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DEPARTMENT OF HEALTH & HUMAN SERVICES 

rQR us POSTAL SERVICE DEl,IVERY 
Office of Laboratory Animal Welfare 
6700B Rockledge Drive, Suite 2500 - MSC 6910 
Bethesda, Maryland 20892-7982 
Home Page: http://grants.nih.gov/grants/olaw/olaw.htm 

DATE: October 17, 2018 

TO: Michael M. Gottesman, M.D. 
Deputy Director for Intramural Research, NIH 

FROM: Director 
Division of Compliance Oversight, OLA W 

PUBLIC HEAL TH SERVICE 
NATIONAL INSTITUTES OF HEALTH 

FOR EXPRESS MAIL 
Office of Laboratory Animal Welfare 
6700B Rockledge Drive, Suite 2500 

Bethesda, Maryland 2081 7 
�: (301) 496-7163 
�: (301)402-7065 

SUBJECT: Animal Welfare Investigation (#014-18)- Animal Welfare Assurance 
A4149-0l [Case 12N] 

The Office of Laboratory Animal Welfare (OLAW) acknowledges receipt of your October 2, 2018 memo 
regarding an incident of noncompliance with the PHS Policy on Humane Care and Use of Laboratory 
Animals at the Office of Research Services/Division of Veterinary Resources. According to the 
information provided, OLAW understands that between the evening of July 30, 2018 and the morning of 
July 31 st two rhesus macaques escaped their caging due to unsecured cage floors and a third escaped due to 
an unsecured cage divider allowing the animal access to an unlocked cage. The three animals fought and 
sustained injuries to the hands, arms, faces, and tongues. They were captured on the morning of July 31st 

and treated. Two additional caged animals were also treated for injuries apparently obtained from 
interactions with the escaped animals. The three animals escaped due to insufficient communication 
between the regular caretaker and temporary replacement staff while the regular caretaker was on vacation. 

Corrective and preventive actions included recommendations from the ACUC subcommittee that cage 
locks be double checked and that all animal caretakers meet with new staff or caretakers covering their 
areas to go over any pertinent information or issues prior to going on leave. It is further understood that the 
unsecured cage floors have been welded in place and that the cage divider was removed for the third 
animal and both cages have been locked. Supervisors will sweep the facilities to look for similar cages with 
removable bottom floors to be repaired. There was an all-staff meeting to review practices for assessing 
cages and locks and staff have been asked to record any cage design flaws and to notify management. An 
ante-room cage has been installed to the back doors of the building to decrease the possibility of an 
escaped animal getting out of the building. 

The actions taken to resolve the issues and prevent recurrence were appropriate and accepted by OLA W. 
We appreciate being informed of this matter and find no cause for further action by this office. 

Sincerely, 

Brent C. Morse, DVM 
Director 
Division of Compliance Oversight 
Office of Laboratory Animal Welfare 
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Mr. Scott Green, Chair, ORS ACUC 
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DEPARTMENT OF HEALTH &. HUMAN SERVICES 

October 2, 2018 

TO: Brent C. Morse, D.V.M. 
Director, Division of Compliance Oversight 
Office of Laboratory Animal Welfare 

FROM: Deputy Director for Intramural Research, NIH 

Public Health Service 

National Institutes of Health 
Bethesda, Maryland 20892 

www.nih.gov 

SUBJECT: Animal Welfare Investigations -Assurance A4149-01 (#014-18) 

This correspondence conveys the results of an investigation by the Office of Research 
Services/Division of Veterinary Resources ACUC, in accordance with Assurance A4149-01 and 
PHS Policy IV.F.3. The adverse event involved a caging design flaw that failed to prevent the 
escape of animals and the subsequent injury of other colony animals. 

The event was first reported to the NIH Office of Animal Care and Use by the DVR Attending 
Veterinarian on August 1, 2018. The details of the ACUC investigation and the corrective 
actions taken by the animal care program are outlined in the attached memorandum. 

Please contact me or Dr. Stephen Denny, Acting Director, Office of Animal Care and Use, if 
additional information or clarifications are required. 

Attachment 

cc: Dr. Wyatt 
Mr. Green 
Dr. Denny 

Michael M. Gottesman, M.D. 
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Date: 

To: 

From: 

Subject: 

DEPARTMENT OF HEALTH &HUMAN SERVICES 

August 23, 2018 

Michael M. Gottesman, MD 
Deputy Director for Intramural Research, NIH 

Scott Green, 
Chair, ORS Animal Care and Use Committee 

NIH Animal Center (Poolesville) Building 104 Incident Summary 
NIH Animal Welfare Assurance# A4149-01 

Public Health Service 

Nallonal Institutes of Health 

Bethesda, Maryland 20892 

This memorandum summarizes findings regarding a report of three NHPs which escaped from 

their cages, leading to injuries to five animals: Two from NIA, two from USAMRIID, and one from 

NIAID-IRF. These animals were on holding protocols. On Thursday, August 2, 2018, the ORS 
ACUC Chair was notified of the incident by the DVR FMB Chief. An ACUC Subcommittee was 
formed on August 7, 2018 to investigate the event, which was also briefly discussed during the 

August 21, 2018 ACUC meeting, 

This report is necessitated due to non-compliance with the Guide, which requires that "The 
primary enclosure should provide a secure environment that does not permit animal escape ... ". 

