the compounded 

product must provide a customized 

therapeutic solution to improve patient 

care without duplicating an approved drug 

product. But, like the compounded MPA, this 

meloxicam formulation sidesteps the policy by 

being formulated at twice the concentration of  

the approved products. 

The approved dosage recommendation 

for meloxicam in dogs is an initial dose 

of  0.2 mg/kg followed by 0.1 mg/kg daily 

for maintenance. The original approved 

meloxicam product is packaged in a bottle 

that allows dosing by weight with a specifically 

designed syringe or by administering by the 

drop dispenser tip drops that contain 0.05 

mg of  meloxicam. This compounded product 

does not have a drop dispenser. The enclosed 

oral syringe fits into a hole in the top of  the 

bottle and the smallest volume that could 

be measured accurately would be 0.5 ml – 

the maintenance dose for a 15 kg dog. The 

then suggested and now approved dose of  

meloxicam for cats is 0.05 mg/kg – a dosage 

that would be impossible to deliver with this 

compounded product’s bottle and syringe for 

anything less than a 30 kg cat! 

The potential for overdosing when using this 

compounded meloxicam product in dogs 

weighing less than 15 kg or cats makes it 

difficult to justify this more concentrated 

product as a necessary therapeutic solution 

to a problem with the approved products. 

3. The Prescription Labeling
Provincial pharmacy regulations are 

explicit regarding the information required 

on a veterinary prescription. The original 

prescription was filled for the veterinary clinic 

with the original label stating “for office use”. 

The veterinarian then relabeled the product for 

the specific patient. Compounding guidelines 

state that the product must be clearly 

identified as a compounded drug and must 

not be misrepresented as having a DIN. While 

the original pharmacy label states the “CIN” 

number, the veterinarian’s label lists that same 

number as a “DIN”. 

The expiration date of  a compounded 

product should be based on known stability 

data, but stability testing is rarely done by 

compounding pharmacies. If  no stability 

data exists, products compounded for re-

dispensing should have an expiration date 

identical to the last date the treatment will 

be administered, as per the duration of  the 

prescription. The date of  preparation of  this 

compounded meloxicam product is 28 Dec 

06 and the expiration date is given on the 

bottom of  the bottle as 29 Jun 07. Yet the 

compounded product has been relabeled 

with an expiration date listed as “2008”.

Prescriber Beware
All compounding guidelines state that cost 

is not a defensible reason for prescribing 

a compounded drug. But in actuality, price 

is the main reason for using compounded 

drug products such as this when approved 

products are readily available.  

As a practising veterinarian, if  you choose 

to prescribe or dispense a compounded 

drug, you are responsible for its quality, 

safety, efficacy and potency and for following 

pharmacy regulations for labeling. Should 

an adverse drug reaction, toxicity or lack 

of  therapeutic effect occur from a poorly 

prepared or labeled compounded product, 

you are responsible for the consequences, 

which can include complaints and disciplinary 

action. So maybe the Health Canada 

approved product isn’t so expensive after all!

Compounding Guidelines
Health Canada: Policy on Manufacturing and 

Compounding Drug Products in Canada 

(http://www.hc-sc.gc.ca/dhp-mps/compli-

conform/gmp-bpf/docs/pol_0051-eng.php)

CVMA Guidelines for the Legitimate Use of  

Compounded Drugs in Veterinary Practice 

(http://www.canadianveterinarians.net/

programs/national-issues.aspx#.UaeFTdj8_kc)

NAPRA Guidelines to Pharmacy 

Compounding (http://napra.ca/pages/

Practice_Resources/guidelines_to_pharmacy_

compounding.aspx)
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ENGAGING IN EVIDENCE-INFORMED PRACTICE
This article is written by Dr. WJ Brad Hanna 

and reprinted in College Connection with his 

permission.

The public occasionally asks how changes 

in medical recommendations come about:  a 

drug, previously viewed as therapeutically 

useful, is now thought to provide no benefit.  

A clinical trial may have been misinterpreted 

and the error caught, or early studies were 

poorly designed and the more recent ones 

were better.  Perhaps only half  the story was 

told because journal editors found positive 

results to be interesting and negative results 

to be uninteresting.  

