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For best results, feed Metabolic as directed in the feeding guide.
1 Hill’s data on file. Based on current therapeutic products in market.
2Veterinarian-supervised feeding study with 351 client-owned pets; 314 pets completed after 67 days. Data on file. Hill’s Pet Nutrition, Inc.

Weight gain can be a sign of a slowing 

metabolism, which happens naturally over time1

2
Prescription Diet® Metabolic is the only nutrition 

clinically proven to activate metabolism1

Focus your weight conversation 
on metabolism, and make it easier 
for pet parents to commit to weight 
loss success for their dog or cat.

TURN 

OVER AND 
FIND OUT 

MORE.



*Based on a comparison of the current MSRP of canine and feline products
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For more than 60 years, veterinarians have trusted the proven weight 

loss nutrition of Prescription Diet® r/d® for treating their overweight 

patients. And while Prescription Diet® r/d® dry and Royal Canin® 

Satiety® Support dry are both high fi ber and restrictive calorie options, 

Prescription Diet® r/d® is a better value for your clients.

Satisfy the need with Hill’s® Prescription Diet® r/d® — 
your better choice over Royal Canin® Satiety® Support.
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Is there a disconnect between veterinary 

education and the skills needed for everyday 

practice? Our research says yes—new grads 

feel inequipped for a number of key clinical 

and nonclinical areas when they leave school. 

What can bridge the gap? Mentorship! We bring 

you a pep talk and guide rolled into one, with 

supporting data exclusively from dvm360. Plus, 

what several vet schools are doing to make sure 

grads are prepared. 
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help highlight the link 

between animal 

and human health
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IMPORTANT SAFETY INFORMATION: NexGard® (afoxolaner) is for use in 
dogs only. The most frequently reported adverse reactions included pruritus, 
vomiting, dry/fl aky skin, diarrhea, lethargy, and lack of appetite. The safe use of 
NexGard in pregnant, breeding, or lactating dogs has not been evaluated. Use 
with caution in dogs with a history of seizures. For more information, see full 
prescribing information or visit www.NexGardForDogs.com.

Preferred by dogs1 and dog owners2 – 

NexGard® (afoxolaner) makes it easy to protect 

your canine patients against fl eas and four of the 

most common species of ticks in North America.

1Data on fi le at Merial.
2Data on fi le at Merial.  Based on veterinary dispensed dose data.

NexGard is a Merial product.
Merial is now part of Boehringer Ingelheim.

NexGard® is a registered trademark, and FRONTLINE VET 
LABSTM is a trademark, of Merial. ©2017 Merial, Inc., Duluth, GA. 
All rights reserved. NEX18TRADEAD1 (01/18).

Make killing 
fl eas & ticks

Please see brief summary on page 03
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DIRECTOR’S CUT | Kristi Reimer Fender

R
ecently the dvm360 

team moved into a 

swanky new office 

building. For the most part 

the walls are bare, and while 

there’s something to be said for 

the clean, blank-slate look, the 

dearth of animal images is not 

quite the thing for a group of 

pet-loving employees.

So our Fun Committee took 

matters in hand, combining a 

team-building activity with the 

creation of art for our walls. 

Here’s how it worked: We each 

submitted our favorite pet 

photo to a local Wine & Design 

franchise, which turned it into 

a black-and-white canvas ready 

for paint. They provided the 

supplies and the instruction—

“Yes, the eyes look weird at first, 

but once you add the fur it’ll all 

come together”—and we did 

our best to master our insecuri-

ties and get fearless with our 

brush strokes (wine helped).

The results were remarkable. 

The resident designers and 

visually creative types ended up 

with masterpieces, of course. 

But we also discovered art-

ists among us whose identity 

as such had heretofore been 

unknown. Even those of us who 

simply attempted to get blobs 

of paint in approximately the 

right colors in approximately 

the right places had something 

to be proud of (as I am of Lucy 

Jean up there on the right).

Plus, the whole experience 

was downright inspiring. 

Creating something with your 

hands taps into a piece of the 

spirit that nothing else can, 

even if you’re no Van Gogh, 

like yours truly. It was thrill-

ing to see what coworkers and 

friends were capable of. We 

stared intensely at images of 

our pets for two-and-a-half 

hours, trying to do justice to 

their soft fur and soulful eyes, 

and fell even more rapturously 

in love with them as a result.

It occurred to me that this 

would be a fantastic activ-

ity for a veterinary practice to 

undertake. Throw a party, get 

creative, inspire one another 

and maybe even yourself, and 

end up with a whole passel of 

original art for your hospital 

walls. I promise you’ll love it.

Painting pets, building teams
Decorate your practice and uncover hidden talents.
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an iPhone photo 
snapped while Lucy 
was “helping” me 
make the bed. To 
see more from the 
team, visit dvm360 
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 Body Afoxolaner Per Chewables
 Weight Chewable (mg) Administered

 4.0 to 10.0 lbs. 11.3 One

 10.1 to 24.0 lbs. 28.3 One

 24.1 to 60.0 lbs. 68 One

 60.1 to 121.0 lbs. 136 One

 Over 121.0 lbs. Administer the appropriate combination of chewables

CAUTION: Federal (USA) law restricts this drug to use by or on the order of a licensed veterinarian.

Description:
NexGard® (afoxolaner) is available in four sizes of beef-flavored, soft chewables for oral administration to dogs and puppies according to their 
weight. Each chewable is formulated to provide a minimum afoxolaner dosage of 1.14 mg/lb (2.5 mg/kg). Afoxolaner has the chemical composition 
1-Naphthalenecarboxamide, 4-[5- [3-chloro-5-(trifluoromethyl)-phenyl]-4, 5-dihydro-5-(trifluoromethyl)-3-isoxazolyl]-N-[2-oxo-2-[(2,2,2-trifluoroethyl)amino]ethyl. 

Indications:
NexGard kills adult fleas and is indicated for the treatment and prevention of flea infestations (Ctenocephalides felis), and the treatment and control 
of Black-legged tick (Ixodes scapularis), American Dog tick (Dermacentor variabilis), Lone Star tick (Amblyomma americanum), and Brown dog tick 
(Rhipicephalus sanguineus) infestations in dogs and puppies 8 weeks of age and older, weighing 4 pounds of body weight or greater, for one month.

Dosage and Administration:
NexGard is given orally once a month, at the minimum dosage of 1.14 mg/lb (2.5 mg/kg).

Dosing Schedule:

NexGard can be administered with or without food.  Care should be taken that the dog consumes the complete dose, and treated animals should be 
observed for a few minutes to ensure that part of the dose is not lost or refused. If it is suspected that any of the dose has been lost or if vomiting occurs 
within two hours of administration, redose with another full dose. If a dose is missed, administer NexGard and resume a monthly dosing schedule.

Flea Treatment and Prevention:
Treatment with NexGard may begin at any time of the year. In areas where fleas are common year-round, monthly treatment with NexGard should continue 
the entire year without interruption. 

To minimize the likelihood of flea reinfestation, it is important to treat all animals within a household with an approved flea control product.

Tick Treatment and Control:
Treatment with NexGard may begin at any time of the year (see Effectiveness).

Contraindications:
There are no known contraindications for the use of NexGard.

Warnings:
Not for use in humans. Keep this and all drugs out of the reach of children. In case of accidental ingestion, contact a physician immediately.

Precautions:
The safe use of NexGard in breeding, pregnant or lactating dogs has not been evaluated. Use with caution in dogs with a history of seizures (see 
Adverse Reactions).

Adverse Reactions:
In a well-controlled US field study, which included a total of 333 households and 615 treated dogs (415 administered afoxolaner; 200 administered active 
control), no serious adverse reactions were observed with NexGard.

Over the 90-day study period, all observations of potential adverse reactions were recorded. The most frequent reactions reported at an incidence of > 
1% within any of the three months of observations are presented in the following table. The most frequently reported adverse reaction was vomiting. The 
occurrence of vomiting was generally self-limiting and of short duration and tended to decrease with subsequent doses in both groups. Five treated dogs 
experienced anorexia during the study, and two of those dogs experienced anorexia with the first dose but not subsequent doses.

Table 1:  Dogs With Adverse Reactions.

1Number of dogs in the afoxolaner treatment group with the identified abnormality.
2Number of dogs in the control group with the identified abnormality. 

In the US field study, one dog with a history of seizures experienced a seizure on the same day after receiving the first dose and on the same day after 
receiving the second dose of NexGard. This dog experienced a third seizure one week after receiving the third dose. The dog remained enrolled and 
completed the study. Another dog with a history of seizures had a seizure 19 days after the third dose of NexGard. The dog remained enrolled and 
completed the study. A third dog with a history of seizures received NexGard and experienced no seizures throughout the study. 

To report suspected adverse events, for technical assistance or to obtain a copy of the MSDS, contact Merial at 1-888-637-4251 or www.merial.com/
NexGard. For additional information about adverse drug experience reporting for animal drugs, contact FDA at 1-888-FDA-VETS or online at http://www.fda.
gov/AnimalVeterinary/SafetyHealth.

Mode of Action:
Afoxolaner is a member of the isoxazoline family, shown to bind at a binding site to inhibit insect and acarine ligand-gated chloride channels, in particular 
those gated by the neurotransmitter gamma-aminobutyric acid (GABA), thereby blocking pre- and post-synaptic transfer of chloride ions across cell 
membranes. Prolonged afoxolaner-induced hyperexcitation results in uncontrolled activity of the central nervous system and death of insects and acarines. 
The selective toxicity of afoxolaner between insects and acarines and mammals may be inferred by the differential sensitivity of the insects and acarines’ 
GABA receptors versus mammalian GABA receptors.

Effectiveness:
In a well-controlled laboratory study, NexGard began to kill fleas four hours after initial administration and demonstrated >99% effectiveness at eight hours. In a 
separate well-controlled laboratory study, NexGard demonstrated 100% effectiveness against adult fleas 24 hours post-infestation for 35 days, and was ≥ 93% 
effective at 12 hours post-infestation through Day 21, and on Day 35. On Day 28, NexGard was 81.1% effective 12 hours post-infestation. Dogs in both the treated 
and control groups that were infested with fleas on Day -1 generated flea eggs at 12- and 24-hours post-treatment (0-11 eggs and 1-17 eggs in the NexGard treated 
dogs, and 4-90 eggs and 0-118 eggs in the control dogs, at 12- and 24-hours, respectively). At subsequent evaluations post-infestation, fleas from dogs in the 
treated group were essentially unable to produce any eggs (0-1 eggs) while fleas from dogs in the control group continued to produce eggs (1-141 eggs).

