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Liz:

Asian Elephant (F)

Age:
42 years old

Frequency of Recording of Medical Information
Observation and Treatment Records cover a 61/2-year-period, from 1/22/00 to 7/5/06. A total of 11 pdf-file pages of medically-related notes and entries were provided. 

There is a great deal of confusion, overlapping and repetition of information on pdf-file pages 8, 9 and 10, which cover the period July 2000 to March 2001. It should be noted, also, that the information is presented in descending date order (as it is in the other elephants’ records).

There are 6 major chronological gaps, ranging from 110 to 292 days (mean 190.5 days), in the sequence of clinical information given, often during times surrounding clinical problems affecting Liz. There is not a single clinical notation for the years 2002 and 2003, although the log cites routine medical procedures having been performed, such as annual TB tests, fecal parasite examinations and blood samples for routine CBC/Chemistries, vaccinations, etc. This is appalling record keeping, especially when Liz was known to suffer from foot/leg pathologies and anemia. 

Tuberculosis (TB) Testing (Trunk washes)

A total of 7 annual TB tests were performed.

Standard procedure mandates that tuberculosis tests be carried out annually on zoo elephants.  Annual tests comprise collecting trunk washes on 3 consecutive days, and subjecting each to microscopic examination and culture incubation for mycobacterial organisms. Microscopic examination is faster, but much less reliable than culture technique for identifying TB.

Dates of performing the 3-consecutive-day, annual tuberculin tests are recorded in Liz’s Medical Notes for 7 consecutive years (2000-2006). However, test results are supplied, along with the medical records, for only 3 of these 7 years (2004, 2005 and 2006). Furthermore, for only one of these 3 annual tests (2006) are results for each of the consecutive 3 days given; for the other 2 years, only 1 out of 3, and 2 out of the 3 consecutive days’ results available! 

While mycobacteria were consistently absent on microscopic examination (i.e., negative for TB), only 1 (also negative for TB) out of the 3 culture tests could be satisfactorily interpreted. The other 2 tests were unsatisfactory because of culture contamination!

For the year 2004, only 1 out of 3 consecutive days’ test results reported, and for 2005, only 2 out of the 3. While in all tests, microscopic examination was negative for TB, none of the cultures could be interpreted because of contamination.

Thus, in only one culture test was 

Culture contamination negated all other tests taken.

Clinical Observations

Except for minor medical problems, such as a brief period of bilateral eye tearing 

(May 2000), diarrhea due to eating moldy straw (October 2000), a brief favoring of the

left knee (mid-March 2004), a skin rub lesion on the medial metatarsal area of the right

hind leg (September 2004), a brief period of colic caused by consuming gravel (February

2006), the only major health conditions that Liz suffered over the 61/2-year-period

were a chronic foot problem (left carpus), and recurring anemia/leucocytosis.

Injury to Left Carpus

In January 2000, Liz was observed to be stiff in her left carpus, had difficulty

getting up, but was not lame. She was treated with Ibuprofen/Acetominophen for discomfort. There was no indication in the record of the cause of this problem, or whether it might have occurred previously.

The stiffness reappeared in July 2000, for which she was treated with phenylbutazone for the pain.

In February 2001, problems with Liz’s left front foot appeared again, with possible infection at the base of 3rd digit. X-ray examination revealed P3 of D3 was fractured and disintegrating, with significant swelling of the cuticle. The nail broke open, discharging pus. Treatment included topical scrubs and soaks. By mid-March 01, the nail infection was pronounced completely resolved and healed!



No further reference was made to problems with Liz’s left forefoot until mid-March 2004 (It should be repeated that no clinically related remarks appear in the record for the last 9 months of 2001, and the whole of the years 2002 and 2003.), when it was observed that the nail of D3 was cracked, but didn’t look infected. She was treated with Ibuprofen. Within days, she was declared better.
Then, in late January 2006, stiffness again appeared in Liz’s left front foot.

Radiographical examination in February revealed infection of the toes.
No further reference to the toes or carpus was made until mid-March 06, when it was stated that the toes were being treated with coppertox, and improvement was seen.