Like information available on the internet, 

published medical literature is not perfect, 

and, in fact, errors are common.  To use 

the literature sensibly, we have to be able 

to distinguish the good from the bad and 

we must look at the collective body of  good 

evidence rather than unsystematically 

choosing subsets of  it.  

Members of  the public assume veterinarians 

would recognize an error in a published 

clinical trial.  I was able to graduate with BSc, 

DVM, MSc, and PhD degrees and still not 

know how to read the literature properly.  

I knew less about clinical trial design than I 

need to in order to identify many common 

problems.  I was comfortable reading the title 

and abstract and assumed what I read was 

reasonably accurate; after all, it had been 

peer-reviewed and published.  Perhaps I felt 

little need to learn more because I had no 

intention of  conducting trials myself  and I 

could leave those concerns to others.  The 

problem is that much of  what I did in private 

practice, and now do in academia, relies 

on information from clinical trials but I was 

unaware of  the magnitude of  erroneous 

information to which I was exposed.

Consider the findings of  Boutron and 

colleagues1, who examined randomized 

controlled trials published in December 2006.  

In their review, they focused on those trials 

with a clearly defined outcome whose data 

showed no statistically significant difference 

between treatment and control groups.  Of  

the 72 trials finding no statistically significant 

effect of  the intervention, 18% of  the article 

titles suggested in some way that it was 

effective.  In addition, 29% of  the Results 

sections, 41% of  the Discussion sections, 

50% of  the Conclusions sections, and 58% 

of  the Abstracts contained statements that 

suggested the investigated treatment was 

effective.  One quarter of  the abstracts 

contained “high-level” exaggeration:  

suggesting that the non-significant 

findings were significant with essentially no 

uncertainty, giving no recommendations 

for further trials, not acknowledging the 

statistically non-significant results, or 

recommending the use of  the treatment in 

clinical practice.  

According to Boutron and colleagues, “In this 

representative sample of  randomized clinical 

trials (RCT) published in 2006 with statistically 

non-significant primary outcomes, the 

reporting and interpretation of  findings was 

frequently inconsistent with the results.”  

In other words, more than half  of  these 

published negative reports that were indexed 

on Medline in December 2006 exaggerated 

their results to some extent.  A quarter of  

them highly distorted their findings.  Such 

results are typical when a collection of  

reports from the human medical literature 

are systematically assessed.  The veterinary 

literature appears to be similar.  This is 

why my uncritical reading of  the veterinary 

medical literature was likely misinforming me 

as often as it was informing me.

The practice of  evidence-informed medicine 

includes distinguishing between good and 

bad information and using the best available 

information, given the individual patient 

characteristics.

In the absence of  credible scientific 

information, we use our clinical experience.   

If  we obtain information from a systematically 

searched collection of  all of  the good quality 

RCTs on a subject or a properly conducted 

systematic review, we can learn from this 

information, reflecting on our existing beliefs 

when our clinical experience does not line up 

with this published information.  

As we have seen, there are many challenges 

in this process.  As the Veterinarians 

Oath includes a pledge to use scientific 

knowledge to the betterment of  society, we 

must collect and use evidence based on 

quality, regardless of  whether it confirms the 

conclusions we have drawn from our clinical 

experience. 

1. Boutron et al., 2010. JAMA 303:2058-2064 
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Members of the veterinary profession have a responsibility to uphold standards to ensure the public has access to safe, 
quality veterinary care. When those standards are compromised, the College responds.  Every veterinarian can learn from 
these situations and publishing the details of complaints received and resolved is intended to support that learning.  The 
example below is taken from an actual case, it is offered as a self-reflection tool to improve practice across the province.  

CONTINUITY OF CARE IS A VETERINARIAN’S DUTY
 BRIEF SUMMARY

The member examined a cat as an 

emergency patient.  The cat was lethargic 

and had not been eating.  The cat was 

brought to the clinic by the client’s mother 

who signed a consent form for an exam and 

blood work but did not see a veterinarian.

The cat was sedated.  Blood was collected, 

x-rays were taken and the cat was released 

by a veterinary technician.  The clients 

contacted a family member, a veterinary 

technician, who contacted the clinic as the 

clients were unclear on what had been done 

and what care should be given to the cat.  