In a 90-day US field study conducted in households with existing flea infestations of varying severity, the effectiveness of NexGard against fleas on the Day 
30, 60 and 90 visits compared with baseline was 98.0%, 99.7%, and 99.9%, respectively.  

Collectively, the data from the three studies (two laboratory and one field) demonstrate that NexGard kills fleas before they can lay eggs, thus preventing 
subsequent flea infestations after the start of treatment of existing flea infestations.

In well-controlled laboratory studies, NexGard demonstrated >97% effectiveness against Dermacentor variabilis, >94% effectiveness against Ixodes 
scapularis, and >93% effectiveness against Rhipicephalus sanguineus, 48 hours post-infestation for 30 days. At 72 hours post-infestation, NexGard 
demonstrated >97% effectiveness against Amblyomma americanum for 30 days.

Animal Safety:
In a margin of safety study, NexGard was administered orally to 8 to 9-week-old Beagle puppies at 1, 3, and 5 times the maximum exposure dose (6.3 
mg/kg) for three treatments every 28 days, followed by three treatments every 14 days, for a total of six treatments. Dogs in the control group were 
sham-dosed. There were no clinically-relevant  effects related to treatment on physical examination, body weight, food consumption, clinical pathology 
(hematology, clinical chemistries, or coagulation tests), gross pathology, histopathology or organ weights. Vomiting occurred throughout the study, with a 
similar incidence in the treated and control groups, including one dog in the 5x group that vomited four hours after treatment.

In a well-controlled field study, NexGard was used concomitantly with other medications, such as vaccines, anthelmintics, antibiotics (including topicals), 
steroids, NSAIDS, anesthetics, and antihistamines. No adverse reactions were observed from the concomitant use of NexGard with other medications. 

Storage Information:
Store at or below 30°C (86°F) with excursions permitted up to 40°C (104°F).

How Supplied:
NexGard is available in four sizes of beef-flavored soft chewables: 11.3, 28.3, 68 or 136 mg afoxolaner. Each chewable size is available in color-coded 
packages of 1, 3 or 6 beef-flavored chewables.

NADA 141-406, Approved by FDA

Marketed by: Frontline Vet Labs™, a Division of Merial, Inc.
Duluth, GA 30096-4640 USA

Made in Brazil.

®NexGard is a registered trademark, and TMFRONTLINE VET LABS 
is a trademark, of Merial. ©2015 Merial. All rights reserved.
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  N1 % (n=415) N2 % (n=200)

 Vomiting (with and without blood) 17 4.1 25 12.5

 Dry/Flaky Skin 13 3.1 2 1.0

 Diarrhea (with and without blood) 13 3.1 7 3.5

 Lethargy 7 1.7 4 2.0

 Anorexia 5 1.2 9 4.5

Treatment Group

Afoxolaner Oral active control



We think these issues are critical. So, you’ll find the support 
you need at every Fetch dvm360 conference.
 
What does that look like?

     Sessions where your peers talk openly about the solutions 
    to keep from totally losing it on everyone in their lives

     Opportunities to invest in your emotional health, 
     because sanity is something worth fighting for

     Healthy physical activities that change the 
     way you learn and open your mind to new ideas. 

Money problems

Job performance woes

Relationship struggles

Medical emergencies

Frustrated coworkers

Fractious furballs ...

On any given day, you’re dealing with ...

And you know what? We can’t stand it any longer. 

All that, and the CE you need 

to nurture your mind and get 

back to enjoying your life and 

work. Register today.



Kansas City, August 17-20, 2018

San Diego, December 13-16, 2018

Baltimore,  May 2-5, 2019

Go to fetchdvm360.com to learn more and register.

Join us in

Baltimore
May 2-5, 2019!



CONTENT | Inside

6  |  May 2018  |  dvm360

Vo l um e  4 9 ,  I s s u e  5

MEDICINE360
The small animal section begins after page 34.

M1 | Exotic animal medicine
What does the (pet) fox say? 
Sarah J. Wooten, DVM

M4 | Dentistry
Th e ABCs of veterinary dentistry: ‘N’ is for no 
Jan Bellows, DVM, DAVDC, DABVP, FAVD

M8 | Imaging
One thing you’re getting wrong in feline thoracic imaging

EQUINE360
The equine section begins after page 34.

E1 | Surgery
A guide to regional anesthesia of the head in equine patients 
Nick Carlson, DVM, DACVS-LA, American College of Veterinary Surgeons

E5 | News
What’s old is new: New horse genus emerges through DNA analysis 
Jennifer Gaumnitz

E6 | Business
Th ink small: Companion-animal lessons for equine veterinarians
Kyle Palmer, CVT

PRODUCTS360
40 | Th e latest and greatest veterinary products

New Products Showcase winners from this year’s Global Pet Expo

READER SERVICES
49 | Calendar

NEWS
8 | Parasitology
New York Times puts roundworm 
risks in mainstream spotlight

9 | Veterinary headlines
Walmart will soon off er veterinary care

Americans spent $69.5 billion on 
their pets last year, APPA reports

10 | Hospital design
Th e ark of effi  ciency

14 | Education
Th e bright side of vet life at the 
Veterinary Innovation Summit

35 | Dermatology
Itchy dogs: Which meds to try fi rst?

36 | Parasitology
IDEXX research links tick-borne 
disease exposure, kidney problems

37 | Ophthalmology
Image Quiz: Can you name that 
ophthalmologic condition?

38 | Th e “eyes” have it at the 2018 
Veterinary Innovation Awards

COMMUNITY
26 | Feedback 
No easy answers when owner and
associate disagree on best course

SPECIAL CONTRIBUTORS
27 | The dilemma
Th e double-edged 
sword of social media
Marc Rosenberg, VMD

30 | Old school, new school
Dr. Greenskin is back 
and she’s not backing down
Jeremy Campfi eld, DVM

32 | Can we talk?
‘Start with heart’: Sounds 
nice, but what does it mean?
Michael Paul, DVM

34 | AVMA eye on economics
Veterinary students want business 
education, survey shows
Michael Dicks, PhD

50 | Stampede
Th e bond between horse and boy
Bo Brock, DVM

See Fear Free 
techniques 
in action and 
in person at 
this year’s 
Fetch dvm360 
conferences.

Fear Free—
Live!

»  Didn’t learn it in vet school? You need a 

mentor page 17

»  Where have all the mentors gone? page 20

»   What veterinary schools are doing page 22

»   AAVMC rolls out competency-based 

learning initiaitve page 24

What you didn’t 
learn in vet school

ON THE COVER 

 

Y
ou’ve heard of the Fear 

Free movement. Now 

you’ll have a chance to 

learn from Dr. Jonathan Bloom 

during an interactive Fear Free 

exam experience in the exhibit 

hall. Fear Free, in partnership 

with Animal Arts, has created a 

full-scale low-stress exam room 

in their booth and will have live 

demonstration exams through-

out every 2018 Fetch dvm60 

conference. Th e demonstrations 

will include time for Q&A, so 

bring your questions with you. 

Heading to Fetch dvm360 in 
Virginia Beach soon? Check out 
the demonstrations at booth 421: 

Friday, May 18:

2:50 p.m.

Saturday, May 19:

10:45 a.m.
12:45 p.m.
2:45 p.m.

Sunday, May 20:

10:45 a.m.
12:45 p.m.

Ready to get certifi ed as a Fear 
Free Professional? Use code 

FFDVM360 for a discount on 
your registration fee.



®

®

NEW
IMPROVED

ADVANCED CAREEARLY CARE

Moderate 
protein

Restricted 
phosphorus

P

Restricted 
phosphorus

P

Reduced 
protein

Introducing two stages of kidney care for 

one breakthrough approach to support 

your patients with chronic kidney disease.

WHAT IF…

WE COULD SUPPORT CATS WITH 

KIDNEY DISEASE SOONER?

LEARN MORE ABOUT THIS BREAKTHROUGH 

APPROACH TO KIDNEY CARE.

1-800-222-8387   |   PurinaProPlanVets.com   |   Talk To Your Rep

Purina trademarks are owned by Société des Produits Nestlé S.A. Printed in USA.



KAZLOVA IRYNA/SHUTTERSTOCK.COM8  |  May 2018  |  dvm360

NEWS | Parasitology

New York Times puts roundworm 
risks in mainstream spotlight
A recent report on the prevalence and impact of toxocariasis reminds veterinarians 
to help people see the connection between animal and human health. By Sarah Dowdy

M
illions of children in the 

U.S. have been exposed to 

a parasite that can cause 

respiratory, vision, liver and cogni-

tive problems, according to a New 

York Times article, “The Parasite on 

the Playground.” Yet awareness of this 

issue in the public and among human 

medical professionals remains low. 

How can that be?

The parasitic culprits in question 

are Toxocara canis and Toxocara cati. 

Infected dogs and cats shed Toxocara 

eggs in their feces, which can easily 

find their way into the hands (and, 

eventually, mouths) of children play-

ing in contaminated playgrounds and 

backyards, the Times article explains. 

Once ingested, the eggs hatch and re-

lease larvae into the body, where they 

can find their way into various organs, 

such as the liver, eyes and brain.

Though children are the focus of the 

Times piece, it includes data to show 

that they aren’t the only age group 

affected. According to the results of 

the National Health and Nutrition 

Examination Survey from the Centers 

for Disease Control and Prevention 

published last year in PLoS Neglected 

Tropical Diseases, an estimated 5 

percent of the entire U.S. population 

(roughly 16 million people) have Toxo-

cara antibodies in their blood. Still, re-

search on and interest in toxocariasis is 

lacking. Why aren’t these roundworms 

a household name?

The Times article offers a couple 

of possible explanations. First, the 

infection rate is higher among African 

Americans (7 percent) and those 

living below the poverty line (10 per-

cent). “If this were a disease of wealthy 

kids in Brookline, Massachusetts, and 

Bethesda, Maryland, and Westchester, 

New York, we’d be all over it,” says 

Peter Hotez, MD, PhD, dean of the 

National School of Tropical Medi-

cine at Baylor College of Medicine in 

Houston, in the article.