By late April 2006, however, the stiffness reappeared and was now worse. The nail of D3 was cracked, the tendons tender, and the area swollen. Liz was treated with iodine/Epson salts soaks, and cold water hosing (hydro-treatment), and Ibuprofen. For the first time, the notes stated that Liz was “persistently lame (duration of time not mentioned),” unwilling to flex the distal joint, and needed x-ray examination. The toenail wound was cultured (Morganella sp.). No result of radiographic examination was reported in the records. Within a matter of days, Liz was declared to be doing very well, not swollen or limping, since her toe had been cleaned out. No further reference to the left forefoot was made (Records end 7/5/06).


This is a very disturbing case. Liz is 42 years old. She has had repeated recurrences of left forefoot pathology over the last 6 1/2 years. We know that she has a fractured and disintegrated third phalanx in the middle digit. This will never heal. Infection was determined in her middle toe as early as February 2001, yet the records indicate no follow up for a continuous period of at least 2 years, nine months!  Clear evidence of toe infection again became evident in January 2006. This sort of pathology is enormously difficult to treat in elephants, as the literature makes abundantly clear, yet to fail to maintain frequent and continuous observation and medical recording shows a heartlessness, which I personally find shocking and beyond comprehension.

Recurring Anemia/Leucocytosis


A number of hematological tests taken over the years indicated anemia, with and without accompanying elevation in white blood cell count (Wbc), indicative of systemic infection. Hematocrits (Hct) ranged from 28.6% to 35.6% (moderate to mild anemia) and Wbc counts ranged from 17.4 to 25.1 x 103/µl (suggestive of moderate to severe infection). Yet, references to these hematological results in the medical record are found only in March and May 2004:

3/18/04:
“Will start ‘Red Cell’ (a hematinic medicine used in horses) for mild anemia in near future (my emphasis) when finished with ibuprofen.” 

The only CBC result in the record preceding 3/18/04, was taken 68 days earlier (1/9/04), and indicated moderate infection (Wbc18.3 x 103/µl) and mild anemia (Hct of 35.6%). Yet, only now was this referred to in Liz’s medical record. 

3/24/04:
A CBC taken 6 days later showed a marked infection (Wbc 25.1 x 103/µl) and a moderate anemia (Hct 30.7%). A CBC taken one-month later (4/26/04) indicated a normal white blood cell count but an even more severe anemia (Hct 28.6%). These results are not referred to in the records. 

5/12/04:
The record states, “More lethargic since on Red Cell. . . Discontinue Red Cell.” No indication in records when and for how long anemia treatment given.
The next CBC was not taken until 8/10/05, approximately 15 months later! This

showed a leucocytosis of 19.7 x 10/µl (indicative of systemic infection) and an Hct of

35.5% (mild anemia).

Full Summary of Treatment and Observation Record (Liz)
Date



Comments/Notations.

1/22/00:
Left front leg (possibly) stiff. No lameness walking. (First entry in Med Record, Seems to be first time reported). Observe.

1/25/00:



Stiff/difficulty getting up and down. Treatment:

Ibuprofen/Acetominophen x 2 days.

117-day gap with no clinically related recording.

5/22/00:



Right eye tearing.

5/24/00:



Left eye slight tearing (both eyes affected). Rapid recovery. 

7/18/00
Left front wrist  (carpus?) stiff. Presumably related to previous report. Treated with Phenylbutazone x 3 days.

7/26/00:



Flexing right carpus better (R or L??)

10/21/00:


Loose stool. Moldy straw. (Kala/Malaika had bloat).

110-day gap with no clinically related recording.

2/8/01:
Left front foot, mid digit (D3), possible infection at base. Treatment: Betadine/Epsom Salt soak. (197 days since last comment on foot problem.)

2/9/01:
LFF x-ray. D3, still significant swelling of cuticle (swelling not mentioned before). P3 of D3 fractured, disintegrating.

2/12/01:
Swelling reduced. Tender to touch, but improving. No signs of lameness.

2/14/01:
LFF D3 nail broke open. Discharge of pus. Treatment: continue soak with silver sulfadiazine cream.

2/21/01:
Paired away cuticle abscess. Treatment: Hosed, applied dilute bleach (1:40 dilution). 

3/8/01:



LFF nail infection completely resolved.

3/14/01:



LFF lesion completely healed.

292-day gap with no clinically related recordings during remainder of 2001.






2002:
Only routine medical procedures recorded.






2003:
Only routine medical procedures recorded.

