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Standards Committee 

Agenda for the meeting to be held on 10 April 2019 at 10.00am 

1. Apologies for absence, declarations of interest and minutes of the

meeting held on 30 January 2019

2. Standards and Advice Update Paper attached 

3. Matters for decision:

a. Equine ID

b. Proposed amendments to the Practice Standards Scheme

Rules

c. Approved Tuberculin Tester Pilot

d. GDPR review

e. Telemedicine case studies

f. Informed consent case studies and mental incapacity

g. Schedule 3 case studies and checklist

Papers attached 

4. Matters for report

a. Disciplinary Committee Report

b. Riding Establishments Sub-Committee Report

c. Practice Standards Scheme Report

Papers attached 

5. Confidential Matters for report

a. Certification Sub-Committee Report

b. Recognised Veterinary Practice Sub-Committee Report

c. Ethics Review Panel Report (Chairman to provide additional

oral update)

Papers attached 

6. Risk and equality Oral report 

7. Any other business and date of next meeting 9 September 2019

a. Boardpacks Collaboration System training, 2pm – 3.30pm
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Standards Committee 2018/2019 

 

Chair:  

Dr Kate Richards BVM&S DipM MRCVS  

Members: 
 

Professor David Argyle BVMS PhD DipECVIM-ca (Oncology) FRCVS 

Mr Mark Castle OBE 

Mrs Liz Cox RVN 

Dr Melissa Donald BVMS MRCVS 

Mr David Leicester BvetMed MRCVS 

Ms Claire-Louise McLaughlan MA LLB(Hons) 

Mr Martin Peaty BVSc CertEP CertES(Orth) MRCVS 

Mr Matthew Rendle RVN 
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Minutes of the Standards Committee held on Wednesday, 30 January 

2019 at 10 am at Belgravia House, 62-64 Horseferry Road, London 

SW1P 2AF 

 

  

Members: Prof D Argyle  

  Mr M Castle  

  Mrs L Cox  

  Dr M A Donald  

  Mr D Leicester  

  Ms C-L McLaughlan 

  Mr M Peaty  

  Mr M Rendle 

  Dr K A Richards   Chair 

 

In attendance: Ms E C Ferguson  Registrar 

  Mr N Oldham   Standards and Advisory Manager 

  Mrs V Price   Senior Standards and Advisory Officer 

Ms B Jinks   Senior Standards and Advisory Officer 

Ms B Lovell   Standards and Advisory Officer 

Mrs P Soomal   Standards and Advisory Officer 

Ms A K Boag   President (observer from RCVS Operational Board) 

   

   

AI 1 Apologies for absence and declarations of interest 

 

1. The Chair welcomed Ms Boag to the meeting as an observer.  

 

2. There were no absences and no interests declared. 

 

AI 1 Minutes of last meeting held on 26 September 2018 

 

3. The minutes were noted and it was agreed that they are accurate.  

 

4. In relation to the action points: 

a. In response to paragraph 13, a meeting of relevant parties will convene on 28th March to 

consider and discuss other institutions’ approaches to Recognised Veterinary Practice 

(RVP), and to discuss how the RCVS could help the profession to understand RVP, to 

achieve a better degree of consistency in veterinary research and practice.  

b. In response to paragraph 21, in was confirmed that Council had been notified of the 

amendments to Chapter 2 of the supporting guidance, which were approved by 

Standards Committee at its meeting on 26 September 2018. 

c. In response to paragraph 23, in was reported that the Communications Department have 

produced one format for the case studies and are in the process of producing a second 

more interactive format. It was agreed that these would be presented to the Standards 

Committee at their meeting on 10 April.  
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d. In response to paragraph 33, Ms Ferguson confirmed that legal advice has been sought 

and a first draft was expected within the next couple of weeks. There was discussion 

about the speed at which the College can respond to this continually developing issue. It 

was agreed that related decisions should not be rushed, but it was also recognised that 

there are many differing opinions on the topic, so should be discussed following the 

receipt of legal advice. It was explained that it may take up to a year to establish and 

approve any trial, which would run for 2 years. Some members of the Committee 

expressed their concern that this timeframe was too long.  

e. In relation to paragraph 37, it was confirmed that the Committee had approved a further 

minor amendment to the wording in Chapter 21 of the supporting guidance in relation to 

the work of the new Certification Support Officer (CSO).  This new minor amendment is to 

ensure the terminology is consistent with relevant European Union legislation. It was 

explained that Council had also been informed of the decision of the Committee.  

f. In relation to paragraph 38, it was confirmed to the Standards Committee that their 

concerns about the proposed grandfather rights for current Environmental Health Officers 

(EHOs) had been fed back to APHA.  

 

AI 2 Standards and Advice End of Year Report 

 

5. The Chair thanked the Standards and Advice Team for their on-going work.  

 

6. The Committee noted the report and the Standards and Advisory Manager highlighted the 

following aspects: 

 

a. Written advice queries increased significantly in 2018 compared to the previous year, 

which it believed to be as a result of the increase in enquiries relating to Complementary 

and Alternative Medicines (CAMs), the General Data Protection Act (GDPR), and more 

recently an increase in queries relating to telemedicine services. 

 

b. There have been fewer enquiries relating to GDPR than was initially predicted. A more 

detailed year-on update will be provided at April’s Standards Committee meeting, but 

since the last meeting in September only 22 calls and emails relating to GDPR have been 

received. 

 

c. The team continue to receive compliments from members of the public and members of 

the profession in response to the advice provided. 

 

d. The informed consent case studies have been developed and published in RCVS News 

(October 2018 Edition). It was confirmed that the team have not seen any significant 

increase in queries relating to this topic. It was suggested that further work/case studies 

could be prepared focussing on the conversations required prior to consent forms being 

signed, and which aspects of the process can be delegated to veterinary nurses and/or 

lay staff. It was further suggested that the VDS could be contacted to see whether they 

could include informed consent in their communications. A query was raised as to 

whether written consent required a signed consent form or whether this could be a note 

on a client’s record. A query was then raised with reference to written consent required 

for cascade prescriptions. It was agreed that this would be confirmed following the 

meeting. 

 

Action: Registrar/Standards and Advice Team  

 

e. There was some discussion on the format of the RCVS Newsletter to members, which 

has changed to being digital only.  
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7. It was noted that the Ethics Reviews Panel has now been made permanent, with an increase in 

the number of applications received.  

 

8. The team are working on horizon scanning to ensure we are picking up any upcoming legislative 

changes which may impact the Code or supporting guidance. The Policy team will attend team 

meetings following each Committee meeting towards that aim.  

 

Matters for decision 

 

AI 3(a) Matters raised by PIC/DC liaison committee 
 

9. The Committee confirmed there were no objections to the proposed amendment to paragraph 

13.2 of the supporting guidance in relation to the legibility of clinical records, and the amendment 

was unanimously accepted. 

Action: Standards and Advice Team 

 

10. The Committee confirmed there were no objections to amending the paragraph 7.9 and 7.10 of 

the supporting guidance to include the general principle of informing clients of any conflict of 

interest. However, the Committee considered the word ‘close’ to be too ambiguous and instead 

agreed on the following amendments: 

 

‘7.9 Ideally, veterinary surgeons should not carry out PPEs where the vendor is an existing client 
and/or has a personal relationship with the veterinary surgeon, because of the conflict of 
interest. However, if, for practical or other reasons, veterinary surgeons do, they should follow 
additional safeguards to ensure the examination is not only fair, but perceived to be fair, by the 
client requesting the PPE.  
 
7.10 These additional safeguards are:  

a) the veterinary surgeon makes the purchaser aware that the vendor is also a client and/or 
has a personal relationship with the veterinary surgeon, and the potential purchaser 
has no objection. If there is an objection, the vendor's veterinary surgeon must not act;  

b) the vendor agrees to permit disclosure of relevant clinical/case records. If permission 
cannot be obtained then the vendor's veterinary surgeon should not act. If the records 
reveal a factor which is likely to be prejudicial to the purchaser’s intended use, the 
purchaser should be informed with the vendor’s permission in advance of the 
examination; and,  

c) it is made clear to both parties that in this instance the veterinary surgeon is acting on 
behalf of the purchaser.’ 

Action: Standards and Advice Team 

 

 

AI 3(b) Surgical AI of dogs 
 

11. The Committee noted the report and accepted the recommended amendment to paragraph 27.30 

of the supporting guidance to correct the discrepancies between this guidance and the 

Mutilations (Permitted Procedures) (England) Regulations 2007. 

Action: Standards and Advice team 

 

12. It was confirmed that the discrepancy in the supporting guidance was identified by a veterinary 

surgeon when reading the supporting guidance, and not in relation to a concern raised against 

any veterinary surgeon’s practice. It was agreed that this change should be highlighted in an 

RCVS Newsletter and via the Kennel Club.  
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13. It was raised that RCVS Council have previously advised that desnooding of turkeys be removed 

from the list of permitted procedures in Schedule 1 of the Mutilations Regulations. It was 

confirmed that this has not yet been actioned within the legislation as the Exemption Orders 

Working Party report has not yet been submitted to DEFRA.  

 

AI 3(c) Unlicensed dog breeders: reporting obligation 
 

14. The report was noted and the Committee unanimously agreed to the proposed amendments to 

paragraph 14.6 of the supporting guidance. 

Action: Standards and Advice team 

 

AI 3(d) Amendments to chapter 8 re: euthanasia 

 

15. The report was noted and the Committee accepted the proposed inclusion of a new paragraph in 

Chapter 8 of the supporting guidance. 

Action: Standards and Advice team 

 

16. It was raised that an absence of sedation prior to euthanasia was included in a list of charges 

against a veterinary surgeon in a recent Disciplinary Committee Hearing. There was some 

discussion about whether the guidance should advise that sedation is essential prior to 

euthanasia. It was agreed this was a matter of clinical judgement and that this is not something 

that would be dealt with by way of supplementary guidance   . However, the Standards and 

Advice team will monitor the number of queries that relate to this matter.  

Action: Standards and Advice team 

 

Matters for report 

 

AI 4(a) DC report 

 
17. The Committee noted the report and discussed the following aspects: 

 

a. Since the Committee last met the Disciplinary Committee have held five inquiry hearings.  

 

b. The Committee noted that the issue of informed consent arose in one of the hearings and 

suggested that further work could be considered on this topic. 

 

AI 4(b) Riding Establishments Sub-committee Report 
 

18. The Committee noted the report. 

 

19. Mr Oldham provided an additional oral report that the Riding Establishments Sub-Committee were 

looking to expand their membership and would report back to the Committee in due course. 

 

 

Action: Standards and Advice team 

 

20. It was suggested, following a roundtable on Scottish breeding establishments’ legislation, that a 

similar Sub-Committee could be established for veterinary surgeons undertaking inspections of 

breeding establishments.  
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AI 4(c) Practice Standards Scheme Report 

 

21. The Committee noted the report and the following points: 

 

a. 65% of all eligible practice premises are now part of the Practice Standards Scheme 

(PSS), of which the majority are Small Animal practices.  

 

b. The British College of Veterinary Specialists (BCVSp) have proposed a specialist strand 

for PSS under a Veterinary Specialist Hospital multidisciplinary, which the PSS group 

agreed was a positive suggestion. The BCVSp have offered to present their proposal to 

the Committee. It was agreed instead that a paper should be provided to the Committee 

for comment. It is anticipated this paper will be presented to the Standards Committee at 

their meeting in April 2018. 

 

c. It was confirmed that the upcoming PSS 2020 review happens every five years. It was 

explained that any proposed changes to the guidance are sent to Standards Committee 

for approval, and any proposed changes to the actual Standards and rules require 

approval at Council level.  
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25. No items were identified to be added to the risk register. 

 

AI 7(a) Election of Vice-Chair of Standards Committee  

 

26. No nominations have been received for the election of a Vice-Chair of Standards Committee. It 

was confirmed that the current system will continue to apply whereby should the Chair be 

unavailable for a Committee meeting, another member will act as Chair for the meeting on an ad 

hoc basis. Members still considering the role should inform the Chair or Standards and Advisory 

Manager before the April 2019 Standards Committee meeting.  

 

AI 7(b) Council/Committee Collaboration System 

 

27. Mr Oldham provided an oral report to the Committee on a new collaboration system, Boardpacks, 

which the College is planning to use across Council and Committees, which will enable everyone 

to have a single repository of current and previous minutes and papers.  

 

28. The Committee agreed to have training on the new system at the meeting on 10 April.  

 

Any other business and date of next meeting  

 

29. There were no further items for discussion.  

 

30. The date of the next meeting was confirmed as Wednesday, 10 April 2019 at 10 am. 
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Standards and Advice Update (January to April 2018) 

Below is a brief report updating the Standards Committee on a number of/some of the ongoing 

matters dealt with by the Standards and Advice Team from the date of the last meeting on 30 January 

2019: 

Ethics Review Panel (ERP) 

1. As the Committee is aware, the ERP has now been made permanent and recruitment is currently

ongoing to replace Panel members departed in 2018.

2. The ERP is due to hold its annual meeting on 24 May 2019, when it is hoped new members will

receive training in the morning session, before the Panel meets to review its current work and

discusses ideas for the future of the Panel as application numbers continue to increase.

BSAVA Congress 2019 

3. Following the positive feedback from BSAVA Congress over the last two years, members of the

Standards and Advice team attended BSAVA Congress on 4-6 April 2019 in order to provide advice

to attendees and promote the Standards and Advice team’s function, raise the profile of the team

and encourage members of the profession to contact the RCVS for advice when needed.

RVP Sub-Group meeting 

4. The first meeting of the RVP Sub-Group was convened on 28 March 2019.  Attendees included

members of the RVP Sub-Committee and Ethics Review Panel, the Chair of Standards Committee,

representatives of the Veterinary Schools Council and the Home Office, the Registrar, and

members of the Standards and Advice Team. The group discussed; the terms of reference and

aims of the RVP sub-group; roles relating to RVP; the boundary between innovation and

experimentation; the definition of RVP; standardising RVP and ethical review in the UK; and next

steps for the group.

5. Further small group discussions will now be scheduled to look at frameworks and guidance to

assist the Sub-Group with further consideration of the above issues.

6. The Sub-Group will then outline proposals for the Committee’s consideration later this year.

Schedule 3 

7. The Standards and Advice team is finalising further information on delegation to veterinary nurses

and student veterinary nurses under Schedule 3 of the Veterinary Surgeons Act 1966.

8. In addition to the case studies found at Agenda Item 03(g), a quick-reference poster will

complement the existing guidance at Chapter 18 of the Supporting Guidance and provide further

clarification on the principles of Schedule 3.  The Committee will recall that this work was identified

as an action point following the Schedule 3 consultation of 2017, which revealed some

misunderstanding and confusion within the professions.  The aim is to ensure that both veterinary
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surgeons and veterinary nurses have confidence when working within Schedule 3, as this in turn 

will ensure that veterinary nurses and student veterinary nurses are fully utilised. 

Certification annual meeting 

 

9. The Certification Sub-Committee annual meeting, with representatives of APHA, DEFRA, the FSA 

and the UK Government will be organised once there is greater clarification regarding the UK 

leaving the EU.  The meeting will likely to cover a wide number of issues, including; Official 

Veterinarians and certification post Brexit. 

Telemedicine 

10. As the Committee is aware, an additional Standards Committee meeting has been proposed in 

order to consider Telemedicine and the ongoing work the RCVS is undertaking on this subject.  

 

11. It is anticipated that this meeting will take place in May/June 2019 and the Committee will be 

contacted separately with a range of potential dates for this meeting. 

 

CAMs 

 

12. The Standards and Advice team continues to receive correspondence from the profession and 

public following the RCVS’ statement on CAMs/homeopathy on 3 November 2017. 

 

Standards and Advice team members  

 

13. Two members of the Standards and Advice team, Alan Quinn-Byrne and Beatrice Lovell (maternity 

cover) are coming to the end of their contracted terms at the College. Both have contributed greatly 

to the College, Standards and Advice team and its associated Committees and Sub-Committees 

during their time here and I would like to personally thank them for all their hard work. 
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Meeting Standards Committee 

Date 10 April 2019 

Title Microchipping of equines 

Classification Unclassified 

Summary This paper summarises the changes to legislation relating to 

compulsory microchipping of equines, which came into force in 

October 2018. The paper also raises relevant matters for 

consideration by the Committee. 

Decisions required The Committee is asked to review and approve the amendments 

to Chapter 29 of the supporting guidance to the Code of 

Professional Conduct (Annex C). 

Attachments Annex A: Information provided by the Equine Register on the 

Central Equine Database. Confidential   

Annex B: Form produced by BEVA ‘Equine Requiring 

Emergency Treatment In The Absence Of A Passport’ 

Annex C: Draft amendments to chapter 29 of supporting 

guidance – ‘Microchips, microchipping and animals without 

microchips’ 

Authors Beth Jinks  

Senior Standards & Advice Officer 

020 7202 0764 

b.jinks@rcvs.org.uk

Beatrice Lovell & Alan Quinn-Byrne 

Standards & Advice Officers  

b.lovell@rcvs.org.uk & a.quinn-byrne@rcvs.org.uk
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Microchipping of equines 

 

Introduction  

 

1. Pursuant to Equine Identification (England) Regulations 2018, microchipping of equines became 

compulsory in England on 1 October 2018. The Scottish government has consulted on the 

implementation of similar regulations, and it is likely that the same will be enacted in Wales and 

Northern Ireland.  

 

2. It is considered timely to amend chapter 29 of the supporting guidance to the Code of Professional 

Conduct in order to incorporate these changes and address issues raised. 

 

Compulsory microchipping – changes to the regulations in England 

 

3. Previously under the Horse Passport Regulations 2009, in England all horses, ponies, and donkeys 

born after 30 June 2009 must have had an up-to-date passport and a microchip. In October 2018 

the 2009 regulations were revoked and replaced by the Equine Identification (England) Regulations 

2018. 

 

4. Under the new regulations, from 1 October 2018, the microchipping of equines became compulsory 

in England for: 

 Equines whose previous microchip ceases to function, or 

 Equines arriving in England having been subject to an alternative method of identity 

verification. 

 

5. From 1 October 2020, the microchipping of all equines in England will become compulsory. This 

includes those equines born before 30 June 2009, which had previously been excluded from 

mandatory microchipping in the Horse Passport Regulations 2009 (which brought into force EU 

Regulation No 504/2008). 

 

6. Exemptions only apply to equines classified as ‘wild or semi-wild’. These are defined by the 

regulations as including: those identified in the lists kept by Dartmoor Commoners’ club; those 

identified in the studbook kept by Exmoor Pony Society; those identified in the lists kept by the 

Verderers of the New Forest/New Forest Pony Breeding and Cattle Society; and those identified in 

the lists kept by the National Trust. Microchips will only need to be inserted to an equine in this 

category in the event that it is treated with any veterinary medicinal product, in which case a microchip 

will need to be inserted within 30 days. The persons responsible for ensuring the microchip is 

inserted, and for holding the equine ID will be the keepers of the above lists.  

 

7. Information registered on the microchip will be stored by the Central Equine Database (CED) which 

has been established by the Secretary of State (Defra). The CED can be accessed online via the 

following link: www.equineregister.co.uk. The CED will also be available on a mobile app which is to 

be called the ‘Equine Register’. According to information provided by the operators of the Equine 

Register, the app will provide: “a modern, secure, real-time automated verification process…” Further 

confidential information about the app, and about the CED can be found at Annex A.  

 

8. An obligation is on the owner to update the equine’s details and ensure that these details are correct, 

this obligation extends to updating the details via the CED or passport issuing office within 30 days 

of transfer of ownership of an equine. Additionally, from 1 October 2020 an equine owner or keeper 

who fails to get their equine microchipped may be served with a compliance notice by their local 

authority requiring the equine to be microchipped, and may face a £200 penalty if they fail to comply 

with the notice. Further, an equine owner who fails to provide the treating veterinary surgeon with 

the equine’s passport or smart card may be guilty of an offence.  

N.B.  A smart card is a plastic device with an embedded computer chip or QR code which will facilitate 
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quick access to information on the CED. These are optional, and can replace passports as a form of 

ID when moving or transporting equines around or into England.  

Compulsory microchipping – veterinary obligations 

9. Under the regulations, a veterinary surgeon is under an obligation to ensure that each microchip

implanted holds a unique number. It is a criminal offence for the veterinary surgeon to fail to comply

with this obligation. Under the previous regulations (Horse Passport Regulations 2009) the

obligation to confirm uniqueness of a microchip number was on a passport issuing organisation

(PIO), therefore this is a new obligation for a veterinary surgeon. A veterinary surgeon will be able

to comply with the regulations by ensuring the following:

 That the microchip is obtained from a reputable source.

