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A 
colleague recently provided 
me with an article describ-
ing a shelter parvo outbreak 
that led to the euthanasia of 
several cats and dogs and the 

closure of the shelter’s adoption program 
for several days. Those quoted in the piece 
included a veterinarian who criticized the 
decision and suggested that the shelter 
could have exercised better options.

The article then described how an-
other shelter in the same community had 
dealt with a disease outbreak very differ-
ently, with no euthanasia and only a short 
cessation of adoptions. 

A close read, however, revealed that 
the first shelter, an overcrowded open-ad-
mission facility, had minimal resources and 
had already filled its small isolation ward. 
Furthermore, private veterinarians had ad-
vised the shelter to euthanize to prevent 
the spread of disease into the community. 

The second shelter, on the other hand, 
had sufficient resources to send some of 
the exposed animals to foster care and to 
isolate and treat the remaining ones. 

It would seem that the revelation of 
the differing circumstances would miti-
gate the damage to the reputation of the 
overburdened shelter, but in such situ-
ations, this is seldom the case. Not ev-
eryone reads the news with attention to 
detail and nuance. Too often, the shelter 
stands condemned. 

Should it? Maybe. But maybe not. I 
imagine some shelters have never dealt 
with full-blown disease outbreaks, but I’m 
guessing that most shelter workers have 
had to at some point. They can be real 
heartbreakers, filled with second-guess-
ing, guilt, and recriminations. I was work-
ing in the ASPCA shelter when canine 
parvovirus first surfaced in the late ’70s. 
While it was difficult to euthanize the 
animals who already had diarrhea without 
knowing whether they had parvo or not, it 

was devastating when we finally decided 
to euthanize the exposed and in-contact 
(but not yet sick) animals to try to save as 
many lives as possible. 

Many shelters these days are dealing 
with canine influenza and other new or un-
familiar problems. Shelters with different 
resources will have different responses, 
and we should be careful not to pass judg-
ment without all the facts. When faced 
with actual scenarios like the ones I’ve 
described, how do we offer an effective 
and constructive analysis rather than con-
demnation and rebuke? Each one of these 
situations should be taken as an opportu-
nity to learn rather than just criticize.

 Let’s look at several points. They may 
seem obvious to some, but I think they 
bear repetition because failure to appre-
ciate these concepts leads to ill will and 
misunderstandings that undermine the 
effectiveness of the overall program. 

Shelter medicine is still a new field, with 
more questions than answers. Enormous 
strides have been made in shelter medi-
cine in the last 10 years, but it is still a 
young specialty. There are still many un-
answered questions about the elements 
of a comprehensive disease control 
program; we do not yet know everything 
we need to about disease transmission, 
shelter design, the impact of stress, 
sanitation protocols, nutrition, and so on. 
Our knowledge is growing so quickly that 
some of the recommendations I made 
fairly recently are no longer valid. 

Shelter medicine, like most fields of 
medicine, is a blend of science and art. 
Innovative research gives us new infor-
mation, old research sometimes gives 
us forgotten but valid data, new diseases 
appear, and old diseases yield some new 
surprises. I know now from research 
that the quaternary ammonium prod-
ucts commonly used to disinfect shel-

ters don’t inactivate parvovirus or the 
Microsporum canis spores that spread 
ringworm. It came as a surprise to dis-
cover that the old calicivirus that causes 
a common “kitty cold” is more resistant 
to routine disinfection than originally 
believed, and it can also result in a new 
sudden death syndrome in cats who’ve 
been previously vaccinated. Coccidia is 
more prevalent than previously believed, 
tritrichomonas fetus is a relatively new 
pathogen responsible for diarrhea in kit-
tens, and many of our traditional thera-
pies are no longer as effective as they 
once were. I shudder to think about how 
many cats are euthanized unnecessarily 
for feline infectious peritonitis (FIP) be-
cause of erroneous information or faulty 
test interpretation. 

Just keeping up with all the informa-
tion that affects the practice of veterinary 
medicine in shelters, let alone finding time 
to implement the changes the information 
warrants, can be a full-time job. Science 
gives us the necessary information, but 
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the art of practicing medicine comes in 
how we apply it to each situation. 