A recent survey of 21 New York 

City playgrounds found Toxocara eggs 

in nine of them, the article reports. 

Seventy-five percent of Bronx play-

ground samples contained larval-stage 

eggs (which are more infectious). No 

larval-stage eggs were found in Man-

hattan playgrounds.

The second reason offered: Infected 

individuals often don’t have any symp-

toms—or at least ones that are easily 

recognized by physicians.

“Nobody is dying here,” says Dr. Ho-

tez in the article, “but it is potentially 

causing developmental delays that 

are affecting quality of life [by infect-

ing and affecting the central nervous 

system], and the economic impact is 

far greater. It could trap children in 

poverty.” Which, of course, is more 

difficult to prove and quantify, though 

a 2012 study published in the Interna-

tional Journal for Parasitology reported 

that children seropositive for Toxocara 

scored significantly lower on intel-

ligence and achievement tests, even 

after accounting for ethnicity, gender 

and socioeconomic status.

One person not surprised by both 

the prevalence of Toxocara and the 

ignorance surrounding it: Jenifer 

Chatfield, DVM, DACZM, the staff 

veterinarian at 4J Conservation Center, 

an instructor for FEMA/DHS courses, 

and a regional commander for the Na-

tional Disaster Medicine System Team.

“Zoonotic diseases aren’t typically 

at the top of a differential list for 

most human physicians,” Dr. Chat-

field says. “When was the last time 

your doctor asked you about your 

contact with animals? Or your kid’s 

pediatrician asked about your child’s 

contact with animals? Though pets 

continue to climb the social ladder 

and become more integrated into the 

lives of their owners, human medi-

cine remains largely oblivious.”

Dr. Chatfield doesn’t let veterinarians 

off the hook, however: “While stray, feral 

and free-roaming dogs are no longer 

viewed as acceptable by communities, 

stray, feral and free-roaming cats seem 

to be rising in population and popularity. 

These cats may receive some vaccina-

tions, but they aren’t typically receiving a 

monthly dewormer and can be sources of 

zoonotic disease transmission,” she says.

Dr. Chatfield is active in her state’s 

veterinary medicine association and 

uses it as a vehicle for reaching out 

to local medical societies to educate 

human doctors on the impact of 

zoonoses on their profession and the 

community as a whole.

“It never fails that if I’m talking 

about zoonotic diseases from com-

panion animals, such as toxocariasis, 

toxoplasmosis, tick-borne disease and 

cat scratch disease, the ophthalmolo-

gists in the room will come up after my 

lecture and tell me that they’re seeing 

these diseases every day and that 

they’re so glad someone’s talking about 

it,” says Dr. Chatfield. 

Dr. Chatfield describes the vet-

erinarian’s role as “helping clients 

understand how to live safely with the 

animals they love.” She urges veteri-

nary professionals to talk about the 

connection between pets and human 

health during every exam.

If you aren’t sure where to start, 

you can borrow one of Dr. Chatfield’s 

lighthearted approaches: “I sometimes 

begin with something like, ‘I strongly 

recommend that you and your kids 

avoid eating your pet’s poop, but let’s 

remember I’m not just talking about 

the times you know you’re doing it,’” 

she says. “Help your clients be cogni-

zant of how they can unwittingly be 

exposed to zoonotic parasites and how 

to safeguard themselves. Such conver-

sations are especially important if the 

client has small children.”

This includes encouraging hand wash-

ing after touching animals, after spend-

ing time outside and before consuming 

food. Dr. Chatfield also urges parents 

to talk to their children about avoiding 

strange animals (although some parents 

might need to give themselves that same 

speech), and encourages pet owners to 

keep their pets contained (in a home or 

yard and on a leash)—including cats. 

This naturally leads into a discussion on 

the importance of preventives. Monthly 

deworming medication is recommended 

along with heartworm, flea and tick 

preventives. “Regular deworming is 

especially important for young pets, as 

well as those that are particularly active 

and social,” says Dr. Chatfield.

The key is to stress that the pet’s 

health can have a direct effect on the 

health of the client and the client’s 

family. “All veterinarians should view 

themselves as public health veteri-

narians,” says Dr. Chatfield.
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Walmart will soon 
offer veterinary care

P
etIQ, a pet health and well-

ness company, recently 

announced plans to open 20 

VetIQ Petcare clinics in Walmart lo-

cations by the end of May, according 

to a company release.

This isn’t the first partnership be-

tween the two companies, as Walmart 

has carried PetIQ’s products for 

many years. The expanded alliance 

comes after PetIQ’s acquisition of VIP 

Petcare at the beginning of this year 

and is part of PetIQ’s plan to bring 

veterinary services to major retailers 

to gain a larger share of the veterinary 

products and services market—a mar-

ket that is expected to reach $34 bil-

lion by 2021, as reported by research 

company Packaged Facts.

PetIQ says these first 20 clinics are 

only the beginning. The company 

plans to open more than 1,000 addi-

tional clinics in retail-partner locations 

through 2023—driving total net sales 

and adjusted EBITDA margin to more 

than $1 billion and 15 percent, respec-

tively, the release states.

“We believe the combined company 

retail locations we serve represent a 

significant opportunity for us to grow 

our veterinary services offering,” says 

PetIQ’s chairman and CEO Cord 

Christensen in the release. 

The release doesn’t offer specifics on 

where these 20 clinics will be located, but 

it does note that the first two were sched-

uled to open before the end of March.

Americans spent $69.5 billion on  

their pets last year, APPA reports
Spending on veterinary care topped $17 billion, up 7 percent from 2016.

T
he American Pet Products 

Association (APPA) has 

released its latest figures on 

pet spending, with overall spending 

in the pet industry at $69.51 billion 

in 2017, higher than ever before, 

the association reports. This is up 4 

percent from the 2016 figure. About 

a quarter of the total spent—$17 bil-

lion—went to veterinary care.

APPA’s annual report covers pet 

spending in the categories of food, sup-

plies/over-the-counter (OTC) medi-

cations, veterinary care, live animal 

purchases and other services. 

Spending on pet food continues 

to be the highest source of dollars 

spent, with spending on dog food 

specifically making up a majority 

of sales, the APPA says. Interest in 

high-end, premium pet food and 

treats continues to drive spending in 

the pet food category, but as owners 

increasingly value-shop for these 

items, total food spending growth is 

slowing down.

Veterinary care spending remains the 

second-highest source of spending in the 

pet industry at $17.07 billion, up 7 per-

cent from 2016. The APPA anticipates 

6.9 percent growth in 2018 veterinary 

spending, exceeding growth estimates 

for any other category, putting veterinary 

care spending at more than $18 billion 

by the end of the year. 

The third-highest source of spending 

is in supplies and OTC medications, 

which drew in $15.11 billion in 2017, the 

APPA says. Pet technology products, 

which are popular in terms of product 

innovation for pets, are not yet a big 

market share in terms of sales, the APPA 

reports—although it is growing.

The category that saw one of the 

highest-growth percentages was other 

services, which includes grooming, 

boarding, walking, training, pet sit-

ting, yard services and more. It came 

in at $6.16 billion in 2017, up 6.9 

percent from 2016.  

Live animal purchases, for the first 

time in four years, did not decline but 

remained steady at $2.1 billion spent, 

according to the APPA.

PetIQ announces 
plan to open 20 
clinics in Walmart 
locations by the 
end of May.
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The ark of 

efficiency
Noah’s Westside Animal Hospital’s strategy: Increase workflow 
efficiency and decrease the cost of high-quality pet care. By Ashley Griffin

N
o space went to waste in 

this general, emergency 

and specialty veterinary 

hospital in Indianapolis. 

“We hoped to improve efficiency 

and utilization of equipment and 

control the cost of care, which has in-

creased at a rate more than double that 

of inflation over the last several years,” 

says Mike Thomas, DVM, co-owner of 

Noah’s Westside Animal Hospital.  

According to our judges, they 

succeeded. Dr. Thomas’ new 

14,877-square-foot veterinary hospital 

took home a Merit Award in the 2018 

dvm360 Hospital Design Competition. 

Read on to learn three of Noah’s keys 

to efficiency and take home these tips 

to your veterinary hospital.

1 Sharing is caring 
After several remodels over the 

course of more than three decades, 

Noah’s outgrew its original space as 

the practice morphed into a different 

mix of services. In the new hospital, 

the reception area is split into two 

areas, dividing the general practice 

and ER/specialist lobby, waiting and 

check-in areas. 

While these spaces are separate, 

many features are shared in the new 

hospital. For example: 

> Expensive equipment (shared by 

imaging, laboratory and ICU)

> Exam rooms (either hospital can 

become an 11-exam-room practice 

when needed, with five designated 

ER/specialist exam rooms and six 

general practice exam rooms)

> Restrooms and janitorial closet 

(located in clever corner locations)

“The unique layout allows two prac-

tices to share one building and allows 

for better use of personnel, equipment 

and other resources,” the team says.

2 Build the best team
Before you can build a new 

veterinary hospital, first you have to 

build your team: architects, engineers, 

The people have 
spoken!
Congratulations to Veterinary 

Surgical Centers for being 

voted the People’s Choice 

Award winner in the 2018 

dvm360 Hospital Design 

Competition. To learn 

more visit dvm360.com/

peopleschoice.

By the numbers
Noah’s Westside Animal 

Hospital—Indianapolis, Indiana  

Owners: Dr. Mike Thomas, Chad 

Thomas 

Number of doctors: 10 

Exam rooms: 11 

Total cost: $4,726,774 

Cost per square foot: $207.71 

Square footage: 14,877 

Structure type: New, 

freestanding 

Architect: Wayne Usiak, BDA 

Architecture  

Photographer: Jonathan 

Bednarski, Fotovan
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contractors, interior designers—plus 

financial and legal experts. And it’s 

hard to find good help these days, 

which is why Dr. Thomas made sure 

he hired experienced professionals 

who were familiar with veterinary 

hospitals, selecting Wayne Usiak, 

AIA, of BDA Architecture as his 

architect. How do you know if you’re 

hiring the best? Ask for references and 

then check them, Dr. Thomas says.

“A seasoned architecture firm that 

specializes in veterinary hospitals is 

critical,” Dr. Thomas says. “And plan 

for things to take longer and cost more 

than you expect.”  

He says that once the building starts 

coming together, you’ll find things you 

want to change or add. So the more 

you can prepare for these unexpected 

costs ahead of time, the better.  