 That the microchip is ISO 11784/5 compliant.

 That the microchip number is not already registered to another equine on the UK’s Central

Equine Database. Currently, the quickest way is to use the National Equine Chip Checker

hosted at https://www.equineregister.co.uk. If the microchip number is already registered,

this chip should not be inserted, instead the veterinary surgeon should report the fact of a

duplicate equine microchip to their local Trading Standards office.

N.B the above actions have been approved by Defra as being sufficient to comply with the regulations. 

10. The EU regulations (as referenced in the Equine Identification (England) Regulations 2018) state

that, prior to treatment, a veterinary surgeon must declare on the passport whether treatment would

deem the animal’s status as not intended/intended for human consumption. This is an existing

requirement under the Horse Passport Regulations 2009 and although it will be a criminal offence

for a veterinary surgeon to fail to declare on the passport, it will not create an additional obligation

on a veterinary surgeon. An exception will apply where the owner/keeper has refused to present the

passport to the veterinary surgeon (see further discussion below in 14(a)).

11. The new regulations stipulate that only veterinary surgeons can implant microchips into an equine,

this codifies the current RCVS guidance which states that microchipping of horses within the nuchal

ligament is an act of veterinary surgery which should only be undertaken by a veterinary surgeon.

12. Contrary to the Horse Passport Regulations 2009 (revoked), there will no longer be a legal obligation

for a veterinary surgeon to carry out measures to attempt to detect previous microchips. However,

the RCVS would expect that a check should still be undertaken prior to implantation to avoid multiple

microchips being implanted (see further discussion below at paragraph 14(c)).

13. Where an equine has been slaughtered/killed for disease control purposes, there is an obligation on

an Official Veterinarian to return the equine’s passport to the passport issuing office. In all other

cases of equine death or loss, the passport must also be returned to the passport issuing office, but

this should be done by the equine’s keeper within 30 days of the incident.

Matters for consideration 

14. The Committee is asked to consider the following points in conjunction with the proposed guidance:

a. Owner non-compliance with the microchipping regulations – how a veterinary surgeon fits in

i. There is not a legal requirement in the regulations which would compel veterinary surgeons

or veterinary nurses to report clients with unchipped equines. Veterinary surgeons and

veterinary nurses may, however, look to the RCVS for advice should they discover that one

of their clients has not had their equine microchipped by 1 October 2018 in the cases of
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equines born after 30 June 2009, or all equines after 1 October 2020. 

The veterinary surgeon or veterinary nurse may instead choose to advise the client of their 

legal obligations as an equine owner or keeper to microchip their equine, encouraging them 

to comply with the Regulations so as to avoid criminal prosecution. 

However, as the purpose of the regulations is the protection of the public (that is, traceability 

of meat) the RCVS considers that there is public interest in a veterinary surgeon reporting a 

client to the local authority for refusing to microchip their equine. The Committee will be aware 

that the current guidance on breaching client confidentiality states that veterinary surgeons 

and veterinary nurses may breach client confidentiality to report appropriate information to the 

relevant authorities if they consider that animal welfare or the public interest is compromised, 

but they are not obliged to do so. This guidance will also apply to an owner’s non-compliance 

with the microchipping regulations - if the owner refuses to microchip their equine, the 

veterinary surgeon can use their discretion to decide whether to report the owner to the local 

authority 

ii. There may be situations where the owner does not present the passport or smart card to the

veterinary surgeon, in breach of the 2018 regulations - this could be because the owner has

forgotten the passport and plans to present the passport as soon as possible after the

appointment, or the owner is refusing to present the passport. This means that the veterinary

surgeon will have to decide whether to proceed with treatment without clarifying the equine’s

status as non/food producing.

Presently, BEVA produces a form (‘Equine Requiring Emergency Treatment in the Absence 

of a Passport’ at Annex B) which a veterinary surgeon can provide to the owner should a 

passport not be presented. This form allows the veterinary surgeon to list the medications 

administered and provides instructions to the client to apply to the Passport Issuing Office 

(PIO) for a new passport, etc. The RCVS would encourage the use of this form in these 

situations. 

Should the owner present the passport/smart card soon after the appointment, it is anticipated 

that the veterinary surgeon could update the information at this point. However, if the owner 

refuses to provide the passport, the veterinary surgeon can use their discretion to decide 

whether to report the owner to the local authority (as above in (i)). 

Additionally, there may be emergency situations where the equine is not identifiable or the 

passport is not available. In this case, a veterinary surgeon should use a form such as the 

one in Annex B after treating the equine.  

b. Routine scanning/checking food-chain status

Some practices may be actively scanning all equines presented to them to check for microchips 

and, where necessary, advising clients to get their equine microchipped now or by 1 October 

2020, whichever is applicable.   

It will be necessary to scan each equine to establish its food chain status in order for a veterinary 

surgeon to comply with the legislation. Therefore, the RCVS would expect veterinary surgeons 

to routinely scan equines for microchips, or to at least match the marking on the equine to the 

sketch and written description on the passport. This is because of the need to check the food 

chain status of an equine to ensure that the veterinary surgeon (and the owner) are complying 

with the legislation (see above at paragraph 10). However, scanning or matching may not be 

undertaken in the following situations: there may not be medication being administered during 

an equine appointment; or the equine may have been examined by the veterinary surgeon many 

times before and the food chain status is already determined 
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c. Existence of previous microchips 

i. When a scan prior to microchipping an equine detects an existing microchip with no registered 

details, veterinary surgeons should follow the guidance currently provided by the BEVA, which 

is that they: “should not insert another microchip. The owner must inform the Passport Issuing 

Office who will attempt to trace the horse’s background, and issue a replacement passport 

with Part II of Section IX signed [to certify the horse is not fit for human consumption].” 

However, sometimes a microchip may not be detected due to incorrect placement. Where a 

second microchip is inadvertently inserted, both microchip numbers should be recorded on 

the equine’s passport and detailed on the CED.  

 

Where a scan detects an existing microchip, which is registered to a different owner, the 

veterinary surgeon should discuss this with the client. The veterinary surgeon may want to 

advise the client that if the equine has recently changed hands the buyer only has 30 days to 

register updated ownership details on the CED.  

 

ii. There is no current advice given by the RCVS regarding situations where a veterinary surgeon 

identifies a scar which indicates that a microchip was removed from an equine. It is 

foreseeable that a scar may be from injury, meaning the existence of a scar is not conclusive 

evidence that a microchip has been removed.  

 

Decisions required 

 

15.   The Committee is asked to: 

 

a. Review and approve the amendments to Chapter 29 of the supporting guidance to the Code of 

Professional Conduct (Annex C). 
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29. Microchips, microchipping and animals 
without microchips 

Existing guidance in grey  
Suggested new guidance in red  
Suggested deleted text in strikethrough 

Compulsory microchipping - dogs 

29.1  Microchipping of dogs has been mandatory in Northern Ireland since 2012. The 
Dogs (Amendment) Act (Northern Ireland) 2011 requires dogs to be microchipped in 
order to obtain a valid dog licence. There is more information about the requirements 
at http://www.nidirect.gov.uk/dog-licensing-and-microchipping 

29.2  Microchipping of dogs in all other parts of the UK has been mandatory since 6 
April 2016. The relevant legislation is as follows: 

a) The Microchipping of Dogs (England) Regulations 2015; 

b) The Microchipping of Dogs (Scotland) Regulations 2016; and 

c) The Microchipping of Dogs (Wales) Regulations 2015. 

29.3  Dog owners will have a legal obligation to have their dogs microchipped and 
registered with a microchip database, if they have not done so already. No keeper may 
transfer a dog to a new keeper until it has been microchipped.  

29.4  Subject to an exemption for certified working dogs (not applicable in Scotland), 
all dogs older than eight weeks need to be microchipped and registered with their 
keeper’s details. The keeper is responsible for keeping these details up to date and, 
whenever there is a change of keeper, the new keeper must ensure their details are 
recorded with the database. The details to be recorded on the database are listed in 
the various regulations and these should be consulted carefully as there are subtle 
differences between each part of the UK.  

29.5  There are ‘health’ exemptions from the general microchipping requirement: 

a) In England, the exemption applies for as long as a veterinary surgeon certifies, on 
a form approved by the Secretary of State, that a dog should not be microchipped for 
reasons of the animal’s health. The certificate must state the period for which the dog 
will be unfit to be microchipped. 
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b) In Scotland, the exemption applies for as long as a veterinary surgeon certifies that 
a dog should not be microchipped for reasons of the dog’s health. The certificate must 
state the period for which the dog will be unfit to be microchipped. 

c) In Wales, the exemption applies for as long as a veterinary surgeon certifies, on a 
form approved by the Welsh Ministers, that microchipping would significantly 
compromise the dog’s health. The certificate must state the period for which the dog 
will be unfit to be microchipped. 

29.6  A keeper who fails to have their dog microchipped may be served with a notice 
requiring the dog to be microchipped within 21 days. Only an authorised person (as 
defined by the regulations) can serve such a notice. It is an offence to fail to comply 
with the notice. In addition, where a keeper has failed to comply with the notice, the 
regulations give an authorised person powers to, without the consent of the keeper, 
arrange for the dog to be microchipped and recover the cost of doing so from the 
keeper. The regulations also permit an authorised person to take possession of a dog 
without the consent of the keeper for the purpose of checking whether it is 
microchipped or for the purpose of microchipping it in accordance with the regulations. 

Compulsory microchipping - equines 

England 

29.7  Under the Equine Identification (England) Regulations 2018, from 1 October 

2018, the microchipping of equines became compulsory in England for: 

a) Equines whose previous microchip ceases to function, or 

b) Equines arriving in England having been subject to an alternative method of 

identity verification. 

29.8  From 1 October 2020, in England the microchipping of all equines will become 

compulsory. This includes those equines born before 30 June 2009, which had 

previously been excluded from mandatory microchipping in the Horse Passport 

Regulations 2009 

29.9  Excluded from the compulsory microchipping regulations are equines which are 

deemed to be wild or semi-wild, that is, unless a wild or semi-wild equine is treated 

with a veterinary medicinal product. In this case it would require a microchip to be 

implanted and a passport to be issued within 30 days of treatment.  

29.10  Owners or keepers of equines have a legal obligation to have their equine 

microchipped and registered with the Central Equine Database 

(www.equineregister.co.uk), if they have not done so already. The owner or keeper is 

responsible for keeping these details up to date and, whenever there is a change of 

keeper, the new keeper must ensure their details are recorded with the database 

within 30 days of the transfer. If a client refuses to microchip their equine, the 

veterinary surgeon should do the following: 
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a. Inform the client of their legal obligation to microchip the equine; and/or 

b. Consider reporting the client’s non-compliance to the Local Authority. If done 

so without client consent this will considered as a breach of client confidentiality, 

however, this breach will be justifiable under public interest grounds. (See 

chapter 14 – Client Confidentiality)  

29.11  A veterinary surgeon who implants a microchip into an equine must ensure that 
the microchip number is unique. Failing to do so is a criminal offence. A veterinary 
surgeon can fulfil this obligation by ensuring the following: 

 That the microchip is obtained from a reputable source. 

 That the microchip is ISO 11784/5 compliant.  

 That the microchip number is not already registered to another equine on the 
UK’s Central Equine Database. Currently, the quickest way is to use the 
National Equine Chip Checker hosted at https://www.equineregister.co.uk. If 
the microchip number is already registered, this chip should not be inserted, 
instead the veterinary surgeon should report the fact of a duplicate equine 
microchip to their local Trading Standards office. 

29.12  A veterinary surgeon must declare on the equine’s passport, prior to treatment, 
whether the medication to be administered would establish the equine’s status as not 
intended, or intended, for human consumption. Failing to do so is a criminal offence, 
unless the owner or keeper has failed to produce the equine’s passport or smart card 
when requested. If the passport or smart card is not produced, it is permissible for a 
veterinary surgeon to provide the client with a form identifying the equine, stating the 
medication administered, and advising the client that they need to contact the passport 
issuing office for a new passport. An example of such a form can be found in the 
‘Related Documents’ box.  

29.13  In England, there is no longer a legal obligation for a veterinary surgeon to 
check whether an equine has a pre-existing microchip. However, the veterinary 
surgeons should still undertake a clinical examination (i.e. scan for a microchip, or 
check for scars which could be caused by removal of a microchip) in order to avoid 
multiple microchips being implanted, and to avoid mistakes being made in relation to 
the equine’s food chain status.  

Who can implant a microchip? 

General – all UK jurisdictions 

29.14  RCVS Council last approved guidelines on microchipping in February 2000 
(RCVS News, March 2000). Following a review of these guidelines by the Veterinary 
Surgery Working Party, the following guidelines have now been agreed: 
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a. implantation by methods other than the subcutaneous route, ear tag or bolus 
will generally amount to veterinary surgery in view of the potential for pain or 
stress or for spreading disease, and in some cases the likely handling 
difficulties; 

b. the repair or closure of the entry site, where necessary, will generally amount 
to veterinary surgery; 

c. sedation and analgesia are medical treatment and so amount to veterinary 
surgery. Depending upon the nature of the treatment which is necessary it may 
be lawful for it to be carried out by a suitably qualified veterinary nurse under 
veterinary direction or by the owner; 

d. the procedure may amount to veterinary surgery if there is special risk to the 
health or welfare of the animal. 

Horses 

29.15  The RCVS considers the microchipping of horses within the nuchal ligament to 
be an act of veterinary surgery. The Equine Identifications (England) Regulations 2018 
specifically require that a microchip may only be implanted in an equine by a veterinary 
surgeon.  

Compulsory microchipping 

Dogs (for the purpose of The Microchipping of Dogs (England) Regulations 
2015) 

29.16  Section 9(1) of The Microchipping of Dogs (England) Regulations 2015 
stipulates that no person may implant a microchip in a dog unless: 

a. they are a veterinary surgeon or a veterinary nurse acting under the direction 
of a veterinary surgeon; 

b. they are a student of veterinary surgery or a student veterinary nurse and in 
either case acting under the direction of a veterinary surgeon; 

c. they have been satisfactorily assessed on a training course approved by the 
Secretary of State for that purpose; or 

d. before the day on which these Regulations come into force, they received 
training on implantation which included practical experience of implanting a 
microchip. 

Dogs (for the purpose of The Microchipping of Dogs (Scotland) Regulations 
2016) 
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29.17  Section 3(1) of The Microchipping of Dogs (Scotland) Regulations 2016 
stipulates that no individual other than an ‘implanter’ may implant a microchip of any 
kind in a dog. An ‘implanter’ means any of the following individuals: 

a. a veterinary surgeon, or a veterinary nurse acting under the direction of a 
veterinary surgeon; 

b. a student of veterinary surgery or a student veterinary nurse and in either case 
acting under the direction of a veterinary surgeon; 

c. an individual who has been assessed as meeting a satisfactory standard in the 
implantation of microchips in dogs on a training course for that purpose 
approved by the Scottish Ministers; or 

d. an individual who, before the day on which the Regulations come into force, 
received training on implantation which included practical experience of 
implanting a microchip. 

Dogs (for the purpose of The Microchipping of Dogs (Wales) Regulations 2015) 

29.18  Section 9(1) of The Microchipping of Dogs (Wales) Regulations 2015 stipulates 
that no person may implant a microchip in a dog unless: 

a. they are a veterinary surgeon or a veterinary nurse acting under the direction 
of a veterinary surgeon; 

b. they are a student of veterinary surgery or a student veterinary nurse and in 
either case acting under the direction of a veterinary surgeon; 

c. they have been satisfactorily assessed on a training course approved by the 
Welsh Ministers for that purpose; or 

d. before the day on which these Regulations come into force, they received 
training on implantation which included practical experience of implanting a 
microchip. 

29.19  Anyone seeking to rely on the provision at section 9(1)(d) should note that this 
provision will cease to have effect at the end of the period of two years beginning with 
the date on which these Regulations come into force. 

Tail docking 

Dogs (for the purpose of The Docking of Working Dogs' Tails (England) 
Regulations 2007 and The Docking of Working Dogs' Tails (Wales) Regulations 
2007) 

29.20  In England and Wales, only veterinary surgeons and veterinary nurses acting 
under the direction of a veterinary surgeon can microchip dogs for the purpose of the 
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certification requirements of the tail docking regulations. (For further guidance on tail 
docking see Chapter 27.) 

Dogs (for the purpose of The Welfare of Animals (Docking of Working Dogs’ 
Tails and Miscellaneous Amendments) Regulations (Northern Ireland) 2012) 

29.21  In Northern Ireland, a competent person may microchip dogs for the purpose 
of the certification requirements of the tail docking regulations. A “competent person” 
means a veterinary surgeon or person who has received instruction on how to implant 
a microchip and they must work in the same practice as the veterinary surgeon who 
performed the tail docking. (For further guidance on tail docking see Chapter 27.) 

Pet travel 

Dogs, cats and ferrets (for the purpose of pet travel) 

29.22  In Great Britain, The Non-Commercial Movement of Pet Animals Order 2011 
(as amended by The Non-Commercial Movement of Pet Animals (Amendment) Order 
2014) states that no person may implant a microchip in a dog, cat or ferret for the 
purposes of pet travel unless: 

a. they are a veterinary surgeon or a veterinary nurse acting under the direction 
of a veterinary surgeon; 

b. they are a student of veterinary surgery or a student veterinary nurse and in 
either case are acting under the direction of a veterinary surgeon; 

c. they have been satisfactorily assessed on a training course approved by the 
appropriate authority for that purpose; or 

d. before the 29th December 2014 they received training on implantation which 
included practical experience of implanting a microchip. 

29.23  There is an identical provision in The Non-Commercial Movement of Pet 
Animals Order (Northern Ireland) 2011 (as amended by The Non-Commercial 
Movement of Pet Animals (Amendment) Order (Northern Ireland) 2015.) 

Microchip Adverse Event Reporting Scheme 

29.24  The various regulations on compulsory microchipping require reports to be 
made whenever there is an adverse reaction to microchipping, migration of a 
microchip from the site of implanting or the failure of a microchip. 

29.25  Veterinary surgeons and veterinary nurses should report an adverse reaction 
to microchipping, or the migration or failure of a microchip to the Veterinary Medicines 
Directorate (VMD). Further information about the Microchip Adverse Event Reporting 
Scheme is available from the VMD’s Pharmacovigilance Unit on 01932 338427 and 
reports can be submitted online at www.vmd.defra.gov.uk. The VMD closely monitors 
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all reports to identify emerging issues and will feed back any concerns to the chip 
manufacturer and Microchip Trade Association (MTA). 

29.26  In addition to the above, veterinary surgeons and veterinary nurses in Scotland 
should also note that the Scottish Regulations require reports to be made within 21 
days beginning with the day the adverse reaction, migration or failure is identified. 

  

Microchips and pet travel 

29.27  Given the potential implications should a microchip fail on entry to the UK (for 
example, time in quarantine at the cost of the owner) veterinary surgeons should 
encourage their clients to have their pet’s microchip checked before travel.  

  

Removing microchips 

29.28  Because of the importance attached to the accurate identification of animals 
and the potential for fraud, a microchip must only be removed where this can be 
clinically justified. This justification should be documented and where required another 
microchip or alternative method of identification used. 

29.29  Removal of a microchip in any other circumstances would be an unnecessary 
mutilation. While the insertion of a second microchip may be problematic, this in itself 
does not justify removal of a microchip and an audit trail must be maintained. 

  

Scanning for microchips – companion animals  

29.30  Microchips are implanted in companion animals to assist with their return if lost 
or stolen. A veterinary surgeon or veterinary nurse may scan for a microchip where, 
for example, the animal has been lost or is a stray, it is suspected that the animal has 
been stolen, or where a client is unaware that the animal has been microchipped. 

29.31  There may be other situations when a veterinary surgeon or veterinary nurse 
may scan for a microchip, for example, on first presentation at the practice in order to 
add details to the clinical and client records; at annual boosters and/or prior to travel 
in order to check that the microchip is working properly; and, prior to implantation to 
check for an existing microchip. 
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29.32  There may be some situations when veterinary surgeons are required to scan 
for a microchip, for example, prior to a rabies vaccination for the purposes of obtaining 
a pet passport.  

Scanning for microchips – equines  

England 

29.33  A veterinary surgeon should scan an equine for a microchip and ensure that 
the microchip number can be reconciled with an equine’s passport or smart card. If 
there is no microchip, a veterinary surgeon should check identifying markings on the 
equine and match these to the description of the equine from the passport.  