The DVR ACUC Subcommittee met with the following individuals as part of their investigation: 

NIH Animal Center (NIHAC) DVR Government Facility Manager, NIHAC DVR Facility Veterinarian, 
NIHAC Contract Project Manager, NIHAC Task Manager, two DVR Veterinary Behavior 
Technicians, the government caretaker for Building 104, and two contract caretakers 
responsible for jumping the animals in the absence of the government caretaker. The 

Subcommittee also teleconferenced with the previous NIHAC Facility Veterinarian who provided 
veterinary care to three of the animals following the incident. 

Incident Summary: 

On Monday July 30, 2018, room In building 104 at the NIHAC was jumped by two contract 

caretakers while the regular government caretaker for this room was on vacation. The 
caretakers completed the task and the animals (Rhesus NHPs) were last observed at the 

afternoon feeding around 3:30pm. During the morning check around 7:15am on July 31, the 
government caretaker found three animals had escaped from their cages; the pair 04D240 and 

09U008, as well as a singly housed animal RA0984. The animals appeared to have fought with 
each other sometime following their escape after the Monday afternoon feeding. The escaped 
animals were immediately caught, evaluated by veterinary staff, and sedated for treatment. 
Additionally, after assessing the room, two additional caged animals, ZC44 and ZC09, were 
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noted with injuries presumptively from interactions with the escaped animals and were sedated 
for treatment. 

The Initial pair, 04D240 and 09U008, was being housed in a C-quad designed to have removable 
flooring to allow the entire quad to be opened for paired NHPs or extra space for enrichment 
purposes. However, we were informed that the quad had a design flaw given the manufacturer 
simply duplicated the design of the top two caging with removable flooring when designing the 
bottom two cages. The bottom two cages of the quad should not have been designed with 
removable flooring, thus requiring the flooring to be secured with a chain to avoid the NHPs 
from escaping. 

The new caretakers stated they were unaware of the requirement to chain the floors of the 
bottom two cages (see picture below). The Subcommittee was informed by the government 
animal caretaker that only two Individuals, Including himself, knew the floors at the bottom of 
the C-quad came out if unsecured by a chain and neither of them were at work on July 30. In 
retrospect, the government caretaker could have chained the floors for the bottom cages 
following cage wash. Per conversation at the ACUC meeting, the Subcommittee recommended 
all animal caretakers meet with new staff or caretakers covering their areas to go over any 
pertinent information or issues prior to going on leave, 

The third animal which escaped was housed in a cage of a 6.0 quad which was adjacent to an 
empty cage. He escaped by opening the divider, which had been left unlocked and exiting 
through the empty cage. The caretakers failed to secure the tock as stated on the daily log 
sheets. The Subcommittee recommends a secondary lock check In addition to the caretaker 
signing off on the log sheet. 
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The five adu lt a n ima l s  involved i n  th i s  case belonged to th ree d ifferent Inst itutes ( N IA, N IA ID- I RF ,  

and USAM RI ID )  and s usta ined wounds cons istent w i th  conspecific agg ress ion .  Susta ined Inju ries 
were loca l ized to the hands, a rms, face and tongue and ra nged in severity from m i ld s uperfic ia l  

a bras ions ,  to lacerat ions requir ing sutu re repa i r, and a fractu red fi nger requ i ring am putation. 
A l l  a n ima ls were promptly treated by veteri na ry staff and received anti b iot ics, ana lges ia, a nd 
close mon itor ing as  d i rected by a veteri naria n u nti l  fu l ly hea led .  There was some in it ia l concern 

a bout a loss of a ppetite for three of the f ive monkeys i nvo lved i n  the I ncident, however, after 

rece iv ing d ietary supp lements and enrichment, the five an ima ls we re okay after a few days . 

Fol low ing the event, a l l  a n ima ls In the room were a lso mon itored by DVR Behav ior Staff who 

reported that they noted the room was ratt led and unsett led on Tuesday 7 /31, but okay by 

Friday 8/3 . Specifica l ly, one an ima l  in  the room not d i rect ly i nvo lved in  the event but on 

treatment fo r a bnorma l  behavior was observed to be agitated on Tuesday 7 /3 1, then gradua l ly 
became re laxed after a few days. The Subcomm ittee observed that al l  an ima ls i nvo lved were 
hea led, a ct ive, and  i n  good hea lth on  8/22/18 . 