“Contractors love change orders, 

and they charge copiously for them,” 

Dr. Thomas says. “One contractor I 

heard about has a nice boat called 

‘Change Order.’”

3 Room to grow
A large multipurpose and train-

ing room was a must in Noah’s new 

hospital, and it’s one of Dr. Thomas’ 

favorite features. This space, which 

Attack your project  
from every angle at the 
HospitalDesign360 conference
Plan to attend the 2018 HospitalDesign360 conference (formerly the 

Veterinary Economics Hospital Design Conference) in Kansas City, 

Missouri, Aug. 15-17. 

Gather ideas, learn from the profession’s most noted veterinary design 

experts, and compare your options for design, construction, equipment, 

financing and more with our exclusive hospital design exhibit hall. Visit 

fetchdvm360.com/hd for more information. 

Bonus! Practice owners from both of this 

year’s Hospitals of the Year will be on hand 

to share their secrets.

Flexibility is key: Each general practice exam room comes equipped with computer workstations, fold-up 
exam tables, cheery colors and framed artwork. And with five ER/specialist exam rooms and six general 
practice exam rooms, there are plenty of exam rooms to go around. "This allows for flexibility when one 
practice gets busy, in essence allowing either to become an 11-exam-room practice,” the team wrote in 
their Hospital Design Competition entry.

What a treat: Noah’s spacious treatment area includes custom-designed workstations with both 
ergonomic and storage considerations. “Wet tubs, oxygen and suction drop are all observable from 
the command center so doctors can easily spot patients or technicians in distress or in need of help,” 
Dr. Thomas says.

Generally speaking: Porcelain tile coats the floors, and acoustic tile can be found on the ceilings for 
sound control. Complete with plants, a complimentary coffee station and plush seating, these areas are 
designed to promote relaxation for both clients and patients. “It’s an inviting, soothing space decorated in 
cheery colors and materials,” Dr. Thomas says. “It’s designed for the stressed patient and client, minimiz-
ing hassles and the potential for adding to what may already be a stressful situation.”

Shed some light on surgery: The soft-tissue surgery room features a dedicated HVAC system, an 
imaging keyboard, a wall-mounted monitor and a swinging door for easy access to the room. Exterior 
windows allow some natural light to illuminate surgeries, and a pass-through for packs keeps materi-
als at arm’s length. 



dvm360  |  May 2018  |  13

Hospital design | NEWS

seats more than 100 people, can be 

used to train staff from all of Noah’s 

locations as well as other area veteri-

narians and support staff.

“It can also serve as a community 

resource for civic groups, breed clubs 

or vendor partners, since it can be 

accessed without coming into either 

practice,” Dr. Thomas says. “The room 

demonstrates our practice commit-

ment to training, education and the 

continuous pursuit of improvement.” 

Ashley Griffin is a freelance writer 

based in Kansas City and a former 

content specialist for dvm360.

Want more dvm360 
Hospital Design 
Competition content? 
> Find a list of winners of this year’s competi-

tion and a schedule of when to keep an eye 

out for them to be featured in print and on 

dvm360.com at dvm360.com/2018winners.

> Find out the 2018 People’s Choice Award 

competition winner and see images of all 16 

entrants at dvm360.com/peopleschoice. 

> Keep your eyes open for the 2018 Hospital 

Design Supplement arriving in June with your 

issue of dvm360 magazine for even more great 

design content.

Time for training: The training room is one of Dr. Thomas’ favorite features in the hospital.

All aboard: Upstairs, clients are delighted to find a beautiful, clean boarding area featuring glassed-in runs with solid dividers and 
individual drains. This space opens up to a rooftop relief yard with artificial grass so pets can get some fresh air and exercise.

JORVET SPECIALTY PRODUCTS
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Loveland, CO  80538

(800) 525-5614

www.JorVet.com Info@JorVet.com
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The bright side of vet life at the 
Veterinary Innovation Summit
Promising technologies and ideas abounded at the second annual event. Let’s 
pause a moment to dream of the future—the near future, at that. By Mindy Valcarcel

T
he second annual Veteri-

nary Innovation Summit 

April 6-8 opened with 

Eleanor Green, DVM, DACVIM, 

DABVP, dean of Texas A&M’s 

College of Veterinary Medicine 

and Biomedical Sciences, pro-

claiming her passion for innova-

tion and technology. 

The reasons for Dr. Green’s 

excitement? Innovation offers 

new career opportunities for 

veterinarians, it allows veterinary 

faculty and students to free their 

creativity and it helps the global 

community. “Vets can and do 

change the world every day,” she 

told attendees.

The summit, which hosted 462 

attendees, was presented by the 

NAVC Veterinary Innovation 

Council and Texas A&M. It was 

held on the vet school campus in 

College Station, Texas.

Here are a few highlights from 

the general sessions:

> New imaging technology 

from Scarlet Imaging allows the 

user to see every detail of an 

animal’s vasculature.

> Disaster planning and rescue 

innovations utilized by the Texas 

A&M Veterinary Emergency 

Team during Hurricane Harvey 

helped the operation progress as 

smoothly as possible.

> Providing care to pets in low-

income communities is essen-

tial—David Haworth, DVM, PhD, 

of PetSmart Charities, says 59 

million pets in the United States 

are living in households making 

less than $20,000 a year. These 

people want to be responsible 

pet owners, so they need three 

things, he said: physical access 

to veterinary care, options along 

a spectrum of costs, and general 

education about pet health.

Three applause lines 
from general sessions
To get the feel of a few of the 

other general sessions, take note 

of these comments from speakers 

that sparked instantaneous ap-

plause from the audience: 

“We make better decisions 

when we include everyone.” 

This line from Charlotte Lacroix, 

DVM, JD, of Veterinary Business 

Advisors, occurred during a lead-

ership panel. The audience rapidly 

responded to the clarion call of 

diversity—the desire to make sure 

veterinarians better mirror the 

society they support. Participants 

emphasized that diversity should 

be represented not only in gender 

and race but also socioeconomic 

status and other areas. For ex-

ample, how many first-generation 

college graduates go to veterinary 

school? Diversity brings better 

solutions to veterinary medicine 

as a whole, panelists said. 

“As we leverage technicians 

and nurses, we can compensate 

them better.” This came from 

Bob Lester, DVM, chief medical 

officer of WellHaven Pet Health, 

during a discussion on the future 

of practice models and owner-

ship. This thread of the conversa-

tion focused on why there aren’t 

enough technicians or nurses 

in veterinary practices. Why? 

Because too often they aren’t 

empowered, so they leave the 

profession. The audience indicat-

ed they wanted to help make sure 

veterinary technicians and nurses 

are able to use the skills they’ve 

learned—and earn a living wage.

“We need to start encourag-

ing young people again.” This 

was from Dr. Green on a dis-

cussion about training the next 

generation of veterinary students. 

These days many veterinarians 

are discouraging young people 

from pursuing veterinary medi-

cine as a career. Want proof? In 

2015, a dvm360 survey on veteri-

narians’ job satisfaction showed 

that only 52 percent would 

recommend that their child or a 

friend’s child pursue veterinary 

medicine—down from 76 percent 

in 2005. And according to the 

new Merck Animal Health study 

on veterinarians’ well-being, 

things are getting worse: Only 42 

percent of veterinarians in that 

survey said they would recom-

mend the profession.

Moments from the 
breakout sessions
Innovative ideas were also pre-

sented and dissected by attendees 

during breakout sessions. One of 

the more controversial sessions, 

judging by audience reactions, 

was on AI—artificial intelligence, 

not artificial insemination—and 

the ability to use in-home devices 

like Amazon Echo and Google 

Home to obtain veterinary ad-

vice. Yep, your clients might soon 

be able to ask Alexa, “I think my 

dog might have arthritis. What 

should I do?” 

Ask.Vet is a text chat service 

for pet owners that has collected 

30,000 hours’ worth of conversa-

tions between pet owners and 

veterinarians. From this data, 

Ask.Vet analysts were able to 

determine the most common 

concerns pet owners ask about 

and the terminology they use in 

reference to the problems. They 

then created algorithms to walk 

pet owners through clinical signs 

or behaviors their pet is exhibit-

ing and give recommendations, 

including making an appointment 

with a veterinarian in their area 

to get an official diagnosis and 

treatment recommendations. 

A conversation with an AI 

device might lead to recom-

mendations for pet owners to 

consider a specific diet or drug, 

as it did in the demo: “For dogs 

with joint problems, consider X 

brand food.” No official diagnosis 

or prescription, to be sure—the 

requirement for a veterinarian-

client-patient relationship keeps 

that in check for now. 

About inspiring those 
future vets …
Overall, Veterinary Innovation 

Summit attendees were optimistic 

about the future. Several speak-

ers espoused that this is the best 

time to be in veterinary medicine. 

Attendees who engaged with the 

enthusiasm of Dr. Green and oth-

ers seemed to want to be excited 

about the profession again and 

invite the young into the wonders 

of veterinary medicine.

All of the sessions were held 

in the Veni and Vidi buildings 

of the recently built Texas A&M 

veterinary school complex. 

This Caesarean reference (we’re 

talking ancient Rome here, not 

obstetrics) brings a nice analogy 

to the experience—the attend-

ees came; the attendees saw; the 

attendees are ready conquer and 

love veterinary medicine again.

This pretty girl, Bug, was 
on the edge of her seat 
during the summit. She 

was accompanied by her 
owner, Ken Lambrecht, 

DVM, of West Towne 
Veterinary Center in 
Madison, Wisconsin, 
who held a breakout 

session on how emerging 
technologies for pet fit-

ness and health can help 
manage pet obesity. 

PHOTO BY MINDY VALCARCEL

Your clients might soon be able to ask 

Alexa, “I think my dog might have 

arthritis. What should I do?”
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T
hose of us dvm360 types 

who’ve been hanging around 

veterinarians for a decade or 

two have noticed a refrain emerg-

ing in the past few years from older 

and midcareer practitioners: “Young 

veterinarians just aren’t coming out 

of school prepared to practice.” Th ese 

are often practice owners who follow 

up with something like, “My associate 

wants to refer a toe amputation. It’s a 

toe amputation—come on.” Or, “My 

associate wants to jump straight to an 

MRI and ignore the physical exam. 