29.34  Exceptions to the routine scanning of equines may apply when there may not 
be medication being administered during an equine appointment; or when the equine 
may have been examined by the veterinary surgeon many times before and the food 
chain status is already determined. 

Lost or stray small animals without microchips or 
other forms of identification 

29.35  Local authorities have a legal duty to deal with lost or stray dogs. Veterinary 
surgeons and veterinary nurses presented with stray dogs may contact their local 
council to arrange collection. Details for UK local authorities can be found on the 
gov.uk website at: http://www.gov.uk/report-stray-dog 

29.36  In situations where the local authority cannot help, for example, in cases of 
stray cats, veterinary surgeons and veterinary nurses are encouraged to take 
reasonable steps to reunite the animal with the owner. These may include, for 
example, advertising in the practice and/or on the practice’s website or social media 
pages that an animal has been found, contacting clients whose animals might fit the 
description, and contacting other veterinary practices in the local area to inform them 
of the find and ask if they have had enquiries from someone looking for an animal of 
that description. This is not an exhaustive list and in some cases it may not be 
reasonable or appropriate to take all of these steps. 

29.37  Veterinary practices are not expected to keep a lost or stray animal indefinitely 
while attempts are made to locate an owner. If no owner has come forward after a 
reasonable search there will come a point when it is appropriate to stop the search 
and consider the animal’s future. This could include taking steps to re-home the 
animal, ideally through an animal charity or re-homing centre. In some cases, 
euthanasia may be reasonable, for example where an animal is not suitable for re-
homing. 

29.38  Where possible, it may be sensible to adopt the approach taken by local 
authorities with lost or stray dogs, which is to keep the animal for 7 days before 
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considering re-homing or euthanasia, provided that to do so would not compromise 
the animal’s welfare. There may be other factors to consider but, ideally, it is helpful 
to allow a reasonable period of time for enquiries to be made or for an owner to come 
forward. Ultimately, how long to keep a stray animal will be a matter for the practice. 

29.39  Veterinary surgeons and veterinary nurses should ensure that records are 
made of the attempts made to locate an owner, any treatment provided and the 
reasons for any decisions made. This can be helpful in the event of disputes, for 
example, if an owner contacts the practice at a later stage. 

29.40  Lost or stray animals presented to a veterinary practice may be in good health, 
or they may be ill or injured and require first aid and pain relief, which could include 
euthanasia. Veterinary surgeons and veterinary nurses should have regard to 
supporting guidance Chapter 3 (24-hour emergency first aid and pain relief) and they 
should be familiar with the RSPCA scheme for Initial Emergency Treatment and the 
Vetline telephone number (0300 123 8022). In the absence of an identified owner, 
veterinary surgeons and veterinary nurses should be guided by welfare considerations 
and should be cautious about undertaking significant procedures, particularly those 
with lasting effects e.g. neutering. 

  

Ownership disputes – equines and companion 
animals  

29.41  An ownership dispute may arise where a client presents a companion animal 
or an equine with a microchip registered in another person's name. 

29.42  Veterinary surgeons should consider the following information if faced with this 
situation:  

Seek prior agreement to disclose 

29.43  Practices may wish to request express written agreement from clients on 
registration that if the practice discovers the animal is registered to another person, 
the personal data of the client and details of the animal and its location will be passed 
on to the person in whose name the animal is registered and/or the database provider   

.  

29.44  A written agreement should be obtained through a standalone consent 
document, not merely included in the practice's standard terms and conditions. The 
client must be given the opportunity to make a positive indication that they would be 
happy for their personal data to be passed on in such circumstances. This consent 
must be freely given, which means it cannot be a condition of registering with the 
practice. There should be systems and processes in place to keep the consent up to 
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date and veterinary surgeons and veterinary nurses should properly acknowledge and 
document any withdrawal of consent. 

29.45  Data controllers must pay an annual data protection fee to the Information 
Commissioner’s Office (ICO). In certain limited circumstances, a controller is exempt 
from paying such fee, but these are unlikely to apply to a practice. The ICO can impose 
fines for non payment.   

Seek consent to disclose 

29.46  If there is no prior agreement for disclosure between the practice and the client, 
the veterinary surgeon should first try and obtain the current keeper’s consent to 
release their personal information (i.e. name/address) to the registered keeper and/or 
database provider. However, the name and details of the registered owner should not 
be provided to the current keeper (the current keeper might volunteer it, of course).   

29.47  It is likely that consent will be given freely if the registered keeper is aware that 
the animal is in the possession of the current keeper e.g. the current keeper is caring 
for the animal.  

Failure to obtain consent   

29.48  If the current keeper refuses to consent to the release of their personal 
information to the registered keeper, the veterinary surgeon should contact the 
registered keeper and/or the database provider and explain that the animal has been 
brought in by someone else. However, the veterinary surgeon should not release the 
current keeper’s personal information to the registered keeper (or any other third party 
including the database provider) at this stage.  

29.49  If the veterinary surgeon makes contact with the registered keeper and the 
registered keeper is not concerned that the animal has been brought in by another 
person, then the veterinary surgeon should still not release the current keeper’s 
personal information to the registered keeper or any other third party as the veterinary 
surgeon would not have a legal basis for this disclosure under the GDPR consent will 
need to be obtained from the registered keeper to change the details on the microchip. 

29.50  If the veterinary surgeon makes contact with the registered keeper and/or the 
database provider and from the conversation discovers that (i) the animal has been 
reported as stolen; (ii) the registered keeper was not aware that the animal is in 
someone else’s possession; and/or (iii) the registered keeper wants to recover the 
animal, then the veterinary surgeon may be able to rely on the GDPR and disclose the 
current keeper’s personal information provided he/she is certain that such disclosure 
is “necessary” for the purposes of the registered keeper, e.g. to enable him or her to 
exercise his/her legal rights, and those interests are not overridden by the interests of 
the current keeper. Alternatively, it is probably more advisable not to disclose the data 
to the registered keeper, but suggest that they ask the police to contact the veterinary 
surgeon for the details of the current keeper. 
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a.   Suspected Theft/Stolen Animal 

 In the event that the registered keeper and/or database provider tells the veterinary 
surgeon that the animal is stolen, the veterinary surgeon should ask the registered 
keeper and/or database provider to report the theft. If the police then contact the 
veterinary surgeon, he/she should ask for a formal request for disclosure from the 
Police for this information. 

b.   Civil/Ownership dispute 

In some cases, the animal may not have been reported stolen, but the registered 
keeper still wants to recover the animal. This may be the case where there is a 
civil/domestic dispute. In these circumstances, the veterinary surgeon should not 
immediately provide the current keeper’s details to the registered keeper. The 
registered keeper or their legal representative should expressly confirm, in writing, the 
basis on which disclosure is permitted under the data protection laws. The veterinary 
surgeon should then assess that request before deciding whether to disclose.  

29.51  It is recommended that these steps are set out in a policy document, which is 
displayed at the practice so that the process is clear to clients. 

  

Additional guidance 

29.52  Additional guidance on client confidentiality and microchipped animals is 
available to download in the form of a Flow Chart. This flow chart can be used in 
situations involving companion animals or equines. 
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Proposed amendment to the Practice Standards Scheme Rules 

 

Awards 

Introduction  

 

1. The Practice Standards Scheme (‘PSS’) Rules set out hows the scheme works together with 

other administrative matters. The rules also contain provisions relating to fees, both in terms of 

amount and when they may be charged.  

 

2. The proposal to amend the cycle of Awards re-assessments was presented to the Practice 

Standards Group by the Lead Assessor. It was explained that, with the current cycle of re-

assessment in line with the routine assessment, there were some instances where practices 

only held Awards for just over a year, and some practices had expressed their discontent 

about this. The reason for this discontent stemmed from the fees associated with a shorter life 

span of awards, should they be assessed mid-cycle of the routine assessment, and the 

practical implications of being re-assessed for an award after a short duration of time.  

 

3. In addition, it had become evident that reassessing the Awards at the same time as the 

Routine assessments was not practical for practices or assessors due to the additional time 

and preparation required. It was therefore proposed to the Group that there should be an 

independant four year cycle for re-assessment of Awards (independent to the accreditation life 

cycle of the practice), with practices required to self-certify annually during the interim period 

between awards assessments.   

 

4. It was agreed by the Group that the proposed revision to the schedule of Awards 

reassessments should be adopted.This paper proposes an amendment which would allow the 

RCVS to grant practice Awards an independent lifecycle to the routine assessments. This 

amendment was considered and approved by the Practice Standards Group (‘PSG’) on 9th 

January 2019 and is therefore before the Committee for consideration.  
 

Changes 

5. At present, paragraph 22 of the PSS Rules states as follows: 

“Awards requested during years one to three of the routine assessment cycle will expire at the 

next routine assessment. Awards requested in year four of the routine assessment cycle, may 

be extended until the next but one routine assessment.” 

6. It is proposed this is changed to a separate paragraph with the following wording: 

 

‘’The awards duration will be for four years and be independent of the routine assesmsnet 

cycle’’.  

 

Decision required 

 

7. The Committee is therefore asked to approve the amendment to the PSS rules as detailed 

above.  
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Introduction  

Branch Practice definition  

8. The Practice Standards Scheme (‘PSS’) Rules set out the RCVS meaning for different types 

of classifcation of practices from an administrative perspective. Currently, a practice must 

nominate one Principal practice premises. It may then have one or more Main practice 

premises associated with the Principal practice premises and also have any number of Branch 

practice premises associated with either the Principal or Main practice premises. 

 

9. Currently, the Rules state: 

 

‘’When determining if a practice premises is a ‘Branch’ as opposed to a Main premises, the 

Practice Standards Scheme will take into account factors such  as shared staff, shared clinical 

governance, shared clerical services, shared out-of-hours and geographical location’’.    

 

10.  Instances have come to light where practices have been classifying some premises as 

‘branches’ within a group, when in fact the RCVS consider them ‘stand alones’ due to distance 

from the main site. Currently, there is a financial incentive for premises to be classed as 

branches, in the region of £300 difference in the assessment fees.   

 

11. This issue was presented to PSG, and the definition and qualities of a branch practice for 

corporate groups was discussed by the Group. It was felt by the Group that the definitions 

could not be overly prescriptive, in order to be flexible enough to apply to different scenarios, 

but it was clear that such an approach might lead to overly optimistic interpretations and 

anomalies. It was therefore agreed that the wording of the Rules should be amended to 

specify the categorisation of practice premises to be at the ultimate discretion of the RCVS; to 

specify that reasonable distances, shared out of hours provision, shared staff and shared 

clinical governance will be taken into account, and to make it clear that local clinical 

governance is an important factor to be taken into consideration. It was agreed by the Group 

that new wording would need to be drafted for the Rules to reflect these changes.  
 

Changes 

12. At present, paragraph 18 of the PSS Rules states as follows: 

“A practice must nominate one Principal practice premises. It may then have one or more 

Main practice premises associated with the Principal practice premises and also have any 

number of Branch practice premises associated with either the Principal or Main practice 

premises. Where a practice has administration offices at a separate location to its other 

practice premises please notify the RCVS PSS Team. When determining if a practice 

premises is a ‘Branch’ as opposed to a Main premises, the Practice Standards Scheme will 

take into account factors such  as shared staff, shared clinical governance, shared clerical 

services, shared out-of-hours and geographical location.    

 

13. It is proposed this is changed to a separate paragraph with the following wording: 

 

‘’A practice must nominate one Principal practice premises. It may then have one or more 

Main practice premises associated with the Principal practice premises and also have any 

number of Branch practice premises associated with either the Principal or Main practice 
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premises. Where a practice has administration offices at a separate location to its other 

practice premises please notify the RCVS PSS Team. Categorisation of practice premises will 

ultimately be at the discretion of the RCVS. Reasonable distances, shared out of hours 

provision, shared staff and shared and local clinical governance will all be considered and 

taken into account.’’ 

 

Decision required 

 

14. The Committee is therefore asked to approve the amendment to the PSS rules as detailed 

above.  
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Introduction 
 
1. Since 2005, approved tuberculin testers (ATTs) have been approved to perform tuberculin skin 

testing of cattle in Great Britain. This approval is underpinned by an exemption order, the 

Veterinary Surgery (Testing for Tuberculosis in Bovines) Order 2005. By the terms of the order, 

and ATT is defined as a person- 

a. who has successfully completed an approved course and is granted a certificate of 

competence by the course provider to that effect; and 

b. whose name appears on a register of approved tuberculin testers maintained, in the case 

of Great Britain, by the Secretary of State and, in the case of Northern Ireland, by the 

Department. 

 

2. A person carrying out tuberculin testing must be: 

a. 18 years of age or over, 

b. either- 

i. a trainee tuberculosis tester acting under the direct and continuous supervision of 

an authorised veterinary surgeon; or 

ii. an approved tuberculosis tester acting under the direction of an authorised 

veterinary surgeon, and 

c. in the case of a test carried out in – 

i. Great Britain, an officer of the Secretary of State; or 

ii. Northern Ireland, an officer of the Department. 

3. Due to the constraints of 2.c.i, approved tuberculin testers have until now been employees of 

APHA, working under APHA veterinary direction. 

 

4. Defra and its agencies consulted the RCVS both before and after the implementation of the 

exemption order and during the subsequent development of ATT training and notification 

procedures; following these discussions the matter, including the terms of lay tester attestation, 

was considered by both the Certification Sub-Committee and Standards Committee; the 

proposals were agreed. 

New pilot 

5. Following a consultation in 2018, the Animal and Plant Health Agency (APHA) are currently 

undertaking a trial to test the principle of private veterinary businesses using ATTs to carry out 

some TB skin tests. This trial has been welcomed by both the British Veterinary Association 

(BVA) and the British Cattle Veterinary Association (BCVA). Details of the pilot can be found in 

Annex A. The intention is to continue the Pilot until February 2020 when the final decision 

regarding rollout is expected to be made. 
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6. The objective of the trail is to test the methods and procedures concerned with the use of ATTs by 

private veterinary businesses including registration, theoretical and practical training, supervision, 

authorisation, productivity, performance and quality assurance. The results of the Pilot will be 

used to make improvements to those methods and procedures, and used as evidence to inform a 

decision whether to introduce the use of ATTs on a larger scale in private veterinary practices. 

 
7. APHA have confirmed that they will appoint all ATTs as ‘inspectors’ for the purpose of the pilot. 

Under the current legislation they will then meet the requirement of ‘Officers of the State’ for the 

purpose of cattle TB skin testing only. 

 
8. Ultimately, APHA intend to reinterpret clause 2.c.i so that ATTs working directly for private 

veterinary practice are considered to be ‘Officers of the State’; no new legislation will be brought 

forward to amend the exemption order. 

 
9. Standards Committee are asked to note the arrangements for the trial (and potentially thereafter) 

in relation to lay TB testing whereby ATTS could be employed by directly by private veterinary 

practice, and to advise if there are matters which they wish to raise in relation to those 

arrangements at this time .  
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Department for Environment, Food and Rural Affairs 

Approved Tuberculin Tester Pilot Schedule - England 

Pilot to test the use of Approved Tuberculin Testers (ATTs) in private veterinary practices in England, to carry out 
tuberculin skin testing of cattle only. 

Context  
Bovine TB (bTB) is the most pressing and costly animal health problem in the UK. The disease threatens our cattle 
industry and presents a risk to other livestock, as well as wildlife species (mainly badgers), pets and humans.  
The timely testing of cattle herds is a key disease control measure, with the tuberculin skin test being the primary 
test used. Routine surveillance testing of cattle herds is carried out at regular intervals: 

• in the Low Risk TB Area (LRA) of England most herds are tested every four years

• in the Edge Area either annually or six-monthly

• in the High Risk TB Area (HRA) annually until the proposed change to six-monthly testing in 2020

There are also plans to introduce earned recognition for herds that meet the relevant criteria in both the Edge Area 
and the HRA to permit testing at longer intervals. The testing interval is decreased to 60 days in the event of a TB 
incident in a herd.  

In England approximately 7.5 million cattle tests were carried out in each of the last three years (2015 to 2017). 
Most bTB testing in England is currently carried out by Veterinary Surgeons (VSs), working for Veterinary Delivery 
Partners (VDP), under contract to APHA. 

Para-veterinary professionals as ATTs have been used in GB, albeit in a limited way, since 2005. To date this has 
been restricted to a small number of suitably trained APHA staff, notably Animal Health Officers (AHOs), under 
APHA veterinary direction. Although ATTs can conduct skin tests, responsibility for interpretation of their test results 
rests with an APHA Veterinarian. APHA ATTs do not carry out pre-movement testing for Intra-EU Trade but are 
otherwise not restricted on the tests they can perform. 

APHA are looking to extend the use of ATTs in England only so that private veterinary businesses also have the 
option of deploying them to carry out TB tests. In private practice under the current surveillance arrangements only 
veterinary surgeons qualified as Official Veterinarians (OVs) and who hold and revalidate the Official Control 
Qualification for Tuberculin Testing (OCQ(V) - TT) are able to perform skin tests in GB. 

Following the outcome of the Defra Public Consultation held in the summer 2018, a Pilot Study will be run by APHA 
and delivered through the VDPs in England to test the use of ATTs in private veterinary practices in England. 

Objective  
To test the methods and procedures concerned with the use of ATTs by private veterinary businesses including 
registration, theoretical and practical training, supervision, authorisation, productivity, performance and quality 
assurance. The results of the Pilot will be used to make improvements to those methods and procedures, and used 
as evidence to inform a decision whether to introduce the use of ATTs on a larger scale in private veterinary 
practices. 

Sample size 
A maximum of 12 private OV practices will take part in the initial APHA Proof of Concept (PoC), each will have an 
existing shareholder or sub-contractor relationship with one of the VDPs providing Government funded TB testing in 
England.  

A decision will be made in March 2019 as to whether to continue the Pilot using just the practices recruited for the 
initial PoC or whether a limited number of additional practices will be invited to join for the remainder of the Pilot. If 
the expansion is agreed, it will enable a greater participation of veterinary practices and assurances will be sought 
to ensure that the specifications of this Pilot are safeguarded. 

The Pilot will be limited to the VDPs and sub-contracted practices to ensure that ATTs are captured in the existing 
robust Quality Assurance (QA) process delivered by the VDPs. 

Each recruited practice will provide: 
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• an ATT 

• a Lead Approved Veterinary Supervisor (AVS) and 

• a deputy AVS, and optionally a second deputy AVS 
 
There will be a maximum of 12 ATTs operating during the initial PoC. 
 
Within pilot conditions, but prior to their qualification to test unsupervised, ATTs will be required to test animals 
under the direct and continuous supervision of a nominated AVS as described in Annex A - Requirements for the 
Approved Tuberculin Tester Qualification. 
 
Roles and Responsibilities   
APHA will: 

• plan, manage, monitor and measure outcomes of the Pilot 

• provide the theory training and practical assessment, delivered through Improve International, APHA’s 
contracted training provider. For the PoC stage of the Pilot only there will be no cost to the participating 
practices for the theory training or practical assessment 

• monitor the Pilot, assess progress throughout and make any amendments as required to ensure the best 
process is developed throughout the Pilot. This will be in liaison with the VDP and participating practices 
where necessary 

• halt the Pilot at any time if risks are identified 

• address risks where appropriate or terminate the Pilot if risks are identified that cannot reasonably be 
addressed 

 
APHA reserves the right to terminate the Pilot at any time. Where applicable this will be following consultation 
with all relevant parties. 
 
VDPs will: 

• identify participating OV practices 

• liaise with practices to assist with recruitment to the Pilot 

• manage payment arrangements for tests carried out by ATTs 

• ensure identification of the ATTs on the VDP IT system to enable audit of tests and payments to the practice 

• provide ongoing liaison with practices during the Pilot if required e.g. if issues arise. This may just mean 
referral to APHA 

• provide the required audit of both AVSs and ATTs throughout the Pilot 

• highlight to APHA and deal with any shortfalls generated as a result of this service delivery as per current 
procedures 

• provide feedback to inform the Pilot 
 
Recruited practices will: 

• manage the provision of the ATT. The ATT must be directly employed by the practice and not sub-
contracted 

• manage the provision of the AVSs - one lead and one deputy per ATT. A second deputy will also be 
permitted 

• provide the practical training for the ATT 

• provide feedback to inform the Pilot 
 
APHA will not impose any restrictions on other work that the ATT carries out for the practice as long as it does not 
result in any conflict of interest. However, this must only be work that it is permissible for a technician to carry out. 
There are no derogations for them to carry out specific veterinary roles. 
 