The clients took the cat for a second opinion.  

Further diagnostic blood work and x-rays 

were performed and the cat was discharged.  

The clients were encouraged to continue care 

under their regular veterinarian.  The member 

who examined the cat as an emergency 

patient indicated the cat was not a client and 

did not wish further information faxed back.

ALLEGATIONS

The client made the following allegations 

concerning the member’s conduct during the 

emergency appointment:

•	 failed to provide discharge instructions, 

other than about diet

•	 did not meet the clients and did not tell 

them the cat needed a follow-up

•	 did not request permission to sedate

•	 did not inform clients about a clotting 

problem or that the cat’s blood platelets 

were low

•	 misplaced records

•	 invoice and the records did not match

•	 did not advise that x-rays were performed

•	 gave the cat Metacam, an NSAID and 

Prednisolone

DECISION
The Complaints Committee panel decided 

the nature of  the allegations made against the 

member did not warrant a discipline hearing.  

The member was advised of  the panel’s 

concerns regarding record keeping, informed 

consent, written discharge and follow-up 

instructions, as well as the maintenance of  

medical records for continuity of  care for the 

patient.  The member is advised to avoid a 

similar situation from happening in the future.

PANEL’S REASONING
Communication between the member or 

the member’s staff  and the clients was not 

documented.  The particulars regarding the 

member’s call to the clients were not detailed 

as recommended in the College’s Guideline 

on Medical Records for Companion Animals.

A Discharge Summary Sheet would have 

simplified the communication between the 

veterinarian and the clients.  The lack of  

adequate records potentially jeopardized the 

cat’s continuity of  care.

Professional standards require that where a 

member is treating an animal, that member 

is responsible for its ongoing care until the 

animal recovers or the owner has had an 

opportunity to find care elsewhere.

The panel noted the records were sparse 

and incomplete and that there was no record 

of  a phone conversation with the clients 

concerning sedation or permission for x-rays.  

The panel accepted the member’s 

submission that Metacam was incorrectly 

chosen when the invoice was generated. 

The panel could not substantiate the concern 

that the records were misplaced.  The panel 

had concerns with the member’s medical 

record keeping, particularly as it related 

to her lack of  written discharge and follow 

up instructions.   The panel advises the 

member to become familiar with the College’s 

Guideline on Medical Records for Companion 

Animals.  Further, the panel recommends the 

member complete the College’s workshop on 

Medical Records.  

A signed informed consent was only 

completed for the initial examination and 

bloodwork.  Although further consent for 

sedation and x-rays may have been obtained 

by telephone with the client, no notation was 

made in the medical record.  The member 

is advised to ensure informed consent is 

properly documented in the medical record.

When an animal is seen on an emergency 

basis, it remains that veterinarian’s duty to 

make every effort to facilitate continuity of  

care of  the animal.

Key Considerations
Professional Practice Standard 

• Medical Records •

A complete medical record documents 

the management of  a case and provides 

a communication tool.  A quality record is 

fundamental to quality practice.

Veterinarians are expected to create 

and maintain records that are accurate, 

complete and appropriately detailed 

as well as comprehensible, organized, 

secured and accessible.

For further information on the Professional 

Practice	Standard	•	Medical	Records	visit	

the College’s website at www.cvo.org.  A 

separate Guide to the Standard has been 

developed for each practice type. 
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AN EQUINE EXAMPLE
THE RESPONSIBILITY TO MEET MULTIPLE OBLIGATIONS
It of  course goes without saying that “a 

veterinarian in Ontario must be licensed by 

the College and uphold its standards.  The 

legal ability to practise veterinary medicine is 

a privilege, not a right granted by holding a 

degree.”*  

A veterinarian must work for, or own, an 

accredited equine mobile or clinic which is in 

compliance with the current CVO Minimum 

Standards for Veterinary Facilities in Ontario 

and has been properly inspected on a regular 

basis as deemed necessary by the CVO.  On 

the front page of  the CVO’s website it states 

“The College of  Veterinarians (CVO) regulates 

the practice of  veterinary medicine in Ontario 

to protect the public interest.”*

I am an equine veterinarian and have been 

working in Ontario for over two decades 

and currently work on my own.  I am also 

licensed with the Ontario Racing Commission 

(ORC).  There has been a lot of  talk recently 

by the CVO and the ORC about a proper 

veterinarian-client-patient relationship (VCPR).  

