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Unfortunately, Layla’s strictures persisted despite three balloon dilation procedures 
and intra-stricture triamcinolone injections. The decision was therefore made to 
replace her PEG tube with a balloon-oesophagostomy tube (B-tube), which would 
allow Layla’s carers to manually dilate her oesophageal strictures at home, whilst 
providing enteral nutrition (fi gure 7). This was placed in collaboration with our 
colleagues at AURA Veterinary, and following this Layla’s care was co-managed 
by our Head of Internal Medicine, Annelies Willems, and Gerard McLauchlan who 
specialises in interventional procedures.

Layla’s family infl ated the balloon for a short period twice a day. In between infl ations, 
Layla could still be off ered oral food as normal (with postural feeding to prevent 
regurgitation). Layla’s B-tube remained in situ for 6 weeks. Since removal, she has 
been able to eat tinned food well with only very occasional episodes of regurgitation. 
Her bodyweight and body condition score have returned to normal, and she is back 
to her normal, bouncy self!

Layla’s recovery is a shining example of the benefi ts collaboration in our community 
brings - with our Emergency + Critical Care team and Anaesthesia team collaborating 
to manage her hypoxaemia and provide round-the-clock ventilator care, our Internal 
Medicine team, and our nursing team managing her ongoing regurgitation, our 
nursing team caring for her throughout. By working closely with our colleagues 
at AURA we were able to provide a longer-term solution for Layla’s oesophageal 
strictures, which her caring and dedicated family could manage at home.

Figure 2: Layla’s proximal oesophageal stricture. The stricture is <8mm at its 
narrowest point, preventing further advancement of the endoscope

Figure 3: A balloon dilation catheter is passed through the working channel of 
the endoscope and sequentially infl ated to dilate the stricture and return the 
oesophageal lumen to an appropriat size.

Figure 4: The dilated oesophagus after removal of the balloon dilation catheter. 
After dilation, triamcinolone is circumferentially injected into the stricture using an 
endoscopic injection needle, to prevent the stricture reforming during healing.

Figures 5-6: Fluoroscopic and endoscopic-guided balloon dilation of Layla’s 
oesophageal strictures.

Figure 7: Layla’s balloon-oesophagostomy tube in situ. This tube is an 
oesophagostomy tube with an attached cuff , which can be infl ated as needed to 
provide long-term treatment of oesophageal strictures.

“Layla's 
recovery is a 
shining example 
of the benefits 
collaboration in 
our community 
brings”

of the benefits 

- Laura Jones
Senior Internal Medicine Nurse
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With Jessica Woodhouse, Head of Patient Safety, Human Factors and Quality Improvement

Let’s Talk About 
Medication Error
What is a medication error?

A medication error is any preventable event that could lead to patient harm or 
inappropriate medication use while a veterinarian, veterinary nurse or pet carer has 
control of the medication. Medication errors are one of the most commonly reported 
patient safety incidents, accounting for between 55% and 69% of all reported 
errors in veterinary medicine. This is not surprising given that there is opportunity 
for medication error to occur at many stages of patient care, from ordering the 
medication to administering it, and there are multiple people involved in the process.  

Some common types of medication errors include:

- Prescribing: Incorrect diagnosis, prescribing errors, or dose miscalculations
- Dispensing: Wrong drug or dose dispensed
- Delivering: Medication delivered to the wrong patient’s storage or address
- Administration: Giving the wrong dose, an extra dose, or wrong rate, or giving the 
drug to the wrong patient
- Monitoring: Failure to observe an adverse reaction to medication

How can we make giving medication safer?

The ‘5 rights’ of medication are a useful prompt at any point in the medication 
process to help improve patient safety. Check out the handy poster on the right that 
you can use in practice!

1. Right patient: Confi rming that the prescription is against the correct patient’s care 
record; confi rm the patient is the correct recipient by checking the ID collar and 
kennel signage.

2. Right drug: Confi rming the drug being prescribed, dispensed and administered 
is the correct drug, especially where there are drugs with similar names.  Double 
checking the drug dispensed is the same as the drug prescribed.

3. Right dose: Confi rming the correct dosage, conversion of units and substance 
concentration or strength. Common errors include misplaced decimals, errors in 
arithmetic, or incorrect conversion between two units.

4. Right time / frequency: Prescribing and administering medications at the time 
and interval intended including delivering infusions at the correct rate.

5. Right Route: Confi rming the selected route for administering the medication, 
for example oral, intramuscular, intravenous, topical, or subcutaneous injection.  
Confi rming the same medication is not being given via more than one route.

Some other practical tips include:

Ensuring every medication, including IV fl uids, is countersigned at the point of 
dispensing by a second person, double checking that the correct medication has 
been dispensed correctly for the right patient. Additionally, not to administer any 
medication to inpatients if they have not been countersigned or you cannot verify 
what the medication is. Asking a colleague to double check the drug and dose when 
drawing up medications in inpatient settings.