AVSs will: 

• comply with the requirements for an AVS (refer to Annex B - The Approved Veterinary Supervisor Role) 

• be responsible for ensuring that the ATT meets the requirements for the role 

• comply with their own audit requirements 

• provide training and support for the ATT 

• identify suitable testing herds to advance ATT training and experience. All testing must take place at 
locations in England only. No cross border testing can be carried out. 

• provide direct supervision for the practical training 

• communicate the purpose of the Pilot to the farmers/owners and encourage farmer participation and 
feedback, including communicating the importance of providing feedback to inform the Pilot 

• provide ongoing ATT supervision once the ATT is fully authorised to test. This includes sign off of all test 
results and confirmation of any reactors or Inconclusive Reactors (IRs) disclosed by the ATT. Routine on-
farm supervision is not required during this period 
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• allocate suitable tests to the ATT 

• attendance on farm as required to support the ATT and to try to resolve issues e.g. in the event that a test 
result is challenged, animal disease or welfare concerns are identified, Health and Safety (H&S) issues arise 

• provide feedback to inform the Pilot 

• for the Pilot supervise the testing of at least 20 animals approximately three months after full authorisation is 
granted. This can be completed between two and four months 

• audit the ATT six months after they receive full authorisation to test (window five to seven months) 

• report immediately to APHA if any risks are identified during the Pilot 
 
 
ATT will: 

• comply with the requirements for an ATT (refer to Annex A - Requirements for the Approved Tuberculin 
Tester (ATT) Qualification) 

• undertake the initial theory and practical training 

• once the required level of supervised test have been conducted, attend an assessment test to achieve fully 
approved status 

• once qualified conduct TB testing alone under the remote supervision of the AVS 

• comply with audit requirements 

• provide feedback to inform the Pilot. 
 
Timetable  
The pilot will commence on 5 December 2018 and run until 1 February 2020. This extended period will allow 
collection of suitable levels of data to allow an informed review of the Pilot and to test the effectiveness of the 
system. This period will also allow ATTs in low incidence areas to become qualified and act as qualified ATTs. 
An initial decision point is planned for the end of March 2019. At this point, additional practices may be invited to 
join the Pilot if additional information is required and no risks are identified. 
 
Test Types 
ATTs will only be permitted to carry out Government funded statutory TB skin testing as instructed by APHA to the 
VDPs. This is limited to England only and no testing may be carried out on premises in Wales or Scotland nor on 
holdings whose premises cross any border. ATTs are not permitted to carry out any tests required for export 
purposes, including the testing of animals for export of ova or semen for example. 
 
The AVS will be responsible for allocation of suitable tests to an ATT.  
 
IT - The use of Sam 
The APHA IT system (Sam) will not be amended prior to commencement of the Pilot to permit ATTs to submit test 
charts to APHA: 

• ATTs will: 

• be given OV user access to the system which already exists 

• enter their name as the Tester (preceded by #ATT#) 

• enter their test results, either: 
o as a complete test if all animals are tested or 
o a part test if other eligible animals need to be tested (for example if the AVS completes the 

test once the maximum number of 100 animals has been reached by the ATT whilst 
training). (ATTs will be permitted to test more than 100 animals in any test at the discretion 
of the AVS but only 100 will count towards the final required total number of cattle) 

• the AVS will check the results and submit the test as per current practice but add a standard declaration in 
the ‘comments’ box to confirm that they are submitting the test on behalf of the named ATT 

• the ATT will complete the Tuberculin Test Report and Certificate for Approved Tuberculin Testers (Pilot) 
(TB52(ATT)) to confirm that they completed the test and return this to APHA by email or in exceptional 
circumstances fax or post within the same time period as the existing test submission requirements. Failure 
to submit the declaration may delay the test review and therefore it is paramount this is submitted without 
delay 

 
APHA intend to implement an IT update to support ATT results being submitted with an AVS counter signature once 
there is adequate reassurance that the pilot has identified no major risks. 
 
Performance  
As the Pilot will include all areas of England, the volume of suitable TB tests for an ATT to be deployed to will vary. 
It is not, therefore, practical to expect an individual ATT to achieve the required level of tests in a given time scale. 
The AVS will monitor the performance of the ATT under their supervision to ensure the standards and quality of 
testing is maintained.  
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APHA will monitor the Pilot as a whole and review the progress of the respective ATTs through the test returns, 
audit and feedback. 

Monitoring  
The Pilot will be monitored by APHA through the existing regular communications with the VDPs and the returns 
received from the ATTs, AVSs, farmers and VDPs. Direct contact by APHA to the AVS/ATT or practice will be kept 
to a minimum to replicate normal TB test operations. Once qualified the ATT will remain under the supervision of 
the AVS who will supervise a test after three and six months to validate the ATT’s Qualification. VDPs will deliver 
auditing of the ATT during the Pilot. 

Audit Requirements 
AVS and Deputy AVS 
To demonstrate their suitability for the role the AVS must have had a fully compliant XL Farmcare UK (or APHA) 
audit within the last two years. Where there have been multiple audits within that period the last audit must have 
been fully compliant. The same criteria will apply to the named deputy AVS within the practice. Subsequently the 
AVS and AVSd must comply with OV audit requirements. 

ATT 
For the Pilot the AVS will supervise the testing of at least 20 animals approximately three months after full 
authorisation is granted. This can be completed between two and four months. 

For the Pilot, an XL Farmcare UK audit will take place in the six month period between granting of full authorisation 
to the ATT and the check of performance by their AVS at six months. There will then be a further audit by XL 
Farmcare UK in the following six months after their performance has been assessed by their AVS. This should allow 
for two XL Farmcare UK audits by the end of the Pilot. 

APHA  
Will provide targeted audits as required and have oversight of the audit processes used by the VDP. 
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Annex A 
 

Requirements for the Approved Tuberculin Tester (ATT) Qualification 
 
1. Minimum age qualification at initial application must be 18 years.  

 
2. Identification and security checks will be carried out prior to enrolment for the training (the AVS will be 

responsible for confirming that this is completed). 
 
3. Minimum requirement will be either: 

• three GCSEs or equivalent qualifications in Mathematics, English and in a Science Subject or Food 
Production or  

• three years performance in a Government regulatory role e.g. Local Authority (LA) Inspector or 
Environmental Health Officer 

 
4. A minimum of six months previous livestock handling experience will be required. 
 
5. For the Pilot the ATT must be employed directly by the practice and not sub-contracted. 
 
6. A Conflict of Interest declaration will be required at enrolment. 
 
7. An online course (overseen by ESVPS) equivalent to the current Veterinary training module (OCQ(V) - TT), will 

be completed prior to any practical testing being permitted. 
 
8. The theory training will be completed with an examination which will need to be invigilated by a Member of the 

Royal College of Veterinary Surgeons (MRCVS). 
 
9. Conditional authorisation to test under supervision from APHA for a maximum of 6 months will be given 

following successful completion of the online course and examination. 
 
10. An AVS must be nominated who must be an MRCVS with a current OCQ(V) - TT qualification. One AVS will be 

able to supervise a specified maximum number of ATTs. A deputy AVS must also be nominated with the option 
for a second. 

 
11. The AVS will complete a short online ‘course’ detailing their role and responsibilities and declare their own 

position including a successful audit within the last two years with no breaches. The AVS must accept 
responsibility and declare that they are supervising no more than the maximum permitted number of ATTs. An 
option for additional supervisors will be included for each candidate, to cover the possibility that the candidate 
may need to move to another area to see test reactions in order to complete the requirements. 

 
12. Candidates will be required to test a minimum of 500 animals in at least ten herds under the direct and 

continuous supervision of an AVS. This must include some beef and some dairy type animals. The maximum 
number of cattle that may contribute to that number at any one test will be 100 (ATTs will be permitted to test 
more than 100 animals in any test at the discretion of the AVS but only 100 will count towards the final required 
total number of cattle). The candidate will be granted conditional access to the required IT system for the 
recording and submission of TB tests.  
 

13. Each candidate will be required to see a minimum of 80 skin reactions to the test and within that a certain 
number of different types of reaction - minimum 30 oedematous, 30 circumscribed. At least 15 of each type of 
reaction must be identified and accurately recorded by the ATT in TB tests carried out by the ATT. The 
remainder can be observed on cattle that have been TB tested by another authorised officer, as long as the ATT 
has seen and recorded them. ATTs will be permitted to move to another participating practice under the 
supervision of another AVS if necessary to meet these requirements. 

 
14. Whilst training, candidates will need to be under constant direct supervision, i.e. physical presence of AVS on 

farm, whilst testing with no exceptions. 
 
15. An AVS will be required to sign off on the training requirement for the numbers tested and reactions seen, once 

numbers are met. 
 
16. Candidates will need to enrol and ‘pay’ for a practical assessment once considered competent by the AVS and 

the minimum number of animals have been tested and reactions seen (For the Pilot APHA will pay for the 
training but the process of application must be followed to test the process). 
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17. It is considered appropriate to separate the theory training and the practical assessment. This way hopefully
only those deemed competent will be put forward for the practical assessment and only when ready. This will
manage the cost for veterinary practices if potential ATTs cannot meet the level required and allow a period of
notice for assessors prior to assessment date.

18. A practical assessment carried out by an independent assessor using the APHA contracted training provider will
be required. Candidates will need to be assessed both on the injection day and reading day of the test (TT1 and
TT2).

19. The AVS will need to be present at the practical assessment as the candidate will not be qualified to test alone
at this stage (unlike a Veterinary Surgeon). Testing of a minimum of 30 cattle must be assessed. Group
assessments will be acceptable i.e. more than one ATT with the same supervisor (or additional supervisors)
being assessed at the same test. This will reduce the resource requirements and costs.

20. If the assessment is passed, full authorisation to test will be issued from APHA. Candidates will not be permitted
to test alone until authorisation is received. Five working days must be allowed for full authorisation to be given.

21. If the candidate does not pass the assessment the supervisor will need to take over the test. APHA will decide
on further action required which will depend on the reasons for failure.

22. For the Pilot the AVS will supervise the testing of at least 20 animals approximately three months after full
authorisation is granted. This can be completed between two and four months.

23. The AVS will carry out a six month audit check of the ATT following full authorisation. The window for this check
will be five to seven months with automatic expiry of the qualification if not completed.

24. Revalidation of the qualification every two years will be required, with automatic expiry of the qualification if not
completed. Not applicable to the Pilot although any ATT recruited during the Pilot will need to meet this
requirement if they continue to function in the role for two years.
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Annex B 
 

The Approved Veterinary Supervisor Role 
 
The AVS has accountability for ATTs under their supervision. The AVS must ensure that the ATT meets the 
requirements for the role. 
 
The AVS is responsible for the following: 
 
1. To ensure eligibility of the ATT for enrolment, the ATT: 

• is at least 18 years of age 

• has at least GCSEs or equivalent in English and Mathematics and either a third GCSE in a science or 
food production subject or has three years of experience working in a Government regulatory role 

• has had DBS security checks completed with satisfactory outcomes prior to commencing any activities 
on behalf of government 

• has had at least six months livestock experience 
 

2. To ensure the ATT is aware of and understands their responsibility regarding Conflicts of Interest with regard to 
carrying out activities on behalf of Government and in particular TB testing. 
 

3. To provide Health and Safety (H&S) training and ensuring that the ATT understands their responsibilities for 
H&S on farm and in particular whilst carrying out a TB test. 
 

4. Training of the ATT once conditional authorisation to test has been granted. 
 

5. Direct supervision of the ATT whilst performing TB testing during the period of conditional authorisation to test 
i.e. whilst training. 
 

6. Confirmation that the ATT has met the training the training requirements for the numbers tested and reactions 
seen, once numbers are met. 
 

7. Attendance at the practical assessment of the ATT. 
 

8. Continued supervision of the ATT once full authorisation to test has been granted. This does not require routine 
AVS presence on farm. 
 

9. Support for the AVS at all times including but not limited to: 
 

• guidance and if necessary attendance at any test where the ATT reports a health and safety issue or 
incident 

• attendance at any TB test in the event of challenge of results by the owner/keeper 

• attendance at any TB test to examine any cattle for which the ATT reports suspicion of disease or referral to 
APHA if appropriate 

• guidance and if necessary attendance at any test where the ATT reports animal welfare concerns 

• attendance at any test in which the ATT reports suspicion of fraudulent activities 
 

10. Interpretation of the test results of any reactors or IRs whilst the ATT remains on farm other than in exceptional 
circumstances where communications are impossible. Where communication on farm is not possible the 
interpretation of results must be done as soon as possible after the ATT leaves the premises. The AVS is not 
expected to attend the farm other than where issues arise that cannot be resolved. 
 

11. To check and sign off all tests carried out by the ATT and submit the results to APHA. 
 

12. To supervise the testing of at least 20 animals approximately three months after full authorisation is granted. 
This can be completed between two and four months. 
 

13. Audit of the ATT six months after full authorisation to test has been granted (window five to seven months). 
 

14. Each veterinary supervisor will be responsible for a maximum number of ATTs. During the Pilot study 
commencing in 2018 this will be limited. An ATT may be required to move to another participating practice 
during the training period to meet the requirements for numbers of cattle and/or reaction types. A second AVS 
may need to be nominated for this purpose and that AVS may already be supervising another ATT. The Pilot 
will test the role of the AVS and outcomes from the Pilot will inform the decision as to the maximum number of 
ATTs an AVS can be responsible for. 
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15. The senior AVS must nominate a deputy AVS whom will be responsible for the ATT in their absence. The senior 

AVS will remain accountable for the ATT but the deputy AVS will be responsible when the role is delegated to 
them in periods of absence. The AVS must ensure that the deputy AVS is aware of their responsibilities in this 
role. A second deputy may be nominated for each ATT. 
 

16. In exceptional unforeseen circumstances when an ATT has already completed day one of a test and neither the 
AVS or deputy AVS are available on the reading day due to unforeseen circumstances e.g. due to leave and 
sickness, a delegated OV with the OCQ(V) - TT can provide the supervision for the particular test to enable it to 
be completed. APHA must be notified if neither the AVS nor deputy AVS are available and the test is to be 
completed under the supervision of a delegated OV. 
 

17. In the event that the AVS or deputy identifies any risks that compromise the ability of the ATT to perform the role 
or that compromise disease control that appropriate action is taken and APHA notified without delay. This 
includes any conflicts of interest that are identified. 

 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 

APHA is an Executive Agency of the Department for Environment, Food and Rural Affairs and also works on behalf of the Scottish 
Government, Welsh Government and Food Standards Agency to safeguard animal and plant health for the benefit of people, the 

environment and the economy. 
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GDPR review 

Introduction 

1. The General Data Protection Regulations (GDPR) were implemented into UK law on 25 May 2018,

replacing existing data protection legislation the Data Protection Act 1998 (DPA). Parliament also

drafted and implemented the Data Protection Act 2018, which now runs in tandem with the GDPR.

2. The implementation of GDPR was important because it increased the regulatory burden and

obligations on organisations as data protection laws were updated and the rights of individuals

strengthened. This new legislative landscape gives individual’s enhanced rights and freedoms over

their personal data and with these rights the responsibility on organisations and individuals to protect,

secure and store data in a more transparent and secure way has increased.

Action taken by the RCVS 

3. Following consideration of a paper on the GDPR in January 2018, the Committee were asked to

consider two aspects relating to the GDPR which affected the Royal College and the veterinary

profession.

4. The first related to the RCVS’ role in relation to the provisions of the Code of Professional Conduct

and its Supporting Guidance. The Committee were provided with proposed changes to the guidance

which had been drafted by the Standards and Advice Team and which had received external legal

advice. These amendments were approved unanimously by the Committee. The amendments to

the Supporting Guidance covered such topics as; referrals and second opinions, 24 hour emergency

first aid, veterinary medicines, communication between professional colleagues, clinical

governance, practice information/ fees and animal insurance, the use and re-use of samples etc,

clinical and client records, client confidentiality, veterinary teams, advertising and publicity, social

media and online networking forums

5. The Committee were advised that there was an argument that the RCVS’ role stopped at this point

as the GDPR and matters relating to data protection are more ‘business’ compliance where the

RCVS has less of an obvious role. However, this, along with the requirements for electronic

marketing, an area where there was strong demand for additional support to be provided, indicated

that the GDPR was clearly an area of concern for practices who were perhaps not fully aware of

previous provisions under the DPA.

6. It was therefore decided that it would be appropriate to provide some additional information to assist

practices in a practical way by way of an ‘information document’. The document would set out some

of the basic principles of the GDPR to be applied, the terminology, the concepts and also looks at

some of the common ‘veterinary’ situations likely to be encountered by way of Q&As.

7. The information document approved by the Committee, can be found on the RCVS website

(https://www.rcvs.org.uk/setting-standards/advice-and-guidance/gdpr--rcvs-information-and-

qandas/) and is appended to this paper at Annex A.

Enquiries following the GDPR’s implementation 

8. The Committee requested that the Standards and Advice team reviewed the impact of the GDPR

and Figure 1 and 2 below provide a breakdown the main queries received from 25 May 2018 – 20

March 2019.
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10. Chapter 13 of the Supporting Guidance, which covers ‘Clinical and client records’ remained

unaltered with regards the retention, storage and destruction of clinical records in that, following

the implementation of the GDPR, the RCVS positon continues to be that we do not specify how long

clinical and client records should be retained and practices are free to set their own policies.

Practices are however advised to comply with any professional indemnity policy conditions relating

to the retention of records (paragraph 13.18). The guidance goes on to confirm that recording

keeping for Veterinary Medical Products are set out in the Veterinary Medicines Regulations and

records for the retail supply (including administration) of POM-V and POM-VPS medicines must be

kept for 5 years. The VMD provides specific guidance on record-keeping requirements for veterinary

medicines and the Supporting Guidance provides a link to this guidance. This question is also

answered within the Q&A section of the information document (Question 14).

11. The Q&As also answers practice questions regarding the erasure of client data on request

(Question 6). It confirms that where consent is the lawful basis for processing personal data, such

data must be erased, on request/where consent is within drawn. If the lawful basis for processing is

‘legitimate interest’ for example, the right to erasure is not absolute if there is an overriding legitimate

interest to continue processing such data. Examples of a legitimate interest would include; to comply

with a legal obligation or the performance of a task in the public interest.

Transfer of records and consent 

12. As the Committee will note from Figure 1 and Figure 2 above, half of the enquires received by the 
Standards and Advice Team, since the implementation of the GDPR, relate to the transfer of 

clinical and client records and the use of ‘consent’ as the lawful basis for processing personal data.

13. Closer inspection of these figures reveals that approximately 42% of these enquiries relate to

general concerns about the delay in transferring records. Approximately 39% of enquiries relate to

how records should be transferred and, for example, whether personal details should be redacted.

The final 19% of enquiries relate to the lawful ground under which veterinary practices process

personal information and whether, for example, the ground relied upon should be consent or

legitimate interest.

14. Chapter 5 of the Supporting Guidance, which covers ‘Communication between professional

colleagues’, deals with the transfer of records between practices, in paragraph 5.8 when it states

the following:

“Historically, veterinary surgeons and veterinary nurses may have acted in good faith in 

passing on a clinical history to another practice in response to a request without verifying the 

request with the client directly. The provisions of the GDPR now place significant emphasis on 

clear and specific statements of consent for the processing of personal data. This would 

extend to the transfer of personal data from one practice to another. As such, to the extent 

that the provision of the relevant clinical history will include provision of some of the client’s 

personal data, veterinary surgeons and veterinary nurses should seek the client’s express 

consent to pass on a clinical history to another practice. There is no specific format in which 

the consent must be obtained but evidence should be kept to show that the client has 

consented to the sharing of his/her personal data, when consent was obtained and what 

information the client was provided with when such consent was obtained. Ideally this 

evidence would be a signed consent form which states what personal data will be transferred, 

who it will be transferred to and for what purpose. If consent is given verbally, a note should 

be made recording that the client was informed as above, and that they gave their consent. If 

the clinical information is passed on with no personal data, or if the personal data is truly 
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anonymised, the transfer would be outside the scope of the GDPR and therefore no consent 

would be necessary.” 

 
15. Chapter 13 of the Supporting Guidance, which covers ‘Clinical and client records’, also covers the 

transfer of records , in paragraph 13.16, when it states: 

“Relevant clinical information should be provided promptly to colleagues taking over responsibility 

for a case and proper documentation should be provided for all referral or re-directed cases.” 

 

16. The RCVS is of the opinion that in instances where the lawful basis for processing personal data is 

consent, and consent to transfer personal data has not been obtained, the transfer of clinical/animal 

data, outside the scope of the GDPR, should not be affected and animal welfare jeopardised. 

 

17. The RCVS also advises, as set out in Question 23 in the information document, is that consent is 

best obtained at the outset of the practice/client relationship, i.e. when a client registers with the 

practice. Even if such consent is not obtained at this stage, consent to transfer personal data can 

be obtained when a client wants to transfer practice.  