I graduated from the Ontario Veterinary 

College in 1988 and do not recall hearing 

that term during my time in university or in the 

majority of  my quarter century of  practice of  

veterinary medicine.  For that matter, I don’t 

recall the organization of  the CVO, including 

its policies and statements itself  being 

discussed in class other than to know that it 

was our regulatory and governing body.*

In order to legally work on standardbred 

racehorses today in Ontario – with the 

exception of  allowing emergency treatment 

when no official ORC veterinarian is readily 

available – the veterinarian must be licensed 

by the ORC annually and abide by their rules.  

When I first graduated an ORC licence was 

only necessary to gain access to racetracks 

during the racing season and at home a 

trainer or owner could use a veterinarian 

of  their choice regardless of  whether or 

not they were licensed with the ORC.  By 

paying the dues for an ORC licence the 

equine veterinarian in Ontario is exposing 

themselves to a second regulatory body 

with accompanying regulations and fines.  

Currently the Rules of  Standardbred Racing 

are 98 pages long.  Section 8.10.4 of  the 

ORC Standardbred Veterinarian Rules states: 

“A veterinarian shall only examine and treat 

a horse, or prescribe a drug, substance, or 

medication if  he or she is in compliance with 

the requirements of  the CVO, including but 

not limited to, the Minimum Standards for 

Veterinary Facilities in Ontario.”*

In a CVO Position Statement on Veterinarian-

Client-Patient Relationship published in 

April 2011 it reads that a valid VCPR for an 

animal or group of  animals exists when: “(a) 

the veterinarian has assumed responsibility 

for making clinical judgements regarding 

the health of  the animal(s) and the need 

for medical treatment, and the client has 

indicated a willingness to accept the advice 

of  the veterinarian.”* 

That exclusive relationship is not the norm in 

standardbred practice.  Racehorses travel to 

various tracks outside the range of  their farm 

veterinarian, and often get second or third 

opinions while away on a lameness or other 

problem.  This is the reality of  standardbred 

racing and is well known by all participants.* 

The client expects to use whichever 

veterinarian or clinic is convenient and 

perhaps has more expertise on a particular 

topic, but still believes that he/she is a current 

client of  any of  the veterinarians they do 

business with.  The CVO VCPR Position 

Statement continues: “(b) the veterinarian 

has sufficient knowledge of  the animal(s) – 

including its/their health status, immunization 

history, nutritional management and hygiene 

– to initiate a general or preliminary diagnosis 

of  the medical conditions of  the animal(s) 

within the last year.  This must be acquired 

through (i) an examination of  the animal (or) 

(ii) medically appropriate and/or timely visits 

to the premises where the animal is kept.”*

The violation that led to my undertaking was 

due in large part to differing interpretations of  

a valid veterinarian-client-patient relationship 

by the ORC from the CVO and not an 

intentional attempt on my part to break the 

rules.  Rule 1.04 of  the Rules of  Standardbred 

Racing also came into play: “ignorance of  the 

rules will not be accepted as an excuse for 

their violation.”*

Working as a solo veterinary owner can be 

very demanding on one’s time between 

regularly scheduled calls, emergencies 

that must be taken care of, and balancing 

family obligations.  It can also be isolating in 

terms of  having little opportunity for direct 

discussion with your peers.  It leaves little time 

for keeping current with anything other than 

the “squeaky” wheel, and work practices that 

were acceptable when you graduated are 

what you tend to keep unless it is brought 

to your attention that they no longer are 

appropriate.  Change is inevitable but often 

difficult and not done until forced to.  Clients 

tend to be very vocal and demanding and 

resistant to change as well, and in reality are 

who we see on a daily basis and who we rely 

on for our income.*   

I realize that just because certain practices 

are commonly done in the real world currently 

and in the past does not make it acceptable 

upon careful evaluation of  the evolving higher 

standards for equine veterinarians in Ontario, 

especially those licensed by the ORC.*

*excerpts from an educational paper prepared 

by Dr. Donna Van Segbrook as part of  a 

remedial undertaking with the College.