Incidentally, he also can’t fi nd his way 

across the street without GPS. I think 

there’s a connection.”

Is this refrain simply a vet-specifi c 

variation on the song of the ages as 

older generations observe younger 

generations fumble their way to 

competence? Maybe the problem is 

societal: Are young people in general 

experiencing a crisis of confi dence 

brought on by a soft upbringing in 

which they never had to solve their 

own problems? Or is something truly 

broken in the veterinary education 

system, causing it to fail graduates, 

the practices that hire them, and the 

patients and clients who ultimately 

depend on them?

While we don’t pretend to get to 

the bottom of all of these ques-

tions, we did take an in-depth 

look at them, pulling the results 

together in this dvm360 

Leadership Challenge on 

what you didn’t learn in vet 

school. Specifi cally, in the 2018 

dvm360 Vet School Survey, we 

asked our readers what they felt 

school had adequately prepared 

them for and where they felt adrift. 

Here’s what the 325 veterinarians 

who responded to our survey felt the 

least prepared for clinically:

> 52 percent felt unprepared to 

handle dentistry.

> 49 percent felt unprepared to 

handle behavior.

> 41 percent felt unprepared to 

handle orthopedic surgery.

> 33 percent felt unprepared to 

handle nutrition.

When it came to nonclinical skills, 

participants were even less confi dent:

> 78 percent felt unprepared to 

handle practice fi nances.

> 73 percent felt unprepared for 

workplace confl ict.

> 73 percent felt unprepared to deal 

with compassion fatigue.

> 72 percent felt unprepared to take 

care of their personal wellness.

> 62 percent felt unprepared to deal 

with diffi  cult clients.

> 51 percent felt unprepared for 

leadership.

> 31 percent felt unprepared to 

handle client communication.

Th e good news is that graduation 

doesn’t mark the end of the learn-

ing experience for veterinarians but 

the beginning of a new phase of 

lifelong professional development. 

And the best way to learn on the job 

is through mentorship (which we 

also asked our readers about—see /

dvm360.com/wherementors).

One of dvm360’s top experts on the 

subject of mentorship is Dave Nicol, 

BVMS, Cert. Mgmt MRCVS, a regular 

Fetch dvm360 educator, author of the 

book So You’re a Vet … Now What? 

and founder of VetX Graduate, an on-

line community for young veterinar-

ians in which they receive mentoring 

services and career acceleration advice 

from “Dr. Dave” himself.

Th is article is adapted from So 

You’re a Vet and several episodes of 

Dr. Nicol’s “Freewheeling” podcast 

(information on VetX Graduate, the 

book and the podcast are all available 

at drdavenicol.com). Without further 

ado, here’s Dr. Dave.

What you didn’t learn in vet school
Our research shows that new grads feel unprepared in a number 
of key areas when they leave school. This dvm360 Leadership 
Challenge, supported by an educational grant from Banfield Pet 
Hospital, examines the problems—and the solutions. By Kristi Reimer Fender
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W
hen I graduated from vet 

school, what you learned 

was what you picked up 

from your boss and other senior role 

models. Not surprisingly, these habits 

weren’t necessarily the ones that would 

lead to a happy and long-lasting career. 

In my case, some of these habits and 

behaviors damaged and limited my 

career, and it took me a long time to 

work out a better way forward.

In veterinary medicine, a happy 

workplace and healthy relationships 

are just as important as solid clinical 

skills. To that end, lean in and listen up, 

because this matters a great deal: It is 

essential that you have a mentor.

There is no expiration date on this. 

I have owned and managed veterinary 

hospitals on two continents. I have 

managed teams of 50 vets. Do you think 

for one second that I’m the finished ar-

ticle? No way. I didn’t fully understand 

the benefit of a mentor until far later in 

life, so if you’re a recently minted veteri-

narian, I hand this gem to you and hope 

you’ll take advantage of some advanced 

warning via my “retrospectoscope.”

Mentors help you navigate your way 

in life. Some are assigned, some come 

free and others you must seek out and 

pay. Here are a few qualities you should 

expect. A good mentor:

> Knows more than you and can 

teach you things.

> Is outstanding at what they do.

> Gives honest advice and feedback.

> Sees your potential but isn’t afraid 

of calling out your BS.

> Has your back but will also push 

you forward.

> Asks you the hard questions 

that will help you unlock the break-

throughs in your life.

> Will pick you up, dust you off and 

help you stand again when life knocks 

you over. (And trust me: If it hasn’t 

happened yet, it will.)

Take my advice: If you’re not cur-

rently in a mentoring relationship, seek 

one out. Identify a good candidate 

(more on this below) and sit down 

with them ASAP to work out a regular 

meeting schedule where you’ll get 

exclusive access to each other’s brain 

for at least an hour every two to four 

weeks (I like two-week intervals best).

And here’s a note to you more 

seasoned docs: Anyone who’s had the 

privilege of working with a great men-

tor would be mad not to offer the same 

support to each and every employee.

So how do you 
find a mentor?
If you want to develop and grow your 

veterinary skills, how do you choose 

a good mentor? We touched on this 

above, but here are some additional 

qualities you should look for:

> They have to care. A good mentor 

has to be concerned about your wel-

fare! Lots of people are knowledgeable 

enough to teach you, but they must 

care enough to spend time with you.

> They have to have time. You can 

work with the most adept clinician in 

the world, but if she’s moving a million 

miles an hour and has no spare time, 

there’s no point hassling her to be your 

mentor. It’s never going to happen.

> They have to display the quali-

ties you want to display yourself. A 

truism of life is that you become the 

sum of the people you spend time with. 

This is especially the case with your 

mentor! I encourage you to choose 

someone who’s emotionally intelligent. 

How do you know who that is? It’s the 

doctor who has a busy day and doesn’t 

freak out. It’s the manager who actually 

enjoys working with the team—and vice 

versa. Emotionally intelligent people 

make relationships look easy.

> They have to see the upside for 

them. A good mentor looks for a good 

mentee: someone who’s interested in 

the subject matter, who shows up and 

is present in the conversation, and who 

asks good questions. There’s nothing 

better as a mentor than working with 

someone who’s eager to learn. So, be a 

nice person to mentor in the first place, 

and you’ll have a much higher chance 

of pairing with someone great.

Didn’t learn it  
in vet school? 
You need a mentor
Actually, everyone needs a mentor. If you already know it all, 
guess what—it’s your turn to mentor someone else (and you’ll 
probably benefit from coaching). By Dave Nicol, BVMS, Cert. Mgmt MRCVS

Mentoring 
topics

Not sure what to talk about in 

your mentoring appointments? 

Here are some topics to con-

sider—these are all areas where 

recent grads need mentoring:

>  How to communicate with 

clients in the exam room

>  How to talk to clients about 

money

>  How to persuade clients to fol-

low your recommendations

>  How to deal with impostor 

syndrome

>  How to do end-of-life-care 

visits effectively

>  How to talk about dentistry
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Having the conversation
Once you’ve identified someone with 

the skills you desire, who treats others 

kindly and who has adequate time, 

show interest in that person. It never 

hurts to give them a compliment.

Let’s say I want to be mentored by my 

friend Emma, who does video work. I 

could say, “Emma, I’ve seen your videos 

on YouTube, and they’re awesome. I 

enjoy watching them and I’ve learned 

a lot. I know you’re super busy—and 

please say no if it doesn’t work; I won’t 

be offended—but I wondered if you 

had a few minutes every so often when 

I could take you out for a coffee and 

you could tell me what I need to do to 

produce amazing videos like you do.”

That’s how I would approach some-

one I wanted to mentor me. Don’t 

spout bullshit, but offer sincere obser-

vations of what you admire. They’re 

going to be flattered by that, and you’ll 

have a foundation for a relationship 

moving forward. If they say no, don’t 

take it personally. Find someone else 

and try again.

Benefits of being a mentor
Sometimes I’m asked if mentoring ben-

efits the mentor as well as the mentee. 

The answer is an unequivocal yes. For 

one, it keeps you honest that your ma-

terial is good. When you’re mentoring, 

you have to make sure that what you’re 

passing on is current, well-researched 

and borne out by your own experi-

ence—in other words, you can say, 

“This works because I’ve done it.” This 

requirement keeps you as the mentor 

developing and growing as well.

Also, the foundation of any relation-

ship is trust. When you’ve got trust, 

you’ve got a great relationship, and a 

great relationship means management 

is easy. When you mentor someone, 

you’re checking one of their big “I need 

this!” boxes. All the data say veterinary 

graduates want clinical and emotional 

support. Mentoring means you care, 

and it will result in above-and-beyond 

levels of commitment and service.

If you want an antidote to toxic cul-

ture and poor practice performance, 

mentorship is it. You have to give to 

get, and what you give is your time, 

expertise and knowledge.

How do I make 
time to mentor?
What do you do if you’re a practice 

owner or leader and you have the best 

of intentions to mentor younger vet-

erinarians—but you just can’t find the 

time? Did you promise your recruits in 

the interview that you’d mentor them 

once they hired on, and now you’re 

struggling to deliver? You’re not alone.

Let’s face it: If we let it, clinical stuff 

will always get in the way of adminis-

trative and business stuff in veterinary 

medicine. When the emergency comes 

through the door or the appointments 

are stacked and waiting, strategic and 

growth-related activities get pushed 

aside. We focus on the urgent and 

ignore the important.

We have to get it in our minds that 

training and development are just as 

important as actually doing the work 

in veterinary practice—if not more 

important. And the best strategy for 

prioritizing mentorship is to put your 

meetings in the daily appointment 

schedule. Then protect time for that 

mentorship meeting like you protect 

time for the operating room.

I know this will cost you money 

because you won’t be seeing patients. 

And your workload will go up, because 

you’ll be doing your job plus some of 

your mentee’s job. But if you ever want 

to stop the revolving door of veterinary 

graduates leaving after 12 months, 

this is what you have to do. When you 

spend time mentoring people, you help 

them feel motivated and loved, and 

you show them they have a place in the 

practice. They feel significant.

Then the magic time machine of 

mentorship starts to kick in. As your 

mentee takes on more skills, they can 

begin to do their job fully. Soon they 

can even take some of your job. As 

your workload starts to decrease, your 

time commitment to the mentoring 

process also starts decreasing. Now 

you can jump off the hamster wheel—

and start looking for other people in 

your practice to mentor!