 

18.  The RCVS has made it clear however that whilst consent is one of the grounds to be considered, 

it is not the only lawful basis for processing personal data and neither the Supporting Guidance nor 

the information document state that registrants should only rely upon consent as a lawful basis for 

processing personal data.  

 
19. The information document advises practices that in order to process data lawfully they have to 

satisfy one of the following conditions; “you must have consent of the data subject, processing must 

be necessary for the performance of a contract or necessary in order to enter in to a contract, 

processing is necessary for compliance with a legal obligation, or processing is necessary for the 

purpose of a legitimate interest.” The information document goes on to advise that whilst, in the 

College’s opinion, consent, contract and legal obligation may be the most common basis for 

processing personal data, this by no means precludes other lawful basis and we anticipate there to 

be a mixture in a business setting.  
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Telemedicine case studies 

 

Introduction  

 

1. The Committee will recall that at its meeting on 27 September 2018 they were provided with a 

series of case studies prepared in order to provide further clarification and reassurance to the 

profession regarding what it permissible as far as ‘information and advice services’ as set out within 

Chapter 2 (‘Veterinary care’) of the Supporting Guidance to the Code of Professional Conduct.  

 

2. At that meeting the Committee requested that the Standards and Advice and Communications 

teams adapt the case studies into a more “engaging” and accessible format for dissemination to 

the profession. In addition to the original presentation of the case studies (below), the 

Communications team have adapted a couple of the studies as can be seen in Annex A. 

 

3. The Committee also requested further case studies were considered in order to address such 

areas as hard to transport animals and equine. These case studies have been added (case studies 

12 and 13) to those previously considered by the Committee. 

 

 

Decision required 

 

4. The Committee is asked to: 

 

i. Approve the content of the case studies; and  

 

ii. Consider and decide upon their preferred format for the case studies. 
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Telephone 

1. Existing client seen last week. 

On Tuesday morning Dr Blanchett receives a telephone call from Lou, an existing client of her 

practice, regarding her 5 year old Labrador, Harry.  

Harry had been presented to Dr Blanchett last week and following examination, Dr Blanchett 

diagnosed Harry as lame. Dr Blanchett prescribed Harry a short supply (7 days’ worth) of Metacam, a 

Non-Steroidal Anti-Inflammatory Drug (NSAID). 

Lou informs Dr Blanchett over the telephone that Harry “is still a bit lame” but is otherwise “perfectly 

fine. Having examined Harry a week earlier, and content that Harry is well in himself, Dr Blanchett 

prescribes a further 28 days of Metacam and advises Lou that if Harry’s lameness does not improve 

Lou is to bring Harry back to the practice to be seen by Dr Blanchett or one of her colleagues as soon 

as possible. 

Three weeks later Dr Blanchett receives a further telephone call from Lou stating that Harry “is not 

keeping the tablets down” and sends Dr Blanchett a photograph of Harry taken on her mobile phone 

that shows, in Dr Blanchett’s opinion, that Harry is no longer weight bearing.  

Mindful that such symptoms can indicate the presence of an infection or renal failure and that the 

initial diagnosis may be wrong, Dr Blanchett advises Lou that Harry must be brought in as soon as 

possible for further physical examination.  

 

Advice – Metacam is classified by the Veterinary Medicines Directorate (VMD) as a Prescription Only 

Medication – Veterinarian (POM-V) and in accordance with Chapter 4.3 of the RCVS’ supporting 

Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary surgeon, who 

must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “the veterinary surgeon must have been given the responsibility for the health of the 

animal... that responsibility must be real and not nominal… and that the animal must have been seen 

immediately before prescription, or recently or often enough for the veterinary surgeon to have 

personal knowledge of the condition of the animal to make a diagnosis and prescribe. (What amounts 

to ‘recently enough’ must be a matter for the professional judgement of the veterinary surgeon in the 

individual case.)” 

Chapter 2.29 of the supporting guidance also advises that “Specific advice provided remotely, for 

example via phone or video-link with or without additional physiological data (commonly referred to as 

telemedicine or telehealth), should only be given to the extent appropriate without a physical 

examination of the animal. The more specific the advice, the more likely it is that the animal's owner 

should be advised to consult a veterinary surgeon in person for a physical examination. In this 

scenario the animal owner should be asked to provide the veterinary surgeon carrying out the physical 

examination with a copy of any advice given remotely.” 
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2. Existing client, different animal. 

After her last consultation of the day Dr Blanchett is preparing to leave her practice when she receives 

a telephone call from existing client Lou.  

Lou states that another of her dogs, a 9 year old German Shepherd called Damon, “is a bit lame after 

a long walk” and is limping “slightly”. Lou asks Dr Blanchett if she can give Damon Metacam, which 

was previously prescribed by Dr Blanchett for Harry.  

Dr Blanchett has never examined Damon before and therefore advises Lou that she cannot give 

Damon the Metacam prescribed for Harry.  

Dr Blanchett establishes during the course of her telephone conversation with Lou that Damon is well 

in himself and advises Lou to ensure Damon gets plenty of rest for the next 24/48 hours and if there is 

no improvement to call the practice back. 

48 hours later Lou telephone Dr Blanchett’s practice again and states that whilst Damon is still well in 

himself he is still limping and there has been little improvement. Dr Blanchett advises Lou that she 

now needs to make an appointment and bring Damon in to be examined. 

 

Advice – Metacam is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

Chapter 4.11 adds that “A veterinary surgeon cannot usually have an animal under his or her care if 

there has been no physical examination; consequently a veterinary surgeon should not treat an animal 

or prescribe POM-V medicines via the Internet alone.” 

Chapter 2.28 of the supporting guidance states that “general advice may be given in response to an 

enquiry.” But as set out within Chapter 2.29 “specific advice provided remotely… should only be given 

to the extent appropriate without a physical examination of the animal…” 
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3. Existing client 1. dog limping again. 

In Case Study 1, Dr Blanchett prescribed 7 days’ worth of POM-V medication, Metacam, to 5 year old 

Labrador Harry, following a diagnosis of lameness.  

A month after examining Harry and prescribing Metacam, Dr Blanchett receives a further telephone 

call from Lou regarding Harry’s ill-health. 

Lou informs Dr Blanchett that the Metacam worked and Harry stopped limping after completing his 

course of anti-inflammatory medication. However in the last 2 days Lou has noticed that Harry is now 

limping again and she asks Dr Blanchett if she can prescribe a further course of Metacam as “it 

worked before.”  

Dr Blanchett enquires in to Harry’s general health and Lou tells her that he is “fine, except for the 

limping”. Having established from Lou that Harry is Defecating, Urinating, Drinking and Eating 

(DUDE), Dr Blanchett considers Lou’s request and is of the opinion that having examined Harry a 

month earlier, she is content, knowing that Harry was well in himself that she can prescribe another 

short course of Metacam. 

 

Advice – Metacam is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “the veterinary surgeon must have been given the responsibility for the health of the 

animal... that responsibility must be real and not nominal… and that the animal must have been seen 

immediately before prescription, or recently or often enough for the veterinary surgeon to have 

personal knowledge of the condition of the animal to make a diagnosis and prescribe. (What amounts 

to ‘recently enough’ must be a matter for the professional judgement of the veterinary surgeon in the 

individual case.)” 
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4. Existing client, different species/age, not well in itself. 

 

In informing Dr Blanchett’s clinical opinion in Case Study 3, Dr Blanchett had compared Harry’s case, 

to that of Jasper, a 12 year old Greyhound, she had seen a few weeks before.  

Jasper’s case was very similar to Harry’s, in that Dr Blanchett had diagnosed lameness following a 

physical examination and prescribed a short course of NSAIDs (Metacam).  

In Jasper’s case however, when he began to limp again and his owner, George, had called to request 

a further prescription of Metacam, Dr Blanchett was not content to prescribe a further course of 

medication without examining Jasper. 

When taking an up to date case history over the telephone Dr Blanchett had been informed by George 

that Jasper was eating and drinking less than he normally would. Despite having seen Jasper a month 

earlier, Dr Blanchett was not satisfied that Jasper was well in himself and in view of his age advised 

George that she was not prepared to provide a repeat prescription and that in this instance Jasper 

needed to come in to the practice for a physical examination.  

 

Advice – Metacam is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “… the animal must have been seen immediately before prescription, or recently or 

often enough for the veterinary surgeon to have personal knowledge of the condition of the animal to 

make a diagnosis and prescribe. (What amounts to ‘recently enough’ must be a matter for the 

professional judgement of the veterinary surgeon in the individual case.)” 
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Video 

 

5. Existing client. Dog had booster from locum month ago. Video now showing separation 

anxiety. 

Dr Hathaway received a video from existing client of the practice, Matt, of his 3 year old Boxer, Buster. 

Dr Hathaway watched the 4 minute video clip of Buster and was of the opinion that Buster was 

suffering with separation anxiety. Dr Hathaway has never seen or examined Buster herself. 

Having considered the video clip, Dr Hathaway reviewed Buster’s clinical records, but could not see 

anything within the notes relating to anxiety. The most recent entry on Buster’s clinical notes was from 

earlier in the year when Buster had been seen by one of the practice’s locum’s who had administered 

an annual vaccination booster against kennel cough. 

Dr Hathaway telephone Matt, thanking him for providing such a clear video of Buster. Dr Hathaway 

advised that she thought Buster would benefit from short course of milk protein, an Authorised 

Veterinary Medication – General Sales List. There are no restrictions on the retail supply of such 

medication and Dr Hathaway advised Matt that it would be available over the counter in Matt’s local 

Pharmacist. 

Matt asked Dr Hathaway if she could prescribe Xanax (a POM-V), as he had heard from a friend that 

behaviourist use this medication to treat anxiety all the time. Despite one of Dr Hathaway’s colleagues 

having seen Buster within 6 months, as Dr Hathaway herself did not have personal knowledge of 

Buster’s clinical history she decided that to prescribe such medication, she would need to physically 

examine Buster first. On relaying this information to Matt, he stated that in the first instance he would 

purchase some milk protein and see how Buster responded to that. 

 

Advice – Xanax is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “… the animal must have been seen immediately before prescription, or recently or 

often enough for the veterinary surgeon to have personal knowledge of the condition of the animal to 

make a diagnosis and prescribe. (What amounts to ‘recently enough’ must be a matter for the 

professional judgement of the veterinary surgeon in the individual case.)” 
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6. Dog in for booster yesterday. Head now on one side in video.  

Dr Paulsen received a video message out of hours from longstanding client Sandra. Sandra had 

brought her 4 year old Pointer Bernie in to see Dr Paulsen the previous day, when Dr Paulsen 

administered a booster vaccination against leptospirosis. 

Dr Paulsen reviewed the video whist at home and in it he could hear Sandra explain that she had 

taken Bernie for a walk earlier that evening and on her return home noticed that Bernie’s head was 

tilted to one side. 

Dr Paulsen considered the video and could clearly see that Bernie’s head was indeed leaning to one 

side. When Sandra sent the video to Dr Paulsen she asked whether she could give Bernie an AVM-

GSL ear drop such as Otodex.  

Dr Paulsen advised Sandra that he would need to see Bernie as soon as possible. Dr Paulsen 

advised that Bernie could have something lodged within his ear, or be suffering with an infection and 

that in order to diagnosis the problem accurately he would need to carry out a physical examination of 

Bernie. 

 

Advice – Chapter 2.28 of the supporting guidance states that “general advice may be given in 

response to an enquiry.” But as set out within Chapter 2.29 “Specific advice provided remotely, for 

example via phone or video-link with or without additional physiological data (commonly referred to as 

telemedicine or telehealth), should only be given to the extent appropriate without a physical 

examination of the animal. The more specific the advice, the more likely it is that the animal's owner 

should be advised to consult a veterinary surgeon in person for a physical examination. In this 

scenario the animal owner should be asked to provide the veterinary surgeon carrying out the physical 

examination with a copy of any advice given remotely.” 
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Pictures 

 

7. New client. Picture of sticky eye on a Bank Holiday. 

Elliott’s 6 year old Persian cat, Pepsi, developed a “sticky eye” over the course of the weekend and 

Elliott took several photographs of Pepsi’s left eye before sending them on Sunday evening, via text, 

to his veterinary practices out of hour’s provider.  

Dr Bullock who was on call for his practice, reviewed the pictures received from Elliott, which were not 

of good quality, but he could nonetheless see that Pepsi’s left eye was slightly closed and there was a 

small amount of discharge around the eye. 

Having considered the photographs, Dr Bullock telephoned Elliott and advised him that he should treat 

Pepsi’s eye, initially, by bathing it in boiled salted water for 24 hours. If the “sticky eye” did not begin 

clear up within 24 hours, Elliott should make an appointment with his regular vet as soon as possible 

before the eye closed fully and got worse.  

 

Advice – Chapter 2.28 of the supporting guidance states that “general advice may be given in 

response to an enquiry.” But as set out within Chapter 2.29 “Specific advice provided remotely… 

should only be given to the extent appropriate without a physical examination of the animal...” 
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8. Existing client. Good quality picture of cut pad. Very small cut, not bleeding. 

Dr Bonham was on duty at her practice on Wednesday morning when she received several 

photographs of existing client Julia’s 4 year old Jack Russell, Scottie. 

The photographs showed that Scottie had a cut to the pad on her right hind leg. Dr Bonham was able 

to see the entire pad in the photographs provided by Julia and could see from the good quality of the 

photos that the wound was small, slightly smaller than a 5p piece, and it was neither bleeding nor 

gaping. Julia also advised Dr Bonham that Scottie was walking normally despite the cut. 

Dr Bonham advised Julia to bathe Scottie’s pad in boiled salty water for 48 hours and to bring her in to 

the practice to be physically examined if the wound did not begin to heal in this time. Dr Bonham also 

advised Julia that bathing Scottie’s wound in this way would not be pleasant for Scottie and it would 

therefore be advisable to get someone to help her bathe Scottie, perhaps by holding her head. Finally 

once the wound had been bathed Julia was to cover Scottie’s paw with a clean sock and use cello 

tape, rather than an elastic band (which cuts off circulation), to secure the sock in place and ensure 

the pad is kept clean. 

 

Advice – Chapter 2.28 of the supporting guidance states that “general advice may be given in 

response to an enquiry.” But as set out within Chapter 2.29 “specific advice provided remotely… 

should only be given to the extent appropriate without a physical examination of the animal…” 
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9. Existing client. USMI for female dog. Spayed at 2 and doing this since. Meds for 18 months. 

Client wants more meds. 

Ben’s Springer, JoJo had been spayed at 2 years old and following this she had been leaking urine be 

asleep or at rest for 18 months. 

Dr Casey had initially examined Jojo 18 months ago at his practice and diagnosed Urethral Sphincter 

Mechanism Incompetence (USMI). Dr Casey had prescribed POM-V medication (propalin?) which had 

successfully dealt with the USMI. 

Ben had now forwarded Dr Casey several photographs showing JoJo leaking urine whilst asleep in 

her basket or whilst resting around his house and asked for a further prescription of (propalin?). Dr 

Casey had previously provided a repeat prescription 6 months earlier. 

From the photographs provided Dr Casey could see that Jojo’s weight was fine and he was of the 

opinion that Jojo was otherwise well in herself.  

Despite Dr Casey’s prior knowledge of Jojo’s condition and the information he had ascertained from 

the photographs sent in by Ben, Dr Casey telephoned Ben and advised him that as he had not seen 

and physically examined JoJo for 18 months, he was not satisfied that he had seen JoJo recently 

enough in order to prescribe a POM-V medicine like (propalin?)  

 

Advice – (Propalin?) is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “… the animal must have been seen immediately before prescription, or recently or 

often enough for the veterinary surgeon to have personal knowledge of the condition of the animal to 

make a diagnosis and prescribe. (What amounts to ‘recently enough’ must be a matter for the 

professional judgement of the veterinary surgeon in the individual case.)” 
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10. Epileptic dog fitting since 9 months. Now 14 months. Can client have more?  

Carl’s Bulldog, Brad, had been suffering epileptic fits since it was 9 months old. Carl’s veterinary 

practice diagnosed epilepsy 3 months ago and prescribed POM-V medicine Phenoleptil (a Schedule 3 

Controlled Drug) to treat Brad’s epilepsy. 

Dr Jones had just arrived at Ocean Drive Vets to locum for 6 months and was presented with several 

photographs, sent in from Carl, showing Brad, now 14 months old, fitting and requesting a further 

prescription of Phenoleptil. 

Dr Jones reviewed the photographs and Brad’s clinical notes was satisfied that Brad had been seen 

recently enough that he was content to prescribe 28 days’ worth of Phenoleptil, whilst advising that 

Carl was to make an appointment for Brad to be physically examined by his regular veterinary surgeon 

at the practice. 

In accordance with advice for written prescriptions for Schedule 3 Controlled Drugs, like Phenoleptil, 

Dr Jones made sure the prescription he provided Carl with was typed (hand written would also have 

been sufficient) and signed it in ink, as the issuer of the prescription, as Dr Jones was aware that it is 

an offence to supply a Controlled Drug to a faxed or emailed prescription. Dr Jones made sure to 

include Carl’s name and address and Brad’s details, the name, form and strength of the drug 

(Phenoleptil), the amount of the drug in words and figures, the dose and his RCVS number. 

 

Advice – Phenoleptil is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of the 

RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a veterinary 

surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “… the animal must have been seen immediately before prescription, or recently or 

often enough for the veterinary surgeon to have personal knowledge of the condition of the animal to 

make a diagnosis and prescribe. (What amounts to ‘recently enough’ must be a matter for the 

professional judgement of the veterinary surgeon in the individual case.)” 

Phenoleptil is also a Schedule 3 Controlled Drug, as defined in the Misuse of Drugs Regulations 2001 

and whilst not subject to recording in Ocean Drive Vet’s Controlled Drugs Register, is subject to 

special prescription writing requirements as set out above. 
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Newspaper column 

 

11. General advice on limping dogs. 

 

When Senior Veterinary Surgeon Dr Carter was approached by the Daily Feature, a national news 

publication, with regard to authoring a weekly news column answering queries from the paper’s 

readers, she was flattered to have been approached by such a recognised publication and accepted 

the invitation.  

In advance of her first column the Feature’s Editor forwarded a query from dog owner Andy. Andy 

wrote “Dear Dr Carter, my 6 year Dobermann, Gus, seems to be having real issues with his legs and 

he is frequently limping, particularly after we have been out walking. How can I help him?” 

Dr Carter wrote back “Dear Andy, Gus’ limping could be a sign that he is suffering with lameness. In 

the first instance Gus may benefit from a period of rest, particularly from walks if you have noticed that 

this makes the limping worse. If a short period of rest (24/48 hours) does not help, go back to your vet 

so that Gus can be physically examined. It may be that other forms of pain relief may need to be 

explored. You could also consider discussing with you vet a referral to a specialist in orthopaedics to 

double check that the limping does not relate to Gus’ knees and surgical intervention is not required.” 

 

Advice – Chapter 2.28 of the supporting guidance states that “general advice may be given in 

response to an enquiry.” But as set out within Chapter 2.29 “specific advice provided remotely… 

should only be given to the extent appropriate without a physical examination of the animal…” 
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12. Difficult to transport animal 

Molly took her rabbit, Fiver, in to see her veterinary surgeon, Dr Mathieu, after it sustained a wound to 

its rump fighting with its cage mate. Dr Mathieu examined Fiver’s wound and advised Molly that the 

wound was infected. Dr Mathieu cleaned and swabbed the wound and applied honey. Dr Mathieu 

advised Molly that Fiver’s wound would need to be regularly monitored to ensure the wound healed 

and the infection cleared up. Molly informed Dr Mathieu that trying to physically transport Fiver to the 

practice was extremely difficult and very stressful for both Molly and Fiver. Dr Mathieu and Molly 

agreed that Fiver could go home with Molly, rather than stay at the practice, provided that Molly was in 

regular contact with practice nurse, Matt, who had a particular interest in wounds. Before leaving the 

practice Molly arranged to Skype call Mathew every afternoon at 1.00pm when she was changing 

Fiver’s dressing so that Matt could see how the wound was healing and also to send photos of a ruler 

next to the wound so that Matt could document and track the wound healing and advise Molly whether 

Fiver needed to come in again and see Dr Mathieu. 

 

Advice – Chapter 2.28 of the supporting guidance states that “general advice may be given in 

response to an enquiry.” But as set out within Chapter 2.29 “specific advice provided remotely… 

should only be given to the extent appropriate without a physical examination of the animal…” 
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13. Telephone Request For Prescription for “Bute” to help with Shoeing. 