Position Statement 
• The Veterinarian-Client-Patient 

Relationship •

The Veterinarian-Client-Patient Relationship 

(VCPR) is the foundation of  effective 

veterinary medicine and animal care.  

Before a veterinarian recommends and/or 

provides treatment for any animal or group 

of  animals, a valid VCPR must exist.  Read 

the Position Statement at www.cvo.org.



Looking ahead ...

Election — Thinking about getting involved 

on the College Council?  Serving on 

Council is a privilege and a unique 

opportunity to contribute to the 

betterment of  the veterinary profession.  

Elections will be held in three electoral 

districts this fall including: Bruce, 

Dufferin, Grey, Huron and Simcoe: Halton 

and Peel: and members employed by the 

Crown or an agency of  the Crown.

Communications Workshops — The 

College’s Communications Workshop is 

a practical training session focused on 

complaints prevention.

The workshop focuses on communication 

breakdown, complex clients, strategies to 

respond to communication breakdowns 

and communication tools.

•	 October 29 - Sarnia

•	 November 5 - Pembroke

•	 November 10 - Scarborough

•	 November 19 - Newmarket

•	 November 24 - Oakville

For further information, please contact 

Megan Callaway - Associate, Quality 

Practice at mcallaway@cvo.org.
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DELIVERING
QUALITY PRACTICE

college connection

The College’s Quality Practice program 

supports the profession in its engagement in 

continuous quality improvement in the delivery 

of  veterinary care. The program supports the 

delivery of  safe, competent veterinary medicine 

in Ontario.

What is Quality Practice?

In the regulated professions, Quality Practice 

is seen as an outcome that follows from an 

alliance between a College and its professional 

members.  The two groups work together to 

maintain and demonstrate safe, competent care 

or service.  Quality Improvement and Quality 

Assurance tools contribute to Quality Practice.

I read journals, attend conferences and take 

courses to stay up to speed. Why is the College 

getting involved?

Veterinarians engage in a range of  Quality 

Improvement activities, including continuing 

education.  The College is developing a Quality 

Improvement toolkit to support veterinarians’ 

Quality Improvement initiatives.  The toolkit 

includes workshops, webinars, online learning 

modules, practice standards and guidelines, 

practice advice and CPD cycle tools.  The 

focus of  these elements is informed by a 

determination of  the areas where the risk of  

barriers to the delivery of, or access to, safe, 

competent care are highest.   

Are Ontario’s licensed veterinarians required to 

participate in the program now?

No, Council recommends the College’s 

licensed members engage in 150 hours of  

CPD activity over three years.  According to 

reporting statistics, veterinarians are voluntarily 

completing an average of  173 hours of  CPD 

annually.  

I’ve been reading about Quality Improvement 

and Quality Assurance - what’s the difference?

Quality Improvement tools assist professionals 

with meeting peer expectations in the delivery of  

quality care by providing learning opportunities 

that foster the maintenance and enhancement 

of  knowledge and skills.  The College assists 

the profession with Quality Improvement by 

providing several resources to support this 

process such as workshops, webinars, policy 

documents and practice advice.

While Quality Improvement tools are an essential 

component of  Quality Practice, they are only 

part of  the equation.  In regulated professions, 

there is a Quality Assurance component 

designed to assure the public they will access 

the quality of  care that the profession intends to 

provide.  The development and maintenance of  

such programs by the profession is in keeping 

with the public protection mandate of  a self-

regulated profession.  An improvement activity 

becomes a Quality Assurance activity when it is 

required, rather than voluntary.  

With this, the profession is saying to the public 

that “individuals must engage in these quality 

improvement activities that we, the profession, 

deem to be essential to quality practice”.  

Other Quality Assurance tools include audited 

CE/CPD logs, peer practice assessment, 

peer review of  medical records, assessment 

modules, and a tool known as multi-source 

feedback. 

Do I get a say in how this is going to work?

It is essential to the success, utility and 

robustness of  a Quality Assurance program 

that it be developed as a cooperative, 

respectful alliance between the College 

and the profession.  The College Council is 

committed to a rigorous consultative process 

with veterinarians throughout the program’s 

development.  As the process continues, there 

will be continued opportunity to share your 

thoughts and insight.