If you have zero interest in mentor-

ing, don’t force it. If you’re the surgeon 

and you just want to cut all day long, 

fine. But consider this: Most of us in 

veterinary medicine don’t just like 

teaching—we love teaching. We’ve 

been in education for so much of our 

adult lives that it comes naturally. So 

there’s probably someone in your prac-

tice who would love the opportunity to 

mentor someone.

If you do enter into a mentorship 

relationship and make a commitment 

to give someone a piece of your brain, 

you have to stick to that commitment 

or you break a psychological contract. 

It’s not on a piece of paper that you’ve 

signed, but it’s even more important 

than a legal document because it’s 

about trust. Once you break that 

commitment, trust breaks down, and 

people don’t feel growth or support. 

That means they’re going to look for 

someplace else to work.

In summary, mentorship is all about 

support, growth and connection. 

They want it, you can offer it, and it’s 

beneficial to the mentor, the mentee 

and the practice as a whole. When you 

watch your little saplings grow into 

bigger plants, when you put them in 

bigger pots as they grow stronger in 

their skills, you unleash unbelievable 

amounts of vitality into your practice. 

Mentorship is not an easy road, but it’s 

essential to the health of your prac-

tice—and the profession as a whole.

Dave Nicol is 

a graduate of 

Glasgow University 

Veterinary School in 

Scotland. He is the 

founder of the VetX 

Graduate mentoring 

community and a 

regular speaker at the Fetch dvm360 

conferences. It is his personal mission 

to help pets and their people live happy, 

healthy lives by exploring the daily 

challenges we face, creating solutions 

and helping others grow.

Stages of learning and development

Wondering where mentoring fits into a lifetime of career learning? Here’s 

a closer look at where we start with our professional skills and where we 

hope to end up eventually.

1. Unconscious incompetence. This phase is when we’re unaware of 

how much we don’t know. Really, we’re dumb as rocks. If someone is at 

this stage of their veterinary career, they’re being trained, not mentored. 

The trainer tells the trainee exactly what to do and maintains full control 

and final responsibility for the outcome.

2. Conscious incompetence. This is when we’re more aware of what 

we don’t know and we’re open to learning. Somewhere between this 

phase and the next—when we’re consciously incompetent or consciously 

competent—mentoring comes into play. It’s a good time for a mentor to 

practice the progression of “see one, do one, teach one.”

3. Conscious competence. In this phase, we’re able to perform our 

professional skills but we still have to think through each step—they’re 

not yet second nature.

4. Unconscious competence—or, as I like to say, awesomeness! At this 

stage of learning our skills are so ingrained that we can do them without 

even thinking about it.

When someone is at a higher level of skill, whether it’s conscious or 

unconscious, they benefit more from coaching than mentoring. They’re 

innovating and growing, and the coach is just helping them get out of 

their own way. The person being coached has total responsibility for 

the outcome.

MATT VALENTINE/SHUTTERSTOCK.COM
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Source: The dvm360 Vet School 

Survey was sent in March 2018 

to subscribers of dvm360, 

Vetted and Firstline. The survey 

garnered 346 responses with a 

margin of error of 5%.
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Take heart. It’s your turn to be the mentor you want to see in the world.

id you have a mentor in your fi rst job? 

Based on our research, we’d guess many 

of you didn’t. But that doesn’t mean it’s 

too late to turn the tide. 

Th e 2016 Deloitte Millennial Survey shows just 

how vital mentoring is to your new workforce. Ac-

cording to their research, 66 percent of millennials 

expect to leave their jobs by 2020. Th e study also 

indicates it’s a lack of mentorship pushing some mil-

lennials to move on, with 63 percent reporting their 

leadership skills are not being fully developed. Th e 

2018 dvm360 Vet School Survey examined veteri-

narians’ opinions about how prepared they were for 

their fi rst year of practice. Here’s a look at how men-

torship shakes out in the veterinary profession.

The key barriers to mentorship? Many respondents 

reported lack of time and the need to make money 

quickly as factors that prevented more experienced 

veterinarians at the practice from offering mentorship. 

Here’s a look at comments from some respondents 

who did receive mentorship: 

TAMA2U; ROOBCIO; ELINA LI; MHATZAPA/SHUTTERSTOCK.COM

Where have all the

mentors gone

“The first practice I joined advertised itself 

as offering mentorship and then failed 

to follow through, relying instead on trial 

by fire. The lack of guidance to help find a 

good job was part of the problem.” 

“Mentorship was not available at 

the small practice I started work-

ing in. I believe the owner was 

burned out himself and didn’t 

have the bandwidth to mentor.”

“I sought my own mentoring options and was active in or-

ganized veterinary medicine even as a veterinary student. 

I had an amazing mentor in my undergraduate program 

and was introduced to the importance of professional or-

ganizations and networking in my first career, so I sought 

out opportunities myself in vet school and afterwards, 

since nothing was offered to the student body at the time.

“My father and uncle 

were veterinarians, 

so I didn’t miss any 

opportunities.” 

“Mentorship was provided 

by a good boss at my second 

job. He showed me through 

his own personal actions and 

how he practiced to be a 

good veterinarian.”

“Everyone 

was too 

busy and 

overworked.”

36%

64%

Did your first job have any type of mentorship program? 

41%

59%

Have you had any mentorship experience since your first 

job after graduating ?

When asked if veterinary education 

adequately prepared them to be leaders 

in their first year of practice,

of respondents said, 
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What vet schools 
can do
Some schools are 
upgrading their 
curricula to teach 
technical skills 
from day one and 
make soft skills 
mandatory. Is it 
enough to bridge 
the gap between 
ivory tower and the 
practice trenches? 
By Rachael Zimlich

F
or many new veterinarians, 

the real education begins after 

graduation.

 There’s so much knowledge and 

so many clinical skills to be crammed 

into four years of veterinary school, it’s 

no wonder that some new graduates 

are left to learn the bulk of the profes-

sional and personal skills they need in 

practice outside of the classroom. 

Veterinary programs have been 

paying attention, though, and many 

schools are starting to adjust curri-

cula to meet their students’ changing 

needs. From financial literacy to soft 

skills to telemedicine, here’s how some 

veterinary schools are updating their 

programs for a changing profession. 

University of Florida 
certifies veterinary 
business sense 
Veterinarians’ discomfort with the 

business side of veterinary medicine 

has highlighted the need for more 

training in this area 

across the profes-

sion. At the Uni-

versity of Florida 

College of Veteri-

nary Medicine in 

Gainesville, Florida, 

clinical assistant 

professor Martha Mallicote, DVM, 

works on helping students develop 

business skills in veterinary school. 

Although the school has long offered 

certificate programs at the club level, 

the graduating class of 2013 was the 

first to participate in a new veterinary 

certificate offered by the school with 

more rigorous education in both busi-

ness and personal finance.

Dr. Mallicote believes it’s important 

to expand these offerings to veterinary 

students, who struggle to manage their 

school debt and business operations 

later on as practice owners.

“There’s a little bit of fear,” she says. 

“It’s very funny to me how veterinar-

ians and scientists love data, but you 

put a dollar sign in front of it and 

they’re like ‘no way.’”

The program is optional, Dr. 

Mallicote adds, but about a third of 

veterinary students are now earning 

the certificate before graduation. The 

program consists of six courses worth 

10 credit hours offered throughout stu-

dents’ third and fourth years.

It’s too early to say how much the 

program is impacting practice owner-

ship, she says, because many of the 

first graduates with the certificate are 

just four to five years out in practice, 

but the college is starting to collect 

quantitative data. 

Feedback from certificate gradu-

ates does indicate that the coursework 

helped them interview for first jobs or 

negotiate salaries.

“It seems to make them more 

marketable. There 

are a lot of practice 

owners looking 

for people to buy 

into their practice,” 

Dr. Mallicote says. 

“Knowing that you’re 

hiring a graduate 

who’s really interested in buying into a 

practice makes them more desirable.”

These initiatives are applauded by 

University of Florida veterinary school 

dean James W. Lloyd, DVM, PhD. “At 

our college of veterinary medicine, we 

really emphasize day-one competen-

cies—not just clinical skills, but also 

communication, emotional intelli-

gence, management, the ability to work 

in teams and leadership,” Dr. Lloyd 

says. “We teach clinical skills through 

emergency and critical care, primary 

care and dentistry in our hospital as 

well as through practice-based clerk-

ships and shelter medicine, which take 

place in non-academic settings.”

Dr. Martha Mallicote

Dr. Jim Lloyd

Show me 
the money! 

In addition to imparting busi-

ness and personal finance savvy, 

some universi-

ties are also 

looking for 

ways to help 

their gradu-

ates manage 

their enormous 

levels of veteri-

nary student debt—or keep from 

racking that debt up so high in 

the first place.

One example is the University 

of Florida, which is now award-

ing $20 million in veterinary 

scholarships annually—and the 

amount is growing. “A large por-

tion of it is in bequests and it’s 

going to take time to start see-

ing the impact on the debt load 

for individual students,” says 

Patricia Wlasuk, development 

director for scholarship support.

Patricia Wlasuk

DMITRY GALAGANOV/SHUTTERSTOCK.COM
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Lincoln Memorial 
starts technical 
skills training early
At Lincoln Memorial University 

College of Veterinary Medicine in Har-

rogate, Tennessee, faculty are teaching 

and evaluating technical skills through-

out the veterinary program rather than 

waiting until clinical rotations begin.

“Knowledge is key to becoming 

a good practitioner, but it’s not the 

only thing you would need,” says Julie 

Williamson, DVM, 

MS, AFAMEE, the 

school’s director of 

small animal clinical 

skills. “Th e best prac-

titioners are the ones 

who not only have 

clinical knowledge, 

but clinical skills and professional skills, 

and who can work more closely with 

the veterinary care team. … We teach 

clinical skills in a way that allows our 

students to develop skills sequentially.”

To accomplish this, the school 

weaves these skills into early lecture-

based courses, where students are 

presented with opportunities to get 

hands-on experience. Th ey get a 

fi rsthand look at concepts they learn in 

lecture through skills labs and dem-

onstrations that will provide a skill 

base for their later clinical rotations, 

she says. (To see more details on this 

system, see the online version of this 

article at dvm360.com/vetschools.)

“We have [an] expectation for 

students to demonstrate competencies 

before they ever begin their clini-

cal year,” Dr. Williamson says. “We’re 

working to try and fi ll that gap.”

Th e school also is expanding how it 

teaches communication and profession-

al skills so that by graduation students 

are better able to communicate their 

plan of care to pet owners. 

Texas A&M focuses on 
technical skills as well as 
not-so-soft soft skills 
While individual programs are adapting 

to meet changing student needs across 

the country, some schools are taking the 

route of a full curriculum review. Texas 

A&M University’s College of Veterinary 

Medicine and Biomedical Sciences in 

College Station, Texas, recently con-

ducted a major curriculum analysis that 

started in 2014 and was completed with 

cooperation from both short- and long-

term graduates, employers and faculty. 

Th e fi nal result was 

an action report that 

included suggestions 

for closing gaps in 

the school’s cur-

riculum, says Karen 

Cornell, DVM, PhD, 

DACVS, associate 

dean for professional programs, with 

changes rolled out to fi rst-year vet stu-

dents at the start of this academic year.

Th e report suggested more focus on 

preparing students in problem-solving, 

critical thinking and critical reason-

ing. It also indicated a need for better 

communication and other professional 

skills, like fi nancial literacy, she says.

“We also know that wellness is an 

important issue in our profession, 

including work-life balance,” Dr. Cornell 

says. “Th at’s something we took very 

seriously and addressed signifi cantly.”

What changed? Th e school added 

a series of professional and clinical 

skills courses for the fi rst three years 

of the veterinary program with three 

streams—clinical hands-on skills, criti-

cal thinking and professional skills. 

Th e hands-on clinical skills portion 

provides additional training and focus 

on technical profi ciencies for ultra-

sound and physical exam, for example.

For critical thinking, the school 

is using a published model adapted 

for veterinary medicine that helps 

students use a process of reasoning to 

think through cases—instead of pas-

sively absorbing information, she says.

In the third stream for professional 

skills, students learn how to better 

communicate with pet owners and col-

leagues. Students are challenged early 

on to enter a mock exam room and take 

patient histories. Th ey must collect and 

assess information from an actor posing 

as a pet owner to formulate a possible 

diagnosis and explain what’s happening 

with the patient to the layperson.

Th e professional skills stream also 

includes the input of a certifi ed fi nan-

cial planner on personal and profes-

sional fi nance. Topics covered include 

personal budgeting, credit scores, credit 

cards, student loans, personal wellness, 

interviewing skills, contract negotia-

tion and cultural competency in dealing 

with diverse pet owner populations.

“People call these ‘soft skills,’ which I 

think is crazy, because these are profes-

sional skills required of students to be 

successful as professional veterinarians,” 

Dr. Cornell says.

Th e school is also working on a 

plan to incorporate more training on 

telemedicine. Th e plan is to introduce 

and reinforce these concepts early in 

the program, then allow students to 

demonstrate skills by their fourth year. 

Dr. Cornell says veterinarians, like 

physicians, are increasingly being asked 

to deliver care where and how clients 

need it. “I think one of the things we 

need to reinforce is that that we’ve 

moved from doctor-centered care to 

relationship-centered care,” Dr. Cornell 

says. “Working with a client means 

more than just providing direct orders.”

Rachael Zimlich is a freelance writer in 

Cleveland, Ohio, and a former reporter 

for dvm360 magazine.

From the AAVMC 
The AAVMC has developed 

a set of core competencies 

for the benefit of future 

veterinarians. Learn more at 

dvm360.com/AAVMCprep.

Dr. Julie Williamson

Dr. Karen Cornell
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W
ho’s right in this scenario? 

I believe everybody was 

a little bit right—and 

no one 100 percent right. While Dr. 

Greenskin wants the support (and 

revenue) of full diagnostics, Dr. Codger 

wants to please the client and save the 

pet. Either position has merit, but in 

this case, they’re incompatible. I don’t 

believe Dr. Codger should’ve inter-

fered with his associate’s case without 

permission; however, on some level Dr. 

Greenskin was glad of the help.

But primarily I notice that neither 

doctor considered offering options and 

letting the client decide which course 

of action she preferred. I’ve been an ER 

vet for 30 years, and critical scenarios 

with financial constraints are shock-kk

ingly common. Long ago I realized that 

my job, in most cases, is not to take the 

responsibility for decisions away from 

my clients. My job is to fully examine 

the patient, discuss my findings and 

some potential scenarios, tell the clients 

the logical next step(s) and then offer 

options. Ideally, I can offer an aggressive 

plan with diagnostics and the highest 

estimate and the best odds for success, 

as well as a conservative approach with 

symptomatic treatment that is econom-

ical and possibly even a middle-of-the-

road option. Then the client tells me 

what she or he wants to (or can) do.

With this approach, the client is in-

volved in the decision-making process; 

if they opt for the conservative path and 

it isn’t effective, they’re far less likely to 

be angry. They’re less inclined to believe 

we are all heartless money-grubbers, 

they understand that money for diag-

nostics does buy them answers, they 

don’t feel judged if they simply cannot

afford it, and it’s clear whose responsi-

bility this pet’s care truly is.

There are always those cases (severely 

dehydrated diabetic, GDV, collapsed old 

retriever with fluctuant abdomen and 

white gums) where there is no conser-

vative option that carries much chance 

of success and the only humane thing 

to do is euthanasia if the funds aren’t 

available to be aggressive. However, I 

don’t believe there is anything intrinsi-

cally wrong with putting limited funds 

toward treatment rather than diagnos-

tics. In Doornail’s case, I would’ve been 

willing to offer fluids overnight, famoti-

dine and Flagyl, but I would’ve made 

sure the client understood that, without 

diagnostics, we couldn’t say for sure 

what was going on. If he relapses? Well, 

we tried. If the owner reaches euthana-

sia at that point, she knows she tried. 

I tell clients what I can do, the odds of 

success and the cost. They decide.

I do always tell owners if I think the 

pet’s suffering, but what they do is still

their choice. Obviously full diagnostics 

is always great, but, realistically, plenty 

of clients can’t afford that and I wouldn’t 

say they all ought to euthanize. I prefer 

to be able to say exactly what’s going on

(e.g. “It’s renal failure, not pancreatitis”)

and I often can’t give a valid prognosis

without diagnostics, but that doesn’t 

mean there’s nothing I can do to help 

make that patient better—which is why 

I went into this profession.

If you are clear about the level of 

assurance each option offers and docu-

ment that on your record, you shouldn’t 

be at risk for a lawsuit. And by making 

the client a part of my team so far as de-

cisions go, I don’t own every euthanasia. 

I understand that newer graduates 

are often under a great deal of pressure 

to keep their production high. How-

ever, if the only options a client has is a 

high estimate or euthanasia, there will 

be more euthanasias and that’s hard on 

us as well. Even a conservative treat-

ment plan is likely to generate more 

revenue than euthanasia and the client 

is almost always grateful to have had a 

choice. We save a few more lives and 

feel better about looking in the mirror.

—Douglass Hopkins, DVM

Virginial-Maryland Regional College 

of Veterinary Medicine class of 1987

Editor’s note: Read more letters (and 

the column that inspired them) at

dvm360.com/campfieldletters.

Letter to dvm360: No easy 
answers when owner and 
associate disagree on best course
A veterinarian with 30 years of critical care experience adds his perspective to the dilemma 

presented in a recent Old School, New School column. Where do you come down?
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The double-edged sword 

of social media

D
r. Jim Jenkins was a 

cutting-edge practitioner 

who was constantly kept 

busy by a demanding suburban 

community. He loved his patients, 

befriended his clients and had a 

flamboyant personality, to say the 

least. His pet German shepherd fre-

quently roamed the clinic wearing a 

sign that said, “I’m Dr. Jenkins. May 

I help you?”

Dr. Jenkins loved his profession 

and let it be known to all who would 

listen. His practice was active on 

Facebook, Twitter, Snapchat and 

community websites. He constantly 

posted pet-related pictures, health-

care tips and anecdotal tales about 

his veterinary patients.

Dr. Jenkins’ gregarious practice 

style was a hit with many pet own-

ers, but a segment of his clientele 

was less enthusiastic. Recently 

one of the disgruntled clients had 

posted negative comments about Dr. 

Jenkins on Facebook, Twitter and a  

New advances in technology allow for 
connection with clients like never before, 
but what happens when a veterinary 
client vents her frustration online?

Learn about service models, steps to implement 

telemedicine in your practice, using telemedicine in 

the context of the VCPR, and more at 

avma.org/telehealth

TAKE ON TELEMEDICINE

with AVMA guidance



local community website. The staff 

brought this to his attention and 

told him how unfair they thought 

the client’s remarks were.

Dr. Jenkins was livid. How could 

anyone say he was insensitive and—

even worse—unprofessional? Com-

pounding the issue, the comments 

were spread all over social media. 

He wouldn’t take this lying down.

The practice support team and as-

sociates recommended handling the 

situation with restraint. They thought 

it would be best for Dr. Jenkins to cool 

down and then approach the client in 

a professional manner to try to under-

stand the source of her dissatisfaction.

Having the personality he did, Dr. 

Jenkins rejected their advice. He 

wrote a post on his town’s commu-

nity information page rebutting the 

comments made about him there. 

Then he copied his comments to 

his clinic’s Facebook and Twitter 

page. Instead of simply saying he 

was sorry this client felt displeased 

and offering to discuss the issue, 

Dr. Jenkins went on the offensive. 

He stated that he was always sensi-

tive and professional, and anyone 

who thought otherwise had poor 

judgment and probably shouldn’t 

own pets at all.

This social media campaign was 

met with mixed reviews. Local pet 

owners who didn’t know Dr. Jen-

kins and his practice now saw that 

at the very least he was proud and 

volatile—at worst, he was a self-

centered egotist.

It took awhile for the dust to 

settle. The team’s consensus was 

that Dr. Jenkins’ reaction had hurt 

the practice’s image and reputation, 

but the damage wasn’t irreparable. 

Ultimately Dr. Jenkins posted that 

he may have reacted inappropriately.

Dr. Jenkins learned that social 

media posts are like double-edged 

swords. They reach huge audiences 

and can draw a lot of attention—

but they also create self-inflicted 

wounds if not used with care.

What do you think of Dr. Jenkins’ 

actions? Would you have handled 

the situation differently? Let us 

know at dvmnews@ubm.com.