Martha phones her veterinary practice to ask for some phenylbutazone because her pony, Lucky, is 

uncomfortable when the farrier lifts the hind feet to trim and fit a shoe.  Martha’s request is passed to a 

vet in the office, Dr Siddell, who checks the pony’s record. Lucky is 22 years old and described as a little 

stiff when examined at vaccination two months previously.  At that time, Lucky was seen trotted up and 

noted to have a symmetrical gait but to move stiffly with shorter than normal stride.  Dr Siddell noted 

that Lucky’s passport was seen, the microchip number in it recorded and that Lucky had been declared 

not intended for human consumption. Dr Siddell was therefore content and of the view phenylbutazone 

could be properly be prescribed. 

Dr Siddell phoned Martha who he knew to be a competent horsewoman and she explained that Lucky 

has always been good for the farrier but has recently seemed uncomfortable, tries to hop away from the 

farrier and has started to kick out compromising the farrier’s safety and the quality of the shoeing job.  

Martha tells Dr Siddell that she has not noticed any lameness though and Lucky has been competing 

successfully. Having listened carefully to Martha, Dr Siddell dispenses phenylbutazone to her for 

administration to Lucky the evening before and morning of shoeing and asks her to report back on 

whether this made Lucky more comfortable the next time he was shod. 

 

Advice – Phenylbutazone is classified by the VMD as a POM-V and in accordance with Chapter 4.3 of 

the RCVS’ supporting Guidance to the Code of Professional Conduct, “must be prescribed by a 

veterinary surgeon, who must first carry out a clinical assessment of the animal under his or her care.”  

The RCVS’ interpretation of ‘under his care’ is set out within Chapter 4.9 of the supporting guidance 

and states that “… the animal must have been seen immediately before prescription, or recently or 

often enough for the veterinary surgeon to have personal knowledge of the condition of the animal to 

make a diagnosis and prescribe. (What amounts to ‘recently enough’ must be a matter for the 

professional judgement of the veterinary surgeon in the individual case.)” 
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Case study 6, telemedicine 

Dog in for booster yesterday. Head now tilted in video. 

Dr Paulsen had just sat down to a game of scrabble with his son, when his phone beeped loudly. It 

was a video message from his longstanding client, Sandra.  

“Hey, no phones allowed! No cheating!” said his son. “Woah there, I’m not cheating, son, this is a 

work message!” said Dr Paulsen. 

Dr Paulsen looked concerned, and headed out into the hallway. Opening the video message, 

Sandra’s face popped up on the screen. Sandra had brought her 4-year-old pointer, Bernie, in to see 

Dr Paulsen the day before, where he had administered him with a booster vaccination against 

leptospirosis. 

Sandra’s face looked flushed, and concerned. 

“Sorry to disturb you Dr Paulsen, but it’s Bernie – he’s all topsy turvy! Look.” The video then panned 

round to show Bernie, head tilted to one side, looking folorn. “He’s been like this since we returned 

from our walk earlier this evening. Can I give him an AVM-GSL ear drop, like Otodex?” 

Dr Paulsen dialled Sandra’s number. 

 

Dr Paulsen: “Hi, is that Sandra?” 

Sandra: “Hi! Yes. Ahh, thanks for calling. I’m really worried. He’s never done this before. Why’s he 

like this? I don’t understand!” 

Dr Paulsen: “OK, keep calm Sandra. I’d like to see Bernie as soon as possible, because I fear he 

may have something lodged in his ear, or may be suffering with an ear infection.” 

Sandra: “Oh no! Can I give him ear drops?” 

Dr Paulsen: “No Sandra, it’s best I see him first. In order to diagnose Bernie properly, I will need to 

carry out a physical examination.” 

Sandra: “Ok, ok. Let me see when I can get over to your clinic.” 

Dr Paulsen: “Thanks, Sandra.” 

 

Learning points:  

Chapter 2.28 of the supporting guidance states that “general advice may be given in response to an 

enquiry.” But as set out within Chapter 2.29 “Specific advice provided remotely, for example via 

phone or video-link with or without additional physiological data (commonly referred to as 
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telemedicine or telehealth), should only be given to the extent appropriate without a physical 

examination of the animal. The more specific the advice, the more likely it is that the animal's owner 

should be advised to consult a veterinary surgeon in person for a physical examination. In this 

scenario the animal owner should be asked to provide the veterinary surgeon carrying out the 

physical examination with a copy of any advice given remotely.”  
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Case study 7, telemedicine 

New Client. Sticky eye pictures on a bank holiday 

Elliot’s 6 year old, beloved Persian cat, Pepsi, developed a “sticky eye” over the course of the bank 

holiday weekend. Elliot panicked, and took several snaps of Pepsi’s sticky left eye on his phone, to 

send to his veterinary practices out of hours provider on Sunday evening, via text. 

Dr Bullock, who was on call for his practice, received these pictures from Elliot whilst settling down in 

front of a good film, and was concerned.  Turning off the television, he stared closer at his screen to 

get a good look at Elliot’s pictures, which were hard to make out as they were blurry. Nonetheless, he 

could certainly see that Pepsi’s left eye was slightly closed, and there was a small amount of 

discharge around the eye.  

Dr Bullock mused over the photographs and took a sip of his tea. “It’s time to call Elliot”, he thought to 

himself.  

 

Dr Bullock: “Hi there, is that Elliot?” 

Elliot:  “Hi, Dr Bullock!” 

Dr Bullock: “Hi there. Now about that sticky eye…you should bathe it in boiled salt water for 24 

hours, to see if it clears up.” 

Elliot: “Ok…but what if it doesn’t? Pepsi’s not a happy boy at the moment.” 

Dr Bullock: “Naturally. If it doesn’t begin to clear up within 24 hours, you should book in for an 

appointment with your vet from home as soon as possible – before Pepsi’s eye gets any worse, and 

closes fully. Does that make sense?” 

Elliot: “That makes perfect sense, thanks. Pepsi says thanks, too!” 

Dr Bullock: “Cheers, Pepsi. Bye for now, Elliot!” 

 

Learning points: 

Chapter 2.28 of the supporting guidance states that “general advice may be given in response to an 

enquiry.” But as set out within Chapter 2.29 “Specific advice provided remotely… should only be given 

to the extent appropriate without a physical examination of the animal...”   
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Informed consent case studies and mental incapacity  

Background 

1. At its meeting in April 2018 the Standards Committee approved seven case studies relating 

to informed consent for dissemination to the profession, in order to further explain and 

contextualise the need to obtain informed consent from a client.   

 

2. The case studies addressed a number of recurring consent-related themes arising in cases 

presented to the Preliminary Investigation Committee. The seven case studies were 

published on the RCVS website in October 2018. See https://www.rcvs.org.uk/news-and-

views/features/practical-case-studies-on-communication-and-consent-in-clinical/. 

 

3. During the April 2018 meeting there was discussion of paragraph 11.16 of Chapter 11 of 

the supporting guidance.  It was raised that when a client comes into practice in an 

emergency they may be in distress, with the circumstances undermining their ability to take 

in what is being said. It was pointed out that veterinary surgeons are not qualified to 

determine mental capacity. It was suggested that to help the profession deal with situations 

such as these, this and the broader topic of mental capacity would make an interesting 

case study.   

 

4. During the January 2019 Standards Committee meeting, it was raised that it would be 

useful to also prepare a case study covering the new supporting guidance on responsibility 

for obtaining consent, at paragraphs 11.3-11.5 of Chapter 11, to further publicise that 

obtaining consent should not be delegated to reception/lay staff. 

 

5. The Standards and Advice team have prepared three additional case studies covering 

these matters for the Committee’s consideration, below.  

 

Amendments to Chapter 11 of the supporting guidance on mental incapacity 

 

6. Paragraph 11.31 of the supporting guidance states there is currently no primary legislation 

dealing with mental incapacity in Northern Ireland. However, the Mental Capacity Act 

(Northern Ireland) 2016 was enacted in 2016.  

 

7. To reflect this, it is proposed that the following text be added to paragraph 11.31 to refer to 

the definition of mental incapacity that applies in Northern Ireland, in keeping with the 

current references in paragraph 11.31 to the definitions that apply under equivalent 

legislation in England, Wales and Scotland.  

 

8. It is proposed that paragraph 11.31 of the supporting guidance be amended to add the text 

shown in red and delete the struck out text below: 

 

11.31  The Mental Capacity Act 2005 (applicable in England and Wales) states: ‘A person 

lacks capacity in relation to a matter if at the material time he is unable to make a decision 

for himself in relation to the matter because of an impairment of, or a disturbance in the 

functioning of, the mind or brain. It does not matter whether the impairment or disturbance 

is permanent or temporary. …’  The Adults with Incapacity (Scotland) Act 2000 provides 

that incapable persons are those aged 16 or over who lack one or more of:  the capacity to 

act, make decisions, communicate decisions, understand decisions or retain the memory of 
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decisions by reason of mental disorder or of inability to communicate because of physical 

disability. However, a person is not incapable only because of a lack of, or deficiency in, a 

faculty of communication if it can be made good by human or mechanical aid. There is 

currently no primary legislation dealing with mental incapacity in Northern Ireland. The 

Mental Capacity Act (Northern Ireland) 2016 provides that those aged 16 or older lack 

capacity if they are unable to make a decision for themselves because of an impairment of 

or a disturbance in the functioning of the mind or brain, whether permanent or temporary 

and regardless of the cause.  

 

9. Paragraph 11.32 of Chapter 11 of the supporting guidance currently includes a reference to 

someone who may legally act on another person’s behalf, such as under an enduring 

power of attorney. Since the guidance was drafted there has been a change to the 

legislation in England and Wales, such that only enduring powers of attorney (EPAs) made 

and signed before October 1, 2007 can still be used. After that date donors must make 

a lasting power of attorney (LPA) instead.  

 

10. In light of this change in the legislation, we propose adding a reference to LPAs to 

paragraph 11.32 of the supporting guidance.  We consider that the current reference to 

EPAs should also be retained, as EPAs signed before October 1, 2007 are still valid.  

 

11. It is proposed that paragraph 11.32 of the supporting guidance be amended to add the text 

shown in red below: 

11.32  Where it appears a client lacks the mental capacity to consent, veterinary surgeons 

should try to determine whether someone is legally entitled to act on that person’s behalf, 

such as someone who may act under a valid lasting power of attorney or enduring power of 

attorney. If not, veterinary surgeons should act in the best interests of the animal and seek 

to obtain consent from someone close to the client, such as a family member who is willing 

to provide consent on behalf of the person. 

 

Additional informed consent case studies  

 

Case study 8: Consent in an emergency  

Brad had taken his Yorkshire Terrier Lulu into the veterinary practice for emergency treatment 

after she suffered a fall. Dr Hamilton examined Lulu and took x-rays. He could see there were no 

broken bones but was worried Lulu might have sustained a brain injury. Brad was very upset and 

explained that Lulu had been his beloved companion through some difficult times and he would 

be devastated if anything happened to her. Dr Hamilton outlined the options for Lulu’s treatment, 

including referral to a neurologist. Brad did not ask any questions and immediately consented to 

the referral, saying he did not need to know any more and just wanted the best for Lulu.   

 

Dr Hamilton arranged a referral to his colleague Dr Perez, an RCVS specialist in veterinary 

neurology. Dr Perez advised that in her opinion Lulu had suffered a mild brain injury which did not 

require surgery. She recommended overnight hospitalisation for monitoring and treatment. Brad 

consented to this and Lulu made a full recovery. However Brad later complained to Dr Hamilton 

that he felt the referral had been unnecessary, but he was too stressed about Lulu’s condition at 

the time to properly consider all of the treatment options and give informed consent. 
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Learning points: 

In emergency situations where clients are upset or distressed this may impact on their ability to 

process information. There may also be limited time in which to discuss treatment options. 

Nevertheless, clients should be given the chance to consider a range of reasonable treatment 

options and sufficient time to ask questions and make decisions (paragraphs 11.2 and 11.14 of 

the supporting guidance).  

 

Where a client may be distressed, consider whether any practical steps can be taken to aid their 

understanding, such as allowing additional time for them to ask questions, or writing information 

down. Check the client’s understanding by asking questions and summarising the discussion, and 

encourage them to take a full part in the discussion and ask questions about their options 

(paragraphs 11.13 and 11.14 of the supporting guidance). Consent forms are a useful aid to 

consent in conjunction with a discussion. If a client does not want to know about the risks and 

costs of a proposed treatment, this should be documented on the consent form or in clinical 

records (paragraphs 11.6 and 11.7 of the supporting guidance).  

 

Case study 9: Consent and mental incapacity 

 

Dr Maran has recommended a number of diagnostic tests for Elena’s cat Rufus. Elena has 

agreed to the tests, however lately she has been very confused and seems to have forgotten past 

discussions with Dr Maran about Rufus’ treatment. Dr Maran is worried Elena may not have the 

mental capacity to give consent to the tests or to future treatment Rufus may need. Dr Maran 

knows Elena lives alone, but she has mentioned before that she has a son, and sometimes 

attends the practice with a friend.  

 

Dr Maran asks Elena whether she has appointed anyone to act on her behalf under a power of 

attorney. Elena is unsure. Dr Maran asks about Elena’s son, and whether she may contact him to 

ask about this. Elena is happy for Dr Maran to do this and provides her son’s contact details.  

However, Dr Maran cannot make contact with him, as he is not answering his phone and there is 

no capacity to leave a voice message. Dr Maran then asks whether she may contact Elena’s 

friend, to which Elena agrees. During their phone conversation, Elena’s friend Rose tells Dr 

Maran that Elena was recently diagnosed with dementia but as far as she is aware there is no 

power of attorney yet in place. Dr Maran explains the need to obtain informed consent for Rufus’ 

tests, and asks whether Rose would be prepared to provide this. Rose agrees Elena is likely to 

have difficulty remembering veterinary advice, and confirms that she is happy to give consent on 

her behalf and to come along to future appointments with Elena. Dr Maran outlines Rufus’ 

condition and the purpose and cost of the tests. Rose consents to the tests, and Dr Maran makes 

a record of her concerns about Elena’s mental capacity and of the consent given by both Elena 

and Rose before carrying out the tests. 

 

Learning points: 

 

Where a client seems to be having trouble understanding the decision that needs to be made and 

the likely outcome, veterinary surgeons and veterinary nurses should consider whether there are 

practical steps they can take that may assist the client’s understanding, such as having a family 

member or friend attend appointments, providing additional time for the client to ask questions, or 

writing information down (paragraph 11.16 of the supporting guidance).  

 

Veterinary surgeons are not expected to make a detailed assessment of mental capacity. If from 

interactions with the client it appears they may lack the mental capacity to consent, veterinary  
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surgeons should try to determine whether someone is legally entitled to act on the client’s behalf, 

such as someone with a lasting or enduring power of attorney. If not, the veterinary surgeon 

should be guided by the best interests of the animal and seek to obtain consent from someone 

close to the client, such as a family member who is willing to give consent on their behalf 

(paragraph 11.32 of the supporting guidance), or a friend. Due to her concerns about Elena’s 

mental capacity it was appropriate for Dr Maran to ask Elena’s friend Rose to give consent on her 

behalf, as there did not appear to be a power of attorney in place, and Elena’s only known family 

member could not be contacted.  

 

Case study 10: Responsibility for obtaining client consent 

Andrew brought his Schnauzer Cleo into the veterinary practice for her scheduled spay. When 

Andrew arrived the practice receptionist, Hannah, asked him to sign a consent form. The 

veterinary surgeon, Dr Byrnes, had asked Hannah to do this as although Dr Byrnes had 

discussed the procedure in detail with Andrew during their appointment the previous week, no 

consent form was completed. Hannah gave Andrew a copy of the practice’s consent form for 

anaesthesia and surgical procedures which had been partially filled out by Dr Byrnes, and asked 

him to please read and sign it before finding a seat in the waiting area, which he did. 

Dr Byrnes performed the surgery later that morning and Cleo recovered well. However, when 

Andrew came to take Cleo home that evening, he was surprised to see the size of her surgical 

wound, as he had thought a laparoscopic spay was being performed. Andrew was adamant his 

discussion with Dr Byrnes had concerned a laparoscopic spay, and he would not have consented 

to a conventional spay due to the increased risks involved. Andrew refused to pay the fee on the 

basis he had not consented to the surgery, even though the signed consent form referred to a 

conventional spay procedure.  

Learning points: 

Dr Byrnes was responsible for discussing the spay procedure with Andrew and obtaining his 

consent unless this was not practical. This is set out in new paragraph 11.3 of the supporting 

guidance.  If not practical, a veterinary surgeon can delegate responsibility for seeking client 

consent to someone else who is suitably trained and has sufficient knowledge of the procedure to 

understand the risks involved. The most suitable person is another veterinary surgeon, and failing 

this, a registered veterinary nurse or student veterinary nurse (paragraph 11.4 of the supporting 

guidance). In this case Dr Byrnes should have asked Andrew to complete the consent form during 

their consultation rather than delegate this to a lay member of staff.  

If responsibility for obtaining consent is delegated, the veterinary surgeon remains responsible for 

ensuring the client is given enough time and information to make an informed decision and has 

consented before starting any treatment (paragraph 11.5 of the supporting guidance). 

Consent forms should be viewed as an aid to consent, together with a discussion with the client. 

The discussion should cover the nature of the procedure, likely outcomes and associated risks, 

and the consent form should reflect the discussion. A copy should be provided to the person 

signing unless the circumstances render this impractical (paragraph 11.11 of the supporting 

guidance). To meet the standards for ‘General Practice’ under the RCVS Practice Standards 

Scheme, a signed consent form should be obtained for all procedures when an animal is admitted 

to the care of a veterinary surgeon (paragraph 11.11 of the supporting guidance). 
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Decision Required  

 

12. Standards Committee is asked to consider and approve the above case studies for future 

publication and dissemination to the profession. 

 

13. Standards Committee is also asked to consider and approve the proposed amendments to 

Chapter 11 of the supporting guidance regarding mental incapacity.  
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Schedule 3 case studies 

Background 

1. In 2018, the Veterinary Nursing Schedule 3 Working Party approved the publication of 9 case 

studies which illustrated common misunderstandings about what veterinary nurses are permitted 

to do under the Schedule. The work of the Veterinary Nursing Schedule 3 Working Party has 

been absorbed into the Legislation Working Party who have requested that the Standards 

Committee consider further case studies drafted on this topic.  

 

2. The following case studies cover ‘grey area’ issues around Schedule 3. The subjects of the case 

studies reflects questions frequently asked of the Standards and Advice Team. The case studies 

are not based on particular real-life cases, and any similarity to real life situations is purely 

coincidental.  

 

3. The RCVS Communications department have provided an amended version of two of the case 

studies (Annex A) as an example of how they could be styled in a more engaging manner. 

Should the Committee prefer the style of the amended case studies the Communications 

department have agreed to amend all of the case studies accordingly – a copy of which will be 

circulated to the Committee before final publication.  

Case studies  

Case study 1: Emergency treatment out of hours without direction: IV insertion  

Lois, a registered veterinary nurse (RVN), is working alone overnight in a branch practice. Anita, the 

vet on duty, is dealing with an emergency at another branch practice, but is available on the phone if 

Lois needs her.  

A member of the public has brought in a dog that has been hit by a car. Lois suspects that the dog 

has broken its front leg. Lois calls Anita and describes the symptoms over the phone and on hearing 

about the dog Anita decides to come to see the dog right away.  

Anita directs Lois over the phone to place an IV catheter in order to administer pain relief to the dog. 

Lois reports that she had already inserted the catheter before she called Anita.  

Anita was surprised, as IV catheter placement is not considered to be first aid, which means that 

veterinary assessment and direction, even if over the phone, is required before an RVN can insert an 

IV catheter. Anita advises Lois that in the future, direction from a vet is needed before this procedure 

is undertaken, even in an emergency.  

Learning points: 

Lois, as an RVN who is working without direction, would be considered to be a layperson. The legal 

dispensation, which allows for the performance of emergency first aid on an animal by a non-vet, only 

applies if it is done for the purpose of saving life or relieving pain or suffering, and the interpretation of 

‘first aid’ is limited – for example, insertion of an IV catheter (without direction) is not considered to be 

the provision of first aid.  

  

Case Study 2: Acupuncture  
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Carlos who is a vet, and Steven who is an RVN, have just returned to the practice after spending two 

days on a veterinary acupuncture course.  

Keen to start using their newly learned skills, the practice sets up an acupuncture clinic for Carlos and 

Steven, where Carlos will clinically assess the patients and both will administer the acupuncture. 