There is no “one size fits all” answer 
to most shelter questions. It is com-
mon knowledge among shelter veteri-
narians that, although we diligently and 
conscientiously share information, what 
works in one shelter may not work in 
another. The fact that we often don’t 
know the scientific or medical reasons 
behind the failure of certain strategies 
can be a huge source of frustration for 
veterinarians and shelter workers alike. 
For example, the bivalent intranasal vac-
cine against the feline herpesvirus and 
caliciviruses that cause upper respira-
tory infections in cats has been credited 
by some veterinarians with saving lives, 
while others believe it has only made mat-
ters worse. Valid theories support both 
points of view, but we still need more re-
search into shelter vaccination strategies.

There are so many variables from 
shelter to shelter that it is often difficult 
to predict beforehand whether a strategy 
will be successful. This leads to a “trial and 
error” approach to the practice of shelter 

medicine that many veterinarians—often 
much to their discomfort—must learn to 
live with. At the same time, shelter staff 
must learn to try to curb their frustrations 
and resist assigning blame. The failure 
of a strategy to accomplish a particular 
goal does not necessarily mean it was the 
wrong one to try; after all, it may provide 
crucial data that eventually lead to a more 
successful approach. 

Some general principles of disease 
management—such as quick physical iso-
lation of animals with infectious diseases, 
vaccination upon or prior to admittance to 
the shelter, routine preventive deworming, 
and stress and noise reduction—are ap-
plicable to all shelters. But others must be 
tailored to a given shelter’s situation. It is 
tempting to criticize a veterinarian’s exper-
tise when another shelter seems to have a 
more successful health care program, but 
the circumstances may be vastly different.

Implementing a successful new shel-
ter health care program requires time, 
teamwork, and mutual respect. Hiring a 
shelter veterinarian is just the first step 
in developing the shelter health care 
plan. Some plans need only a minor ad-
justment, while others need a complete 
overhaul, from architectural redesigns to 
development of new sanitation protocols. 
Managers who hire shelter veterinarians 
should make the boundaries of the deci-
sion-making process clear to everyone 
and prepare the staff for change. Staff 
training should be provided when needed, 
and sufficient time allowed to evalu-
ate the impact of the change. A process 
should be established to discuss legiti-
mate concerns about new procedures, but 
after all the input is evaluated, the final 
medical decision should be made by the 
veterinarian; the veterinarian should be 
entrusted with the same kind of authority 
as any professional hired for her particu-
lar expertise. (I have never understood 
why some shelters hire veterinarians for 
their medical advice and then proceed to 
ignore that advice. But more on this later.) 

By the same token, veterinarians 
should be informed of the limits on their 
input into certain decisions, particularly 
those related to sanitation, behavior, nu-

trition, and euthanasia. These are the 
areas where veterinary input is most likely 
to be rejected, an outcome that would be 
both unfortunate and shortsighted, since 
these are also key elements of successful 
health care programs. Shelter medicine is 
not just about vaccinations, spay/neuter, 
and treatments.

The desire to seek a second opinion is 
not a sign of incompetence. We seem to 
forget sometimes that it is normal and ac-
ceptable in the world of medicine to seek 
a second opinion, and that disagreement 
doesn’t necessarily mean that if one is 
right, the other must be wrong or, even 
worse, incompetent. Shelter veterinar-
ians who opt to confer with other experts 
should be encouraged to do so. For exam-
ple, there are many ways to treat hip dys-
plasia, and the therapy must be designed 
with certain things in mind: the size and 
age of the animal, severity of the disease, 
cost, prognosis, situation at home, and so 
on. Recommendations for surgery also 
depend on many variables. Surgeons 
often make decisions based on what 
works best in their hands rather than fol-
lowing textbook recommendations, so it 
wouldn’t make much sense to get a sec-
ond opinion about a surgery from an inter-
nist with little to no surgical experience. 

That said, it makes sense to con-
sider the source of any opinion; unfor-
tunately, shelters routinely seek second 
opinions from practitioners who lack 
experience dealing with either shelters 
or infectious disease outbreaks. Some 
shelter managers seek several opinions 
until they find the answer they are look-
ing for, right or wrong.  