The previous Fac i l ity Vet rema i ns concerned that the an ima Is cou ld  h ave gotten out of the 
bui ld ing .  She i nd icated the back door in  the room has no a nteroom cage as  with the front door, 

so the escaped a n ima ls cou ld  have exited the ent ire bu i ld i ng give n the emergency exit doors out 

the back ca n not be locked .  Add itiona l ly, wh i le room ·s a level th ree room rest ricted to 
"clean" or un infected an ima ls, the s ituation cou ld have been much worse if th is were a d ifferent 

room where un i nfected an ima ls fought with S IV an ima ls .  The veterin a ry and  behaviora l  staff 
ind icated the need for an imal  ca reta ke rs to "slow down" when checking  cages, and "double and 

tr i ple check locks, etc" . 

Corrective actions ta ken :  

• The two C-quads w ith remova b le f loors have been taken out of c i rcu lation .  After the 

i nvestigations  were completed, th.e floors of these quads were welded In  p lace .  
• Supervisors wi l l  sweep the fac i l it ies to look for s im i l a r  cages with remova ble bottom 

f loors fo r repa i r. 
• The si ngly housed an ima l  was given access to both sides of the  quad ,  and both cages 

have been locked .  
• On  Wednesday 8/1, there was a n  a l l  staff meeting  to review pract ices for assess ing 

cages and locks before and afte r jump ing. Staff h ave been a sked to record a ny cage 
des ign fl aws they see and  wi l l  henceforth not ify management to rep lace/modify a ny 

caging that cu rrently requ i res cha ins  to be secu red .  I n  fact, the Subcomm ittee was 

i nformed that fo l lowing the a l l - h ands staff meet i ng, management was i nformed of a 

flawed cage wh ich was Immed iately fixed ,  
• The fac i l ity recently insta l led a n  ante-room cage to the back doors of Bui ld ing 104 to 

p rovide add it iona l  secu rity and prevent the poss ib i l lty of an escaped a n ima l  gett ing out 

of the bu i ld i ng. 

The Subcomm ittee recommends the creation of a p lan that incorporates an In-depth inspection 
of any new cag ing requ ired for identify ing des ign flaws or a reas of concern prior to plac ing the 

new cagi ng  into c i rcu lat ion ,  A document captu ring a l l  known des ign f laws on  the d ifferent cage 

types wou ld a l so be benefici a l  as a q u ick refe rence. 
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The ORS ACUC reviewed the findings of the subcommittee at its September 18, 2018 meeting 
and believes the corrective actions taken will significantly minimize the possibility of a simila r 
incident occurring in the future. 

The Committee voted unanimously that this incident Is a reportable/non-reportable incident. 
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Morse, Brent (NIH/OD) [E] 

From: 

Sent: 

OLAW Division of Compliance Oversight (NIH/OD) 
Tuesday, October 09, 2018 1:52 PM 

To: 

Subject: 

Denny, Stephen (NIH/OD) [E]; OLAW Division of Compliance Oversight (NIH/OD) 

RE: 4149-01 NIH Animal Incident Report (DVR #014-18) 

Tha nk  you for th is fi na l  report Dr. Denny We wi l l  send an officia l  response soon. Please consider submitting prompt 

pre l iminary reports as was OACU's previous practice . If you have any questions, p lease fee l  free to contact me. 

Best regards, Brent Morse 

Brent C. Morse, DVM, DACLAM 

Directo r 
Division of Compl iance Oversight 

Office of La boratory Animal Welfare 

Nationa l  Institutes of Hea lth 

P lease note that this message and a ny of its attachments are intended for the named recipient(s) on ly and may conta in  

confidential , protected or privi leged information that should not be  d istri buted to  unautho rized individua ls. I f  you have 

rece ived this message in e rror, please contact the sender. 

From: Denny, Stephen (N IH/OD) [E] 

Sent: Tuesday, October 09, 2018 11:39 AM 

To: OLAW Division of Compl iance Oversight (N IH/OD) <olawdco@od.n ih .gov> 

Subject: 4149-01 N IH  Anima l Incident Report (DVR #014-18) 

Dear OLAW/DCO, 
Fina l reports from the N I H  I nstitutiona l  Official and the Office of Resea rch Se rvices - Division of Veterinary 

Resources ACUC addressing a n  an ima l  incident reported to this office on 1 August a re attached . The incident involved 

esca pe of primates from two cages due to caretakers' fa i lure to lock two different caging components after changing the 

cages in  a room for sanitation  purposes. Severa l primates were injured fo l lowing the escape. 

If you have any questions p lease contact me via emai l  or  the phone number l isted below. Thanks, Steve 

STEPHEN L DENNY, DVM, MS, DACLAM I Acting Director, Office of Animal Care and Use I National I nstitutes of Health I Bldg 31-Rm B1C37, 9000 

Rockvi l le Pike, Bethesda, MD 20982 I Phone: (301) 496-5424 I http://oacu.od.nih.gov 

1 

Obtained by Rise for Animals. Uploaded 07/04/2020