Bella, another RVN, is now also interested in doing the course herself. 

Two months later Steven is so confident in his acupuncture skills that he wants to start offering it as a 

service on the side, not connected to the practice. Steven is planning to advertise on social media and 

in the local paper that he can perform this treatment at owner’s homes, along with other grooming 

services.  

Bella is concerned about Steven’s plan. Even though both Steven and Carlos have both been through 

the same acupuncture training, her research into doing the course has shown that acupuncture is still 

considered to be an act of veterinary surgery. Bella speaks to Steven about her concerns, and 

explains that in accordance with Schedule 3, Steven would still have to be working under veterinary 

direction when undertaking acupuncture, as it is considered to be medical treatment, so would not be 

able to offer this service on his own.  

Learning points: 

Paragraph 19.15 of the Supporting Guidance to the Code of Professional Conduct provides that 

certain activities may only be carried out by veterinary surgeons because they fall within the definition 

of veterinary surgery in the Veterinary Surgeons Act 1966. Within those activities, there will be 

aspects that can be performed by others under exceptions within the Act (such as paragraph 6 of 

Schedule 3 for any medical treatment or minor surgery (not involving entry into a body cavity) by 

veterinary nurses under veterinary direction – see Paragraphs 18.3-7 of the Supporting Guidance) 

and specific Exemption Orders. However, where a procedure is considered to be medical treatment or 

minor surgery, then direction will be needed from the veterinary surgeon.  

 

Case study 3: Biopsies - Lump removal 

Charlie is an RVN who is running a second-vaccination clinic at the veterinary practice where she works. 

Charlie is booked in to see one of the practice’s patients, Fern the cat. While Charlie is examining Fern, 

she finds a lump on Fern’s neck, and decides to call a vet in to take a look. The vet examines Fern and 

decides that the lump should be removed.  

When Fern comes back in for the procedure, Charlie assists the vet in the procedure, and asks whether 

she can take a lead on the surgery, as it is only minor. The vet checks with the Head Nurse, and they 

tell Charlie that due to the nature of the lump it would not be appropriate for a veterinary nurse to do 

this - removing the lump requires diagnostic decisions to be made about margins of the lesion, which 

should only be undertaken by a vet, otherwise there is a risk that the procedure will need to be repeated, 

or that subsequent treatment will be difficult.  

Learning points: 

Lump removal, along with any procedure that requires diagnostic knowledge, is not a task which should 

be delegated to a veterinary nurse. The removal of a mass will most often require diagnostic decision-

making including determining the margins of the lesion (big or small) and what boundary around that 

margin would be appropriate to take when removing the mass. A veterinary nurse is not trained to make 

such a decision.  
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There is a risk that a problem could develop where a mass is incorrectly excised or biopsied in a way 

that requires further excision or makes treatment very complicated or impossible. 

Case study 4: Biopsies - Fine needle aspirates 

Vishal is a vet. His first patient of the day is Oscar, the Labrador. Oscar’s owner is concerned about a 

large lump under the skin on Oscar’s shoulder. Vishal decides that Oscar should come back the next 

day for a biopsy.  

The next day, Vishal asks Natasha, an RVN, to perform a fine needle aspiration on Oscar’s lump. 

Natasha has done this procedure before but has recently heard that nurses are no longer able to 

undertake this task. Natasha explains her concerns to Vishal, who reassures Natasha that as long as 

there is no penetration of a body cavity it is permissible for a veterinary nurse to carry out this 

procedure under the direction of a veterinary surgeon.  

Learning points: 

As a fine needle aspiration is usually done into tissue, therefore not entering a body cavity, it is 

permissible for a veterinary nurse to carry out this procedure under the direction of a vet. 

Case study 6: Emergency treatment out of hours without direction - Relieve gas from GDV 

Liz is an RVN who is working alone overnight in a practice. Liz receives a frantic phone call from one 

of their clients who has a Doberman – the client is worried because the dog’s stomach has swollen up 

like a balloon and the dog is constantly gagging. Liz informs the client that the vet’s not here right 

now, but she will call her straight away, and that it sounded like the client should bring the dog in as 

soon as possible.  

Liz calls the vet, Eddie, and describes the symptoms, Eddie suspects that the dog has a GDV and 

says he will be right in.  

The client arrives with the dog, but Eddie is still 20 minutes away stuck in traffic. Liz, knowing how 

serious a GDV can be, and having assisted the vet in undertaking this procedure before, decides to 

decompress the dog’s stomach using an orogastric tube – Liz is sure she could do this as it would 

count as ‘first aid for the purpose of saving life or relieving pain or suffering’ as is allowed in Schedule 

3.  

Eddie arrived a short time later, while Liz was preparing to insert the OG tube. While he was pleased 

that all the equipment was ready to use on the dog, he was concerned that Liz considered that she 

could do this procedure in an emergency and without direction.  Eddie inserted the OG tube and 

undertook further treatment on the dog, who went on to make a full recovery.  

Learning points: 

The exemption in Schedule 3 of the Veterinary Surgeons Act 1966 which allows anyone to undertake 

first aid for the purpose of saving life or relieving pain or suffering in an emergency is not to be used 

as a carte blanche justification for anyone to undertake acts of veterinary surgery on an animal. This 

exemption allows for first aid such as applying pressure to a wound, or placing an animal in an 

oxygen tent.  

In this scenario the vet was available and on the way and Liz should not have considered that this 

would be a procedure which she could undertake without direction, especially as it involves entry into 

a body cavity.  
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RVNs are personally accountable for their professional conduct and must be prepared to justify their 

decisions and actions.  

 

Case study 7: VN emergency treatment OOH without direction - Trachoestomy in emergency 

Ben is an experienced RVN working alone in a branch practice overnight. The vet, Pete, a recent 

graduate, is working in the main practice, is available for calls, and will attend the branch practice if 

necessary.  

A member of the public brings a small cat into the practice which appears to have been hit by a car. 

Ben calls Pete and asks him to attend to examine the cat which is currently in an oxygen tent. Pete 

directs Ben to intubate the cat in advance of his arrival, which Ben agrees to do.  

Ben calls Pete back and reports that he cannot insert the ET tube as the cat’s airway is obstructed. 

Pete asks Ben to instead perform a tracheostomy – the vet had showed Ben this procedure recently.  

Ben is uncomfortable; he advises Pete that he is not able to perform this, as it is entry into a body 

cavity, and would count as more than ‘minor surgery’.  

Pete arrived quickly and proceeded to perform a tracheostomy and stabilise the cat.  

Learning points: 

If an RVN believes it is necessary for an endotracheal tube to be placed and the vet is not present, as 

long as there is discussion with the vet and subsequent verbal direction (over the phone), then this 

would be permissible in an emergency situation. Both the vet and RVN in this case must accept 

professional responsibility. 

An RVN cannot undertake a procedure which would be considered entry into a body cavity. In the 

case of a tracheostomy, this would be considered entry into a body cavity (trachea via the skin). 

 

Case study 8: Internal expression of anal glands 

 

Joe has been employed in a small animal practice as an RVN for 7 months, and is about to undertake 

a nurse consultation for existing client Kezia’s miniature dachshund Tommy. 

 

The clinical record for Tommy has a note included stating that at today’s nurse appointment he needs 

to have his anal glands internally expressed for a second time. The note was written by a vet at the 

practice, Clare. When Joe read this, he was concerned. He was confident that he could undertake 

external expression of the anal glands, as this was something competent owners can do. However, 

whilst Joe had been trained to undertake this procedure, he had recently read on an online forum that 

this task was no longer delegable to veterinary nurses.  

 

Joe spoke to Valerie, the Head Nurse, who explained to Joe that internal expression of the anal 

glands is an act of veterinary surgery, but that veterinary nurses could still be directed to perform this 

task by a vet. Valerie confirmed there had not been any recent changes to the law surrounding this 

procedure.  

 

Learning points:  
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Internal expression of the para-anal sacs per rectum amounts to the practise of veterinary surgery 

which may only be undertaken by vets or RVNs/student veterinary nurses (SVNs) working under the 

direction of their veterinary surgeon employer. 

 

External expression is a procedure that may be undertaken by competent owners or lay people. 

 

Case study 9: Monitoring anaesthesia 

 

Philly is a vet who graduated earlier this year, and has been working at the practice for 3 months. She 

has just finished operating on Nell, a King Charles spaniel. Philly is now due to finish her shift, so she 

calls for another staff member to monitor Nell’s anaesthesia recovery. Jo, an animal nursing assistant, 

pops her head into the theatre to say she is on duty and happy to help if she can. Philly isn’t sure 

whether she can delegate the monitoring of the anaesthesia to Jo, as she is a lay member of staff. 

 

Philly consults Mike, the Practice Manager. Mike reviews chapter 18 of the RCVS Supporting 

Guidance to the Code of Professional Conduct. Mike then advises Philly that it is best not to delegate 

the monitoring of the anaesthesia and subsequent recovery to Jo, as she is not suitably trained. He 

also explains to Philly that the RCVS consider that the most suitably trained person to delegate the 

procedure to would be an SVN (who would require supervision) or an RVN. 

 

At this point Kate, an experienced RVN, arrived for her shift. Philly delegates the monitoring of Nell’s 

anaesthesia recovery to Kate, and is therefore free to leave the practice.  

 

Learning points: 

RVNs and SVNs may be directed to assist vets with the maintenance of anaesthesia and the 

monitoring of patients under anaesthesia. Maintaining anaesthesia is the responsibility of a vet, but a 

suitably trained person may assist by acting as the vet’s hands (to provide assistance which does not 

involve practising veterinary surgery), for example, by moving dials.  

Monitoring a patient during anaesthesia and the recovery period is the responsibility of the vet, but 

may be carried out on his or her behalf by a suitably trained person. The most suitable person to 

assist a vet to monitor and maintain anaesthesia is an RVN or, under supervision, an SVN. 

 

Case study 10: Body cavities & minor surgery – toe vs ear tip removal 

Maria, a vet, has recommended that Biscuit the dog undergo surgery to remove a damaged digit on 

his front left paw. She has also recommended that Biscuit have the tips of both of his ears removed, 

as he is showing early signs of Squamous Cell Carcinoma.  

Jean, an RVN at the practice, is very keen to improve her surgical skills and experience, and 

mentioned to Maria that if possible she would like to perform the toe and ear tip removal procedure 

under Maria’s direction.   

Maria explains that she does not feel that she can delegate the toe removal procedure to Jean, as it 

involves more than minor surgery, but she is happy for Jean to perform the ear tip removal procedure.  

Maria is satisfied that she is allowed to delegate the task of removing ear tips to an RVN under 
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Schedule 3, on the basis that it amounts to no more than minor surgery, and does not involve entry 

into a body cavity. Maria is also satisfied that Jean is competent to perform this task.   

Jean carries out the ear tip removal herself on the day of the surgery, and Maria directs her as to the 

exact place on Biscuit’s ears at which the amputation should take place.  

Learning points:  

Under the Schedule 3 exemption, RVNs and SVNs are permitted to undertake minor surgery not 

involving entry into a body cavity. Although the removal of a toe, tail or ear tip arguably does not 

involve entry into a body cavity, the removal of digits, and of tails, is likely to amount to more than 

minor surgery due to the risks these procedures carry and complications that could occur. 

Removal of ear tips may be performed by an RVN where appropriate, although there may be some 

cases where it is preferable for a vet to perform the surgery. A vet should give the RVN a specific 

direction as to the exact point at which the ear tips should be amputated from, as an RVN deciding 

this for themselves could amount to diagnosis, which is not permitted by Schedule 3.  

 

Case study 11: Body cavity - Major vs Minor procedure 

Roger is an RCVS Specialist in Small Animal Surgery (Orthopaedics), and is thinking about 

development opportunities for the RVNs in the practice. He has two animals under his care who have 

been treated for femoral fractures and will shortly require the removal of intramedullary pins. Roger is 

thinking about possibly delegating this procedure to one of the experienced RVNs. He thinks this 

could be an excellent chance to pass on some of his knowledge as the directing vet, but he is 

uncertain whether this can lawfully be delegated to an RVN. 

Roger has asked his colleague Holly who is also a vet for her views on whether the removal of an 

intramedullary pin could be delegated under Schedule 3. Roger and Holly are both aware that under 

the Schedule 3 exemption, RVNs and SVNs may only undertake minor surgery not involving entry 

into a body cavity.   

After some discussion, Roger and Holly agreed that although the removal of an intramedullary pin 

would not seem to involve entry into a body cavity, it is likely to amount to more than minor surgery, 

due to the risks involved if something were to go wrong during the procedure. If any difficulties arose, 

orthopaedic surgery may be required, and they concluded that this could not be regarded as minor 

surgery and therefore could not be delegated to an RVN or SVN. 

Learning points: 

The terms ‘minor surgery’ and ‘entry into a body cavity’ are not defined in the Veterinary Surgeons 

Act, and the Act does not include a list of permitted procedures that can be delegated.  

In deciding whether a procedure involves more than minor surgery, vets should have regard to the 

complexity of the procedure and risks to the patient. Where a procedure appears straightforward but 

carries a chance of serious complications if problems occur, it should not be regarded as minor 

surgery. 

 

Case study 12: Vaccinations where the veterinary surgeon is not present  
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Frank the puppy was seen by Fiona the vet for his first vaccination, and two weeks later is now due to 

be seen by an RVN at the practice for his second vaccination.   

While taking Frank out for a walk on the day before the appointment, Frank’s owner Debbie walks 

past a sign advertising free puppy health checks at a different practice, and takes Frank in hoping she 

may be able to get his second vaccination done there and then, without having to go back to her 

usual veterinary practice the next day. 

When Debbie asks whether Frank can be given his second vaccination, Peter the RVN who is running 

the clinic, tells her that unfortunately he cannot administer Frank’s second vaccination, as he can only 

do so under the direction of a vet who has first carried out a clinical assessment.   

Debbie tells him that that is no problem, as Frank has already been seen by her vet Fiona, and Fiona 

had said the second vaccination could be administered by an RVN.   

Peter explains that as he is not employed by Fiona, he cannot carry out delegated tasks under her 

direction. As there is no vet present at the puppy health clinic who can see Frank and authorise the 

second vaccination, he tells Debbie that she will need to take Frank back to her usual veterinary 

practice for his second vaccination.  

Learning points:   

A second vaccination can be administered by an RVN or SVN working under their veterinary surgeon 

employer’s direction, provided that the vet has carried out a clinical assessment and the second 

vaccination is close in time to the first vaccination. The Schedule 3 exemption does not enable RVNs 

and SVNs to undertake delegated procedures under the direction of vets who are not their employer, 

or who do not have the animal under their care.   

 

Case Study 13: Ultrasound scanning to identify free fluid  

Sofia is an experienced RVN.  After working in a small animal practice for many years, she has 

recently set up her own grooming and pregnancy scanning service for cats and dogs. Sofia knows 

that as she is working independently, she is not covered by the Schedule 3 exemption, and therefore 

is not permitted to offer her clients many of the medical treatments and minor procedures that she 

performed on a daily basis at the practice under veterinary direction. Her venture has been going very 

well so far, and Sofia has enjoyed the challenge of running her own business.   

Sofia’s client Jahan has brought his cat Wisps in for an ultrasound scan, as he would like to find out 

whether Wisps is pregnant. Whilst performing the ultrasound, Sofia identifies free fluid in Wisps’ 

abdomen. Sofia would like to tell Jahan about this, but is worried that doing so might go beyond the 

tasks that she is legally able to undertake as an RVN working independently. She advises Jahan 

about Wisps’ pregnancy status, and that he should take her to see a vet as the ultrasound has 

indicated a possible abnormality.  

Learning points: 

Veterinary surgery is broadly defined in the Veterinary Surgeons Act 1966 to include the diagnosis of 

diseases in and injury to animals. Pregnancy is not considered to fall within either ‘disease’ or ‘injury’, 

and so our interpretation is that the confirmation of pregnancy does not amount to the practice of 

veterinary surgery. An RVN or SVN not working under veterinary direction may perform similar tasks 

to a lay person, and this may include a ‘yes/no’ pregnancy scan. Only a vet can diagnose disease or 
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injury and so if there is any indication of an abnormality such as free fluid, a lay scanner or RVN/SVN 

working independently should advise their client to see a vet, as Sofia has done, and should not 

attempt to diagnose themselves. 

 

Case study 14: District nurse 

Emily is an RVN who is thinking about establishing a district nursing service for pet owners registered 

with the three veterinary practices in her local area. Emily would not be employed by any of the 

practices, but is planning to work on the basis of referrals from and under the direction of each client’s 

usual vet. She is planning to offer services such as post-operative care, palliative care, IV blood 

sampling, vaccinations and administration of medicines in client’s homes. Emily knows she has the 

skills and experience to provide a high quality district nursing service, and thinks it will be cost 

effective and convenient for clients. 

Before going ahead with her idea, Emily discusses it with her former employer Chris who is a practice 

manager at one of the practices. Chris points out the potential problem that although Emily will be 

working under direction of a vet, that vet will not be her employer. Chris warns her that the exemption 

in Schedule 3 is not likely to apply, in which case Emily would be limited to performing the kinds of 

tasks that any lay person could undertake. On taking a closer look at Schedule 3 Emily comes to the 

same conclusion, and instead decides to look into options for working as an employed nurse for one 

of the practices.  

Learning points: 

The exemption in Schedule 3 applies to allow RVNs to give medical treatment or minor surgery, not 

involving entry into a body cavity, only when the RVN is acting under the direction of a vet who is the 

RVN’s employer or who is acting on behalf of the RVN’s employer. If working as an independent 

district nurse rather than as an employee of a practice, it is unlikely that this condition will be met. For 

the requisite employment relationship to exist, we consider that there should be a close degree of 

proximity between the vet and RVN such that the vet is able to exercise a degree of oversight and 

control over the RVN’s day to day work and performance.  

 

Case study 15: Difference between RVN and SVN 

 

Rita is an SVN who is coming towards the end of her SVN training. She is working on a Sunday and 

sees that it is noted on one of their inpatient charts that the vet has directed that blood be taken. Rita 

approaches Caroline, the Head Nurse, to ask if she can take this blood sample in order to prepare for 

her forthcoming examinations. Caroline explains that Rita will need to wait, as the duty vet has gone 

on a home visit and Caroline is too busy to supervise at the moment. 

 

Rita replied that she does not need to be supervised; she feels confident enough to do it by herself. 

Although Caroline doesn’t have any concerns about Rita’s competencies, she tells Rita that she still 

need to be supervised until she has achieved her qualification and is on the register as an RVN. 

 

Learning points:   

 

An SVN needs to be supervised by a vet or an RVN when carrying out any medical treatment or 

minor surgery.   
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The RCVS has interpreted supervision in this context as a vet or RVN being present on the premises 

and able to respond to a request for assistance if needed.   

 

For minor surgery, the supervision must be direct, continuous and personal. 

 

Case Study 16: RVN appointments - can & can’t dos 

Adele has just joined a practice as an SVN. During her induction, Adele meets with Kate, the Head 

Nurse, who explains the practice offers free weekly nurse clinics. Kate explained the clinics offer 

clients basic veterinary services and Adele will be expected to attend these clinics as part of her 

training. 

Kate confirmed the clinics offer weight checks, nail clipping, routine dental hygiene, general diet and 

exercise advice, external anal gland expression, post-operative checks, suture removal and ear 

cleaning (the external meatus as part of general grooming providing the ear cavity is not entered).    

Adele queried whether she would be able to microchip small animals? Kate explained that under the 

direction of a vet, nurses can carry out some microchipping, first vaccinations, second vaccinations 

and all the administration for these injections. They can also take blood samples as long as the vet is 

satisfied the nurse is competent to carry out this specific task. 

Kate also explained that nurses cannot prescribe any veterinary medicines (unless they are an SQP) 

and where a client requests a repeat of a medicine during the nurse clinics, Adele would either have 

to refer the client to a vet, or check the clinical records to see whether the medication has been pre-

authorised by a vet.  

Learning points: 

Nurse clinics offer limited veterinary services only. A general health check is not an act of veterinary 

surgery, however, vaccinations, microchipping and taking blood samples must be undertaken under 

the direction of a vet. The direction can be recorded in the clinical records if needed.  

RVNs and SVNs cannot make any diagnosis and prescribing decisions and must refer such issues to 

a vet.  

 

Case study 17: Spay surgery 

Leslie and her family have become pet owners for the first time by adopting Mollie, a one year old 

bitch from a local rescue shelter.   

Leslie registers Mollie with a local veterinary practice and makes an enquiry about getting her spayed.   