3/12/04: 
Nail, D3 cracked (presume left foreleg).  2% iodine scrub. Doesn’t look infected.

3/18/04:
Stiff left carpus and favoring back left knee when getting up and down. Treat with Ibuprofen. Also, treat with Red Cell for mild anemia in near future (!), when Ibuprofen finished.



According to the Hematology Reports, the last CBC was taken 1/9/04 (68 days earlier!). This showed an elevated Wbc of 18.3 x 10/µl, and a mildly low Hct of 35.6%. Yet there is no indication in the records that any steps were taken to look further into the problem or treat it until now!

3/19/04:



Much better.

3/24/04:



In-house CBC result: Wbc 28.5, PCV 37%.

3/24/04:

IDEXX result: Wbc 25.1, PCV 30.7%. The Wbc value is very high, indicating severe infection. The PCV is mildly to moderately low, suggesting anemia. Yet no record of antibiotic treatment or an immediate follow-up CBC to recheck values! 

4/26/04:
IDEXX result:
Wbc 15.3, PCV 28.6%. (Improvement in Wbc count, but PCV still low). This CBC taken 1 month after first discovering high Wbc and low Hct! No remark made of this in records.

5/12/04:
More lethargic since on Red Cell (???). Discontinue Red Cell. No indication in records when and for how long anemia treatment given. Next CBC not taken until 8/10/05, approximately 15 months later! This indicated a leucocytosis of 19.7 x 10/µl (indicating systemic infection) and an Hct of 35.5% (mild anemia).


133-day gap with no clinically related recording.

9/22/04:
“Doing well???). RHF, med. metatarsal area, small skin lesion (rub from other foot suggested cause). This is the first clinically related recording since 5/12/04.

273-day gap with no clinically related recording.

6/22/05:
Doing well (???). First clinically related notation in approx 9 months.

7/26/05:
LH still peaking. Blood every 5 min for 4 hours (very good for blood draws). Opportunity not taken to recheck Hct or Wbc count for signs of anemia or infection.
8/10/05:
Routine CBC indicated a significantly elevated Wbc of 19.7 (indicative of systemic infection), a moderately low Hct of 35.1, with moderate number of target Rbcs (both latter indicative of anemia), and a serum elevation in CPK (595). No reference to these results is made in the records and no treatment for anemia or infection was given!



218-day gap (6/22/05 – 1/26/06) with no clinically related recording.

1/26/06:
Stiffness in carpals (side not stated, but plural suggests both forelegs). Treatment: Ibuprofen 2-3 days then reevaluate.
1/29/06:



Doing better. No Ibuprofen given.

2/24/06:
Toes left front foot infected, x-rayed. This suggests only left carpal involved (please see remark 1/26/06)  No reference if any treatment given!

2/25/06:
No longer straining to defecate (???). Walked at least 1 hour per day to promote passage of foreign material. Some gravel passed. Eating well, doing better. Re-check in 2-3 days. FIRST MENTION OF THIS ISSUE. No follow up remarks. No reference to toes or carpus!
3/11/06:
Doing well. Treated with coppertox to toes. See improvement. First reference to any treatment for toes since first noted 2/24/06.

4/21/06:
Left foreleg stiff. Stiff few days ago, then improved. Now worse. Treated  with Ibuprofen.

4/27/06:



LFF, D3 nail cracked. Tendons proximal to nail tender. Area

swollen. Treatment: Betadine/Epsom salts soak. Cold HYDRO for swelling. Ibuprofen. Need to x-ray, because PERSISTENTLY LAME – FIRST TIME STATED (unwilling to flex distal joint). Toenail wound cultured.

5/1/06:



LFF, toe improved since cleaning out. Morganella on preliminary.

5/2/06:



Doing very well. No limping, swelling, etc.

5/3/06:



Routine CBC taken (please see results and comment for 5/11/06).

5/11/06:
Latest CBC (presumably taken 5/3/06).  Otherwise good.

6/11/06:
Blood draw for LH every 5 mins for 4 hours. (Opportunity not taken to repeat CBC for anemia and/or infection).

7/5/06:
LAST ENTRY. Blood draw. Result shows elevated Wbc (17.8) which indicates infection, and mild anemia (Hct 36.7). No comment in record.

1
9