Making matters even worse, shelter 
staff and veterinarians often lack respect 
and collegiality toward each other—and 
toward those in their own professions. 
Not only do shelters criticize other shel-
ters without knowing all the facts, but 
veterinarians unfortunately do the same 
thing to their colleagues. There is a right 
and wrong way to seek a second opinion. I 
believe the right way is to involve the first 
veterinarian in the decision, and to seek 
the opinion of a professional with exper-
tise in the subject in question. The wrong 
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   way is to exclude the shelter veterinarian 
from the process and simply present her 
with the decision after the fact. 

But remember that even the experts 
disagree! Most of us believe (or at least 
hope) that when experts evaluate the 
same set of data, they will reach the same 
conclusion. Unfortunately, that is not al-
ways the case, particularly with shelter 
medicine. Here are a couple of examples. 

In my reading of several respected 
textbooks, I found three different opin-
ions regarding the length of time that 
parvovirus could be shed from the body 
after infection. This is important data be-
cause recommendations for quarantine 
and isolation periods will vary depending 
on this timeframe. 

Disagreements over the effect of vac-
cination on parvo testing also linger, and 
although we seem to be finally reaching 
a consensus, many veterinarians are still 
debating over how often to vaccinate 
companion animals. And protocols devel-
oped for the private practitioner are often 
not effective in shelters. 

Disagreements over recommended 
protocols may be due to a lack of evidence 
or any number of other reasons, includ-
ing philosophical differences, conflict-
ing study results, varied interpretations 
of the same results, and failure to con-
sider all the circumstances. Regardless 
of the final outcome, all parties should be 
treated with respect when good-faith rec-
ommendations based on the latest data 
are made. There are only a few experts 
in shelter medicine as yet, but the field 
has grown substantially: Large institu-
tions such as Cornell University, Colorado 
State University, Ohio State University, 
the University of California at Davis, 
the University of Illinois, the University 
of Pennsylvania, and the University of 
Wisconsin have shelter medicine pro-
grams or residencies or employ infectious 
disease experts willing to help shelters.

Turning to a column on shelter medi-
cine, many of you would probably prefer 
to read about parvovirus or canine influ-
enza, and may think this was an overly 
simplistic or unnecessary discussion of 
management or communication concerns 

rather than shelter medicine issues. But 
shelter medicine cannot be separated 
from shelter management. Every shelter 
veterinarian I approached for feedback on 
this topic felt there was an urgent need 
for this column.

Here is a typical letter from a shelter 
veterinarian: “I am new in shelter medicine 
and have had my own treatment protocols 
undermined by the staff and volunteers. 
They have been used to the shelter man-
ager running things and making decisions 
about medication or not medicating. Then 
I came along and change is involved. That 
change is hard for staff, ergo, a lot of back-
talk, resistance, and confusion is happening 
as we speak. I am going to have a meeting 
with the manager and really try to open the 
channel of communication. It is definitely a 
communication issue for this shelter.”

When I talk to shelter veterinarians 
about their dissatisfaction and their rea-
sons for contemplating leaving the field, 
the most common complaint I hear is not 
the low salary, the high euthanasia rate, or 
the lack of resources. It is lack of respect 
from shelter staff. Shelter veterinarians 
complain that their expertise is ignored in 
favor of measures proposed by less quali-
fied veterinarians, long-term employees, 
board members, and volunteers. Of course, 
there are two sides to every story. Shelter 
workers complain that veterinarians give 
bad advice, don’t appreciate the years of 
experience of the workers, or don’t under-
stand their particular situation or mission. 

This all has the potential to undermine 
the effort to promote shelter medicine as 
a rewarding and viable career option, an 
outcome that would in turn threaten fu-
ture progress in advancing the medical 
and behavioral care of shelter animals. 
I hope every shelter struggling with its 
shelter medicine program or veterinarian 
will make an honest assessment of pro-
grams and attitudes and see if any of the 
points made here apply. I also hope every 
veterinarian working with a shelter will do 
the same. We must find better ways to 
work together, respect each other’s ex-
pertise, and understand the limitations we 
all face. Failure to do so will only hurt the 
animals in the long run, and that would be 
a tragedy. AS
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