Sarah, the practice receptionist, confirmed what dates would be available for the surgery as well as 

the price. Leslie, whose cousin is an RVN, commented that the quote is more expensive than 

expected and asked whether it would be cheaper for an RVN to do the procedure. Sarah replied that 

an RVN is not legally able to undertake this procedure, so it will have to be a vet. 

Learning points: 
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Although Part 1 of Schedule 3 of the Veterinary Surgeons Act 1966 allows for veterinary nurses to 

carry out medical treatment and minor surgery under direction, this needs to be read in line with Part 

2 of the Schedule.  

Part 2 confirms spaying/castration of a dog or cat are tasks which cannot be delegated or undertaken 

by a non-veterinary surgeon. This means veterinary nurses cannot perform this surgery. 

 

Case study 18: Veterinary nurses educated outside the UK 

Geoffrey qualified as a veterinary nurse in Australia where he had extensive experience working in a 

small animal practice. He successfully applied for a job as a veterinary nurse in a busy small animal 

practice in Warwickshire. Geoffrey’s job description is the same as that provided for all of the RVNs at 

the practice.    

On Geoffrey’s first day the practice took his photograph and published it on the website, on the page 

entitled ‘RVNs’. 

During his induction, Geoffrey is informed that because he is a qualified veterinary nurse he will be 

able to give medical treatment and carry out minor surgery as described in Schedule 3, but will need 

to be supervised by a vet or nurse until he is registered with the RCVS. 

Geoffrey checked the RCVS registration application forms for veterinary nurses educated outside the 

UK and noted that he is not permitted to give medical treatment or carry out minor surgery until he is 

registered. He also learnt that while he is preparing to enter the register, his colleagues may not 

describe him as a veterinary nurse. He informed his employer and they made the necessary changes 

to the job description and website. They also made sure that the vets and nurses were aware that for 

the time being Geoffrey should be treated as a lay person and must not be asked to give medical 

treatment or carry out minor surgery regardless of whether he is supervised or not. 

Geoffrey successfully passed the RCVS Pre-registration examination and applied to enter the 

register.  

Learning points: 

Veterinary nurses educated outside the UK must be registered with the RCVS before they can give 

medical treatment or carry out minor surgery as described in the Veterinary Surgeons Act 1966 

(Schedule 3 amendment) Order 2002. The only exception is where an individual has applied to 

complete a Period of Supervised Adaptation (PSA). If this is granted, then vets may direct the 

individual to give medical treatment and carry out minor surgery under similar supervision as that 

provided to SVNs.  

Vets and vet nurses must not describe an individual as a veterinary nurse unless they are 

appropriately registered with the RCVS. 

 

Case study 19: Student veterinary nurses being educated outside the UK 

Orla is in her final year of a veterinary nursing degree at a university based in the Republic of Ireland. 

She found a work placement in a veterinary practice in Northern Ireland. The University has provided 

her with a list of skills that she will need to complete during her placement. This includes 

administration of medication, taking blood samples and urinary catheterisation.  
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The practice explained that whilst they were happy for Orla to work in the practice, because she is not 

enrolled as an SVN with the RCVS, vets may not direct her to give medical treatment or carry out 

minor surgery. Orla contacted the RCVS and they explained that it might be possible for her to apply 

for temporary enrolment for a short period of time. Orla applied for this and was able to complete the 

skills required.  

Learning points: 

SVNs who are on a programme of study outside the UK may apply for temporary student enrolment to 

allow them to undertake a short period of work experience in a UK Training practice. The student 

must be enrolled for a veterinary nursing qualification and have full support of their college or 

university. Unless this has been applied for then the individual will not be permitted to give medical 

treatment or carry out minor surgery in the UK. 

Decision Required  

4. The Committee is asked to consider and approve the above case studies for future publication 

and dissemination to the profession. 
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Schedule 3 case studies – Communications department’s edit 

Case Study 1: Emergency treatment out of hours without direction: IV insertion 

It’s a quiet Tuesday night in Torquay, and Lois, a registered veterinary nurse (RVN), is working alone 

overnight in a branch practice. Anita, the vet on duty, is dealing with an emergency at another branch 

practice close by, but is available on the phone if Lois needs her. 

 

Things are quiet for Lois, until all of sudden a young man rushes in looking panicked. In his arms, he 

holds a small Yorkshire terrier that has been hit by a car. 

 

“Help!” The man exclaims. “This little thing has been hit by a car, and the owner sped off!” 

 

Lois jumps to action, and gives the Yorkie a check over. She suspects that it has broken its front leg. 

Lois then calls Anita, and describes the Yorkie’s symptoms over the phone. On hearing this 

information, Anita decides to travel back to the clinic to see the dog straight away. Before doing so, 

she starts to direct Lois over the phone to place an IV catheter, to administer pain relief to the dog. 

Lois then tells Anita that she had already inserted the catheter, before she called her.  

 

Anita seemed surprised, as IV catheter placement is not considered to be first aid. This means that 

veterinary assessment and direction, even if over the phone, was needed before Lois could insert the 

IV catheter. Anita tells Lois this, explaining that in the future, direction from a vet is needed before this 

procedure is undertaken, even in an emergency situation like today. Lois says that she understands, 

and Anita then heads for the practice. 

 

Learning points: 

Lois, as an RVN who is working without direction, would be considered to be a layperson. The legal 

dispensation, which allows for the performance of emergency first aid on an animal by a non-vet, only 

applies if it is done for the purpose of saving life or relieving pain or suffering. The interpretation of 

‘first aid’ is limited – e.g. insertion of an IV catheter (without direction) is not considered to be 

providing first aid.  
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Case study 3: Biopsies – Lump removal  

It’s Monday morning in Cambridge, and Charlie (an RVN) is running a second-vaccination clinic at the 

veterinary practice where she works. Charlie is booked in to see one of the practice’s patients, Fern the 

female tabby cat. 

When Charlie examines Fern, she finds a small lump on Fern’s neck, so decides to call the vet, Mark, 

in to take a further look. Mark checks Fern over, and decides that the lump should be removed.  

The next day, Fern comes back in for her procedure, and Charlie is there assisting Mark. She then asks 

Mark whether she can take a lead on the surgery, as it is only minor.  

Mark looks pensive, and checks with the Head Nurse. After a discussion, Mark and the Head Nurse 

explain to Charlie that due to the nature of the lump, it would not be appropriate for Charlie to do this 

as an RVN. 

They explain to Charlie that removing the lump requires diagnostic decisions to be made about margins 

of the lesion, which should only be undertaken by a vet, otherwise they run the risk that the procedure 

will need to be repeated, or that following treatment may be difficult.  

Learning points: 

Lump removal, along with any procedure that needs diagnostic knowledge, is not a task which should 

be delegated to a veterinary nurse. The removal of a mass will most often need diagnostic decision-

making, including determining the margins of the lesion (big or small) as well as what boundary around 

that margin would be appropriate to take when removing the mass. A veterinary nurse is not trained to 

make such a decision.  

There is a risk that a problem could develop where a mass is incorrectly removed or biopsied in a way 

that requires further excision or makes treatment very complicated or impossible. 
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Report of Disciplinary Committee hearings since the last Standards Committee meeting on 30 

January 2019 

 

Background 

 

1. Since the last update to Standards Committee on 30 January 2019, the Disciplinary Committee 

(‘the Committee’) have met on 4 occasions. Of which, 3 have been Inquiry hearings and 1 

restoration hearing. 

 

2. The Veterinary Nurses’ Disciplinary Committee (‘VN DC’) have not met since. 

 

 

Hearings 

 

Dr Navarro & Dr Kristin 

1. On Monday 7 January 2019, the Committee met for a ten day hearing into Dr Kristin and Dr 

Navarro.  

2. On the ninth day, the Committee adjourned the hearing due to a lack of time. The hearing was 

due to resume on 4 March 2018, however, following a Case Management Conference in 

February, the case has been postponed until further notice. 

Dr Jacqueline Bohnen 

3. In January, the Committee met for three days to hear the Inquiry into Dr Bohnen. The case 

concerned the alleged failures to provide the appropriate and adequate care for a dog, named 

Belle who was in the care of Dr Bohnen. The dog died at some point over the night or early 

morning, when Dr Bohnen was on call for the practice. 

 

4. The full charges can be found here: https://www.rcvs.org.uk/document-library/bohnen-

jacqueline-january-2019-charges/  

 

5. A week prior to the hearing, Dr Bohnen, who had not really been engaging in the process, 

sent an email requesting that the hearing be postponed on the bases that she now resides in 

South Africa and was unable to apply for a visa to come the UK until July 2019. The College 

opposed the application and put forward submissions to the Committee stating that the Inquiry 

should proceed in her absence.  

 

6. After consideration of both Dr Bohnen’s and the College’s applications, the Committee found 

that the College had properly served the Notice of Inquiry on Dr Bohnen in accordance with 

124 of 160



SC Apr 19 AI 04(a) 

 

 

 

SC Apr 19 04(a) Classification: Unclassified Page 4 / 7 

the Rules and she had had sufficient time to apply for a visa and that in any case, she could 

remotely attend the hearing via Skype or telephone (which were all options that were given to 

her). The Committee refused Dr Bohnen’s application. 

 

7. The Committee heard oral evidence from a number of witnesses. In considering all the oral 

and written evidence, the Committee dismissed the parts of charge 1 that related to 

considering alternative treatment options and updating the owners in relation to Belle’s 

condition. They did however, find the charge proven in relation to Dr Bohnen failing to assist 

Belle with urination. In respect of the facts of charge 2, the Committee found this to be proven 

in its entirety. 

 

8. The full decision on the finding of facts can be found here: https://www.rcvs.org.uk/document-

library/bohnen-jacqueline-january-2019-decision-on-facts/ 

 

9. The Committee went on to decide whether the facts found in charge 1(i) and charge 2 

amounted to disgraceful conduct.  

 
10. In relation to charge 1(i), the Committee concluded that while Dr Bohnen’s conduct did fall 

below the standard expected of a reasonably competent veterinary surgeon, when she failed 

to assist Belle with urination, it did not amount to serious professional misconduct. In regards 

to charge 2, the Committee found Dr Bohnen’s conduct constituted to serious professional 

misconduct. 

 
11. In determining the appropriate sanction to impose on Dr Bohnen, the Committee concluded 

that the principle aggravating factor in this case was her serious dishonesty towards both her 

colleagues and the dog. It was also evident that there was an apparent breach of the Code of 

Professional Conduct.  The Committee also took into account mitigating factors. They bore in 

mind that Dr Bohnen is of previous good character and had no professional findings against 

her. She had also demonstrated some insight into her behaviour when she admitted being 

dishonest and misleading prior to the hearing.  

 
12. The Committee came to the conclusion that Dr Bohnen was to be suspended from the 

Register for a period of nine months. The Committee stated that:  

“Because of the seriousness of this case, the Committee did not consider that it was 

appropriate to postpone judgement, take no further action, or to administer a reprimand and 

warning as to future conduct. The Committee considered that the respondent’s conduct, 

involving significant and admitted dishonesty over a period of time, required a significant 

penalty, in order to protect the welfare of animals and to serve the public interest” 
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13. The full decision on disgraceful conduct and sanctions can be found here: 

https://www.rcvs.org.uk/document-library/bohnen-jacqueline-january-2019-decision-on-

disgraceful-conduct/ 

 

Miss Simona-Claudia Panait  

14. On Monday 25 and Tuesday 26 February, the Committee met to hear the Inquiry into Miss 

Panait. The alleged charge was in relation to a driving offence, which on 3 April 2018, Miss 

Panait was found guilty and convicted at the Cardiff Magistrates Court of causing serious 

inquiry by dangerous driving. As a result of her conviction, on 15 May 2018,  Miss Panait was 

sentenced to 10 months’ in prison, ordered to pay a victim surcharge of £140 and was 

disqualified from driving for 41 months.  

 

15. The alleged charge was in relation to an accident that took place on 15 May 2017, in which 

following an attempt to overtake a number of vehicles, she lost control of her car and collided 

with a vehicle on the other side of the road, causing serious injuries to herself and life-

changing injuries to the other driver. 

 

16. The full charges can be found here: https://www.rcvs.org.uk/document-library/panait-simona-

claudia-february-2019-charges/?preview=true 

 

17. At the outset, Miss Panait admitted charge 1. After being provided with the Certificate of 

Conviction from Cardiff Crown Court, the Committee found charge 1 proved as fact.  

 
18. In considering whether the charge found proved made Miss Panait unfit to practice veterinary 

surgery, the Committee took into account the fact that she had been convicted of a serious 

crime which resulted in serious harm to another and for which she received a custodial 

sentence. The Committee decided that the criminal conviction and the custodial sentence fell 

far below the standard expected of a veterinary surgeon and therefore rendered her unfit to 

practise veterinary surgery. 

 

19. In considering the relevant sanction to impose upon Miss Panait, the Committee took into 

account all the aggravating and mitigating factors. The Committee recongised that it was a 

serious offence with significant consequences  for both the victim and Miss Panait but 

accepted it was a single isolated incident, that Miss Panait has made efforts to avoid repetition 

of the incident by undertaking further driving instruction and recognised that she had displayed 

full insight and remorse. Furthermore, it also considered the many testimonials from 

colleagues and clients and that she had received significant support from her employers. 
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20. The Committee decided to take no further action. In coming to its decision, the Committee had 

regard to the principle case of Fleisham, but it noted that Miss Panait is a competent 

veterinary surgeon and public confidence in the profession would not be undermined by taking 

no further action. 

21. The full decision can be found here: https://www.rcvs.org.uk/document-library/panait-simona-

claudia-february-2019-conviction-case--final/?preview=true 

 

Mr. George Martin  

22. On Monday 25 February 2019, the Committee met to hear the restoration application into Mr. 

Martin. In 2017, the Committee directed Mr. Martin to be removed from the register after he 

pleaded guilty to two charges of breach of the peace (sexual) at Edinburgh Sheriff Court in 

August 2016.  

 

23. At the restoration hearing in February, Counsel for the Respondent submitted that it was 

appropriate for Mr. Martin’s name to be restored to the register. At the same time, the College 

took a neutral approach to the application.  

 

24. The Committee took into account oral evidence from Mr. Martin and from 4 character 

witnesses who know Mr. Martin in a professional and/or personal capacity, as well as a series 

of documentary evidence. 

 

25. The Committee stated that from the evidence put before it, “it is clear that he has 

demonstrated genuine remorse and insight.  He was able to articulate the negative impact that 

his criminal behavior had inflicted on those veterinary surgeons who trained him and on the 

veterinary profession. To his credit the Applicant resigned from his position as a veterinary 

surgeon when he knew he was to be charged with the offences. This demonstrates a 

responsible attitude on his part in seeking to protect the reputation of the profession. It was 

also clear from his own evidence that he now has a full understanding of the triggers and 

stressors that caused him to act in that way.” 

26.  After taking into consideration all the evidence, the Committee concluded that Mr. Martin had 

demonstrated that he is fit to be restored to the register, and accordingly directed the Registrar 

to restore him to the register.  

27. The full decision on the restoration application can be found here: 

https://www.rcvs.org.uk/document-library/martin-george-march-2019-decision-on-restoration-

application/?preview=true 

 

Upcoming Hearings 

28. There are currently five Inquiry hearings listed before the Disciplinary Committee on the 

following dates: 

 

 15 April – 3 May 2019  
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 24-25 April 2019  

 29 April – 8 May 2019  

 20 – 21 May 2019  

 28-29 May 2019  

 

29. Four further cases have been referred to DC and these will be listed by the Clerk as soon as 

possible. 

 

30. A case that was adjourned for a year in July 2018, has been relisted for 7 August 2019. 

 

31. A case that was adjourned for a year in April 2018, has been relisted for 1 May 2018. 

 

32. A case that was adjourned in January 2019, will soon be relisted.  

 

Appeals 

 

33. Three appeals have been lodged with the Privy Council, however no dates have been set. 
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Riding Establishments Sub-Committee Report 

 

1. On 12 March 2019, the Riding Establishment Sub-Committee (RESC) met to discuss and agree 

upon amendments to the Riding Establishment Inspector’s guidance produced by the RCVS to 

assist in the interpretation of, and ensure consistency with, Defra’s own guidance notes on hiring 

out horses. The revised guidance is due to be published in April 2019.  

2. In addition to its discussion about the guidance, the RESC also reflected on the 2018 induction and 

refresher courses for veterinary inspectors and agreed to include guidance and training on Defra’s 

guidance notes at the 2019 courses in York and London.  

3. The RESC will be circulating its newsletter (‘REIN’) to the inspectorate in Spring 2019 to publicise 

new template forms, updates to the RCVS guidance and the upcoming courses. 

4. The Standards and Advice team, on behalf of the RESC, will be presenting a paper to the 

Operational Board on 11 April 2019 regarding the Sub-Committee’s composition, particularly the 

appointment of new members and increasing the membership of the RESC.  

5. The annual induction and refresher courses for new inspectors and those who need to attend their 

five-yearly refresher course have been arranged for 11 June (York) and 4 July (London). The course 

fee for attendees remains set at £350 plus VAT. 

6. The RESC continues to receive a steady stream of requests for advice, predominantly from 

veterinary inspectors, on a range of matters pertaining to the inspection of riding establishments. 

Routine and straightforward queries will be answered by the team but new and/or complex issues 

will be passed to the Chair of RESC (or the full Sub-Committee) for consideration. For example, the 

team has recently answered queries about the introduction of new horses to the premises between 

inspections, and responded to requests for copies of the template forms or the Inspectors’ Guidance. 

An example of a query recently passed to the Sub-Committee for input was in relation to the 

minimum standards for riding hats at establishments.  
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1. Numbers 

 

The Scheme is continuing to grow with 3,643 practice premises now part of the Scheme, 

representing 67% of all eligible practice premises. This is an increase from 3,568 practice 

premises in January 2019. 

 

Small animal continues to represent the biggest category of species type with 2,718 premises 

followed by Mixed species premises, Equine  and then Farm Animal. Accreditation type 

remains highest under GP Small Animal followed by Core accreditation.  

 
2. Awards and Events  

 

At present, 324 Awards are held by 201 practices. The most frequently achieved awards are 

Client Service; Emergency and Critical Care; In-patient service and Team and Professional 

Responsibility.  

 

There is a plan for the 2019 awards to be held on 12th October at BVNA congress in the 

evening. The BVNA have booked the Lead Assessor to perform a PSS workshop.  

 

The Senior Manager will be present on the stand at BSAVA for one day.  
 

 

3. Update from recent Practice Standards Group meetings  

 

 

The meeting of PSG held on 9th January 2019 was attended by representatives of the British 

College of Veterinary Specialists (BCVSp) to update the Group on their proposal for a 

specialist strand for PSS under a Veterinary Specialist Hospital multidisciplinary. It was 

generally felt by members of the Group that the proposal from the BCVSp offered positive 

progress for the idea of including specialist practices in the Scheme and that this, along with 

evidence that feedback from previous PSG meetings had been adopted, should be supported 

and encouraged. It was suggested that the BCVSp should therefore be given the opportunity 

to continue building on the proposal. It was decided by the Group that an update on the 

proposal from the BCVSp should be submitted to the Standards Committee at this meeting 

(please see separate paper).  

 

The January PSG meeting focussed heavily on the upcoming review of the PSS Standards, to 

be rolled out in 2020. A review of the mandatory requirements and Award points in the Client 

service Module of the Scheme, incorporating the comments from the designated sub-group, 

was carried out by the Group. PSG has been split into sub-groups for the purposes of the 

review, and been assigned the most relevant areas of the standards to review by the lead 

assessor and chair of the group. There are three subgroup meetings to be held initially, in 

March and April 2019. This should complete the first run at editing the Standards. Various 

internal staff at RCVS have been invited to comment on relevant standards, including the 

Director of Education, the Director of Veterianry Nursing, the Mind Matters Initiative Manager, 

and the Standards and Advice Officer (GDPR).  
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The Senior Manager met with the RCVS Knowledge Head of Projects, who requested PSG 

presence at the QI Summit on 16th May 2019. It is intended that PSS/ RSG representatives 

attend the summit.  

 

4.  Continual Improvement 

The senior manager has begun examining the financial and operational elements of the PSS, 

and will be focussing in particular on improving efficiency of the management of the service. 

 

5. Digital Marketing 

The RCVS Director of Communications has been in talks with a marketing consultancy called 

BDA, about a targeted public campaign to raise the profile of the Practice Standards Scheme. 

The first workshop will be held in April 2019, with a range of stakeholders and including non- 

PSS practices. It is intended that once there is a greater public awareness of the scheme, that 

this will in turn attract more practices to the scheme voluntarily.  
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