Dr. Rosenberg’s response
Veterinarians in busy clinical prac-

tices must have thick skin. We are 

often faced with emotionally volatile 

clients—we see them when they’re 

dealing with death, painful disease 

and negative family dynamics. In 

these moments pet owners often say 

and do things they later regret. If we 

are to be effective practitioners, we 

must act professionally and not be 

drawn into the chaos.

Dr. Jenkins is not an unusual prac-

titioner. He’s proud, committed and 

sensitive. He clearly overreacted and 

paid the price. If you don’t want to 

occasionally be yelled at, insulted or 

otherwise confronted, you’re in the 

wrong profession. This is the price we 

pay for helping animals that can’t help 

themselves, and we also experience the 

rewards that come along with this care. 
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Dr. Marc Rosenberg is director of 

the Voorhees Veterinary Center in 

Voorhees, New Jersey. Although many 

of his scenarios in “The Dilemma” are 

based on real-life events, the veteri-

nary practices, doctors and employees 

described are fictional.

What’s the dilemma?
Want to read more from Dr. 

Rosenberg’s series? You can 

start from the beginning 

or pick your favorites at 

dvm360.com/Rosenberg.

Social media 

posts are like 

double-edged 

swords. They 

reach huge 

audiences and 

can draw a lot of 

attention—but 

they also create 

self-inflicted 

wounds if not 

used with care.
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OLD SCHOOL, NEW SCHOOL | Jeremy Campfield, dvm

Dr. Greenskin is 
back and she’s  
not backing down
Bullies beware. Time away from the veterinary hospital has given 
Dr. Greenskin some gumption, and she’s not afraid to use it.

D
r. Greenskin managed to 

return to the office several 

days ago. After a sudden 

(and mostly unexplained) departure 

from the clinic—and lots of time to 

stew in her tumultuous feelings at 

home—she was convinced she was 

going to walk into an ice-cold work 

environment full of dirty looks and 

rolling eyes. She’d been practicing 

several monologues describing a 

multitude of issues in her home life 

requiring her to take off at the last 

minute, and while not entirely true, 

these manufactured responses were 

her best defense at diverting ques-

tions and stopping gossip.

After all of this fretting, however, 

Dr. Greenskin was completely as-

tounded to find … wait for it … noth-

ing. Absolutely nothing had changed. 

Nobody seemed to even notice that 

Dr. Greenskin had been absent. The 

receptionists were still playing on 

their phones and trading celebrity 

tabloids between rings on the office 

line. The technicians were buzzing 

away, getting things ready for the day 

while making the most not-suitable-

for-work jokes imaginable. 

ILLUSTRATION BY RYAN OSTRANDER
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OLD SCHOOL, NEW SCHOOL

The only thing different was that Dr. Codger 

was nowhere to be found. He’d said some-

thing the last time he was at the hospital 

about wanting to learn curling before the next 

Winter Olympics. Despite all of Dr. Green-

skin’s doom-and-gloom thinking, not a single 

zombie was to be found lurking through the 

clinic. (Zombies? Huh? Read the previous 

installment at dvm360.com/zombies.)

Dr. Greenskin’s anticlimactic return has 

given her a dose of reality: Those situations 

that caused her sleepless nights and ongoing 

anxiety? Nobody else in the hospital batted 

an eye. The young doctor wonders if her 

work (and maybe her personal life) would 

perhaps be less stressful if she stopped 

internalizing every conflict as a mortal blow 

to her character and quit blowing every 

little incident out of proportion in her mind. 

Dr. Greenskin is beginning to grasp that 

there’s a balance to be had. Of course, she 

can not be flippant about serious situa-

tions, but maybe the holes in her crisis sieve 

should widen just a smidge.

Dr. Greenskin has fallen back into the 

swing of things without missing a beat and is 

surprised to find she actually missed a few of 

her coworkers. It’s refreshing and relieving to 

be back in the trenches with them. On this 

particular morning, the hospital is running 

like a well-oiled machine with on-time ap-

pointments and consistent team communica-

tion. The day is looking like one of those rare 

days of practice bliss when clients, patients 

and team members are all feeling the mojo—at 

least until after lunch, when the good vibes 

come to a screeching halt.

Dr. Greenskin walks by the radiography 

room just as the most senior technician, Mrs. 

Actright, is venting to two of the reception-

ists on break. (Mrs. Who? Find the backstory 

at dvm360.com/fightorflight.) All three are 

having a good laugh at Actright’s rant: “That 

young kid—he thinks he’s so smart with 

all his fresh schooling! I just ate him up for 

breakfast! He doesn’t know how to do any-

thing! You should’ve seen him trying to hit a 

cat vein. He looked terrified—just sweating 

all over the place!”

The trio cracks up as Actright mimics the 

technician’s shaking hands. “I felt so bad for 

that poor pincushion of a cat!” the senior 

technician continues. “Well, who knows what 

happened with that. I had to get out of there 

it was so ugly. Later I sent him to the back to 

clean empty cages so no more animals could 

be harmed by his stupidity.”

Dr. Greenskin appears in the doorway as 

Actright’s mocking monologue comes to a 

close. The technician turns and looks at the 

young doctor without an ounce of remorse in 

her eyes. On the contrary, her haughty glare 

seems to be asking, “What do you have to say 

about it, kiddo?”

Dr. Greenskin gives the two receptionists 

a look that sends them scurrying out of the 

room. Though visibly angry, Dr. Greenskin 

begins speaking firmly and coolly—a combi-

nation she’s never before been able to achieve. 

“What I just heard is extremely disappointing, 

Mrs. Actright, both from a team and a patient 

care perspective,” she says. “Your toxic behav-

ior needs to stop.”

Unmoved by this reproach, Actright sneers, 

“Well I’m not the one that keeps hiring these 

kids fresh out of school. You should go talk to 

the office people!”

Dr. Geenskin ignores the comment and 

continues: “As our senior technician, you 

are expected to step in if you think there’s a 

patient care issue. You are also expected to 

support our younger technicians and coach 

them as needed. I would like for you to 

leave for the day.” She points at the door. “I 

will speak with Dr. Codger, and he will be 

in touch with you.”

Actright’s hackles are up now. “You can’t tell 

me what to do!” she storms. “I’ve been here 

longer than you’ve been alive!”

The doctor is forced to repeat herself with 

more firmness. “Leave for the day,” she says 

in an even tone. “We’re going to have to 

continue this discussion later. I’m the DVM 

in charge, and I don’t want you working with 

my patients today.”

Actright stomps out without another 

word, leaving an eerie quiet and several 

wide eyes in her wake. Dr. Greenskin ad-

dresses the witnesses: “Some things need 

to change around here. We’ll get there. For 

now, let’s finish up our last appointments, 

and I’ll be in touch with Dr. Codger.” Taking 

a deep breath, Dr. Greenskin grabs a chart 

and heads toward the front while two team 

members long oppressed by Actright’s rule 

high-five in celebration.

Is Dr. Codger going to blow his top when 

Actright calls him and goes off (which she 

is doing at this very moment, of course)? 

Will Dr. Greenskin have any footing to hold 

onto as she embarks on this unexpected 

and out-of-character journey? Is she com-

pletely losing her mind, or is she finding 

her voice as a leader? Find out next time, in 

Old School, New School! 

Email us at dvmnews@ubm.com to let us 

know your thoughts on this scenario—and tell 

us how you’ve dealt with these kinds of conflicts 

in your own practice life.

Dr. Jeremy Campfield works in general practice 

in California’s Sacramento Valley. He is an 

avid kiteboarder.
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CAN WE TALK? | Michael Paul, dvm

‘Start with heart’: 
Sounds nice, but what does it mean?
I visited a wonderful human medicine practice that inspires me, and I came across the 
poster that inspires them. Their personable skills are easier to come by than you think.

W
hile the human-animal 

bond is something much 

revered in the veterinary 

world, the bond between a veterinarian 

and a pet owner is just as important. 

I was recently at the Cleveland Clinic, a 

major human medical facility headquar-

tered in Ohio with a location in Weston, 

Florida. Despite the fact that my interac-

tions with staff were often brief and I’d 

meet multiple caregivers in a day, I was 

impressed with the people skills of the 

doctors and nurses. Personal interaction 

with patients was a focus—and it showed.

My experience at this hospital set 

me to wondering: In an increasingly 

uncivil society, how are people skills 

engendered? How are they internalized 

so that they become second nature? 

After all, not everyone is inviting and 

compassionate by nature. Can these 

attributes be developed? Are they skills 

that can be learned? What kind of effort 

is required to cultivate them?

Naturally, this got me thinking about 

the veterinary profession. Anyone who 

works with people as consumers, includ-

ing animal caregivers, knows there are 

frequent times when emotions can get 

the best of our customers—and of us. 

The result is often a loss of any real com-

munication, as both sides tend to focus 

on their own perspective. How can we 

soothe the savage beast of emotion and 

prevent flare-ups of anger and fear?

Constant reminders
While walking through the Cleveland 

Clinic to an appointment, my eye was 

drawn to a large poster that stood out 

from the rest. It was titled “Heart” and 

outlined a few simple steps that help 

build trust and support in interpersonal 

relationships. Some are obvious strate-

gies we all know—others not so much. 

As the poster extolls people every time 

they read it, “Start with heart.” 

I’ve adapted the following steps from 

this program:

When meeting someone new:

>  Introduce yourself with a smile.

>  Engage people with active listening.

>  Let ’em know you’re glad to meet ’em.

> Build rapport.

Rapport is especially important, since 

a relationship with your clients should 

be built on solid connections. So how 

exactly do you build rapport—both in 

that first meeting and over time? Here 

are some suggestions:

> Be genuine, warm and friendly.

> Show interest in them.

>  Compliment them or—better 

yet—the pet.

> Don’t overdo or appear needy.

>  Learn to read people. For example, 

it’s important to know when you 

should say “feces,” when you should 

say “poo-poo” and when you 

should say “s--t.”

>  Be sensitive to issues of age, gender 

and culture.

 
Things don’t always go well
When another person has a concern or 

a problem, remember it’s not always easy 

to voice disappointment without frustra-

tion and anger. Give them a hand.

> Listen to their story attentively.

>  Empathize with them. Don’t try 

to minimize the issue, but try to 

imagine how they feel.

>  If the issue has arisen because of 

something you or your staff did or 

didn’t do, apologize.

>  Address their