Being careful about how we write numbers and units. Leading zeros should always 
precede a decimal smaller than 1 (e.g. 0.02).  Never using trailing zeros after a 
decimal (e.g. 1.0 could be mistaken for 10). Avoid the use of abbreviations, including 
medication names and Latin directions for use (e.g. state ‘twice daily’ rather than 
‘BID’).  Write ‘mcg’ instead of ‘μg’. When writing medication instructions, describe 
what the medication is and use lower case text except for the written numbers (e.g. 
APPETITE STIMULANT: please give ONE tablet up to ONCE daily as required to 
stimulate appetite).

Implement ‘tall man lettering’ on medication names in your electronic prescribing 
system if possible. Tall man lettering is the practice of writing part of a drug’s name 
in upper case letters to help distinguish sound-alike, look-alike drugs from one 
another in order to avoid medication errors. For example, writing dobutamine and 
dopamine as DOBUTamine and DOPamine. There is no specifi c UK guidance on tall 
man lettering; however, a list of drugs that can be renamed with tall man lettering is 
available online from the U.S. Food and Drug Administration.

Patient name

Drug name

Drug strength

Drug formulation

Quantity

Expiry date

Creating a positive safety culture

Thankfully, most medication errors do 
not result in serious harm. Many are ‘near 
misses’, where the error almost happened 
but was identifi ed before the medication 
was given. Even when no patients are 
harmed, making a medication error can 
feel awful and impact a veterinary team 
member’s confi dence. How we respond 
to colleagues when they have made an 
error is vitally important, to provide 
reassurance that mistakes are part of 
being human in a complex environment 
and acknowledge the impact that human 
factors such as stress, fatigue, distraction and cognitive bias can have on clinical
practice. We want to create a positive safety culture that includes a high level of 
psychological safety where our teams feel comfortable to report and discuss errors, 
and where people collaborate to learn from them to drive improvement.  

Refl ective practice can also be helpful for individuals and groups to engage in a 
process of continual learning and adaptation. I encourage the use of Gibbs’ refl ective 
cycle as a prompt tool to help someone refl ect on a situation in clinical practice, to 
analyse and understand what went well and what they might do diff erently should a 
similar situation happen again.

By implementing these strategies, veterinarians and veterinary nurses can 
signifi cantly reduce the risk of medication errors, ensure the safety and well-being of 
their patients and foster a culture of learning and continuous improvement.

Figure 1 - Gibbs’ 
Refl ective Cycle.  
From “Learning by 
Doing” by Graham 
Gibbs. Published by 
Oxford Polytechnic, 
1988.

Check the...
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In this case we maintain CO, managing heart rate and stroke volume 
(this includes preload, contractility and afterload). 

Systemic vascular resistance infl uences afterload – in patients with MMVD they do 
not tolerate large increases in afterload (vasoconstriction). For this reason, we may 
avoid alpha 2 agonists as a premedication. In order to maintain suffi  cient MAP we will 
manage heart rate within a range very close to the patient’s pre-anaesthesia rate.

Almost all medications we administer have an eff ect on the cardiovascular system. 
We start our plan by assessing any current medications the patient is taking. It is 
common for patients with MMVD B2 to be recommended a drug called pimobendan. 
It is an inodilator that increases contractility and reduces afterload, another term 
used also known as systemic vascular resistance.

Anaesthesia Plan

The anaesthesia plan for MMVD patients often involves opioid premedication 
to minimise cardiovascular side eff ects. A benzodiazepine co-induction can 
provide muscle relaxation and reduce vasodilation. Preoxygenation is essential to 
off set respiratory depression and support post-induction apnoea. While inhalant 
anaesthetics are common, total intravenous anaesthesia (TIVA) may be considered 
to avoid fl uid overload.

Continuous monitoring of vital signs, including capnography, pulse oximetry, 
electrocardiography, and blood pressure, is crucial. Maintaining normothermia is 
essential to prevent complications like bradycardia and vasodilation.

Recovery and Handover

The recovery phase is equally important. As the patient regains consciousness, careful 
monitoring and support are vital. Oxygen therapy, continued warming, and close 
observation of vital signs are essential. Eff ective communication and collaboration 
with the ward team ensure a smooth transition.

Being an anaesthesia nurse is incredibly rewarding. Our knowledge, skills, and 
dedication contribute signifi cantly to patient care. By working closely with 
veterinarians and other healthcare professionals, we can provide exceptional care 
for patients with cardiac disease.

Anaesthesia for a Patient 
with Cardiac Disease 
(Myxomatous mitral valve 
disease (MMVD)
As told by Anaesthesia Nurse, Denise Tonry
NCert Anaesthesia, VNECC, VTS (Anaesthesia & Analgesia)

Anaesthesia nurses play a pivotal role in caring for patients 
with cardiac disease, particularly those with MMVD. Our deep 
understanding of anaesthesia and close collaboration with vets 
enables us to provide optimal care throughout the patient’s journey.

Pre-assessment 

This consists of introducing yourself to your patient, spending some 
minutes when appropriate in a calm environment with the aim of building 
a relationship with them. As we know this contact releases our ‘feel-good’ 
hormone for both us and our patients allowing us to have feelings of 
connection. 

We meticulously review their history, clinical updates, and test results. 
Building a rapport with the patient is crucial, as it can reduce anxiety 
and facilitate a smoother procedure. A thorough physical examination, 
including heart and lung auscultation, pulse palpation, and vital signs 
assessment, is essential. Our fi ndings, along with the patient’s medication 
history, inform the anaesthesia plan and ASA grading.

Our patient has a grade three heart murmur with PMI over the left apex, 
an echocardiogram concluded that the patient has MMVD (Stage B2). This 
is a common congenital heart disease of dogs; it is generally chronic and 
progressive with a diagnosis in later life.

Pathophysiology of the condition

For this case I will discuss how I as a nurse would approach the anaesthesia 
of a patient with mitral insuffi  ciency, the understanding of which I’ve 
mostly gained through completing a veterinary technician speciality (VTS) 
in Anaesthesia and Analgesia.

Patients with mitral valve insuffi  ciency experience a volume overload 
in the left atrium, leading to dilation and reduced cardiac output. 
This can manifest in various stages, from asymptomatic to severely 
symptomatic. Maintaining a heart rate close to pre-anaesthetic levels 
and avoiding increased afterload are crucial to support cardiac output.
   
We want to ensure our patient has adequate oxygen content of blood 
and suffi  cient cardiac output. The blood pressure is important as it is 
used as an estimate of changes in CO (cardiac output). The body has an 
integrated autoregulation curve whereby unconsciously they can maintain 
a constant blood fl ow to tissues across a range of pressures. Depending 
on the source this is suspected to be 60-160mmHg. One of our primary 
concerns during anaesthesia of this patient is to maintain a heart rate close 
to pre-anaesthetic heart rate and maintain blood pressure as an indirect 
assessment of cardiac output. A visual approach to the cardiovascular 
system I use for understanding this management under anaesthetic is 
outlined below: 

Stroke volume

(Myxomatous mitral valve 

As told by Anaesthesia Nurse, Denise Tonry
NCert Anaesthesia, VNECC, VTS (Anaesthesia & Analgesia)
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How can The ralph's emergency + Critical care
service help you?
PRESENCE

Our Intensive Care Units are fully staff ed with specialist-
led teams and equipped to provide the monitoring and 
interventions required for the most critical patients at all 
hours of the day and night. This includes 1:1 and advanced 
nursing care. If your patient would benefi t from the 
continuity and expertise of care provided by our ECC 
team, we are here.

MULTIDISCIPLINARY INPUT

The rest of our service teams regularly provide invaluable 
specialised input into ECC cases. It’s comforting to know 
that our critical patients really do have access to a full 
range of expertise right under their nose. And did you 
know we can take on emergency cases on behalf of our 
other services outside of their usual operating hours?

FACILITIES

Our hospital off ers an entirely separate experience for 
dogs and cats, including separate Dog and Cat ICUs. This 
means we can provide our mutual patients with highly 
individualised treatment plans and meet our ISFM Gold 
standard of feline care. We’re equipped for:
• Oxygen supplementation, including via mechanical 

ventilation and high-fl ow oxygen therapy (HFOT)
• Continuous telemetry monitoring of vital parameters
• Constant rate infusions (CRIs)
• Blood product transfusions
• Point-of-care ultrasound (POCUS)
• Placement of all types of catheters, drains and tubes, 

including central lines, arterial lines, chest drains, 
feeding tubes and tracheostomy tubes

• Advanced diagnostic imaging
• And more!

FOR YOUR 
PRACTICE



1. Cardiac
2. Vet
3. Dog
4. Nurse
5. Cat
6. Anaesthesia
7. Endoscopy
8. Ralph
9. Lymphoma
10. Grief
11. Chemotherapy
12. News
13. Oesophagus
14. Safety
15. Referral
16. Oxygen
17. Countersign
18. Bleomycin
19. Ventilator
20. Memorial

Send a photo of your
completed crossword to 

engage@theralph.vet
for a chance to win a £50 

voucher of your choice PLUS 
a £50 donation to a charity of 

your choice.

Time for a mini brain workout with our Autumn edition themed wordsearch. Have a go!

WORDSEARCH
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FOR YOUR CPD FIX...
We’ve nearly always got a CPD 
event coming up! Check out 
theralph.vet/events.

If you can’t make an event, we 
have a library of CPD content 
on our website, just for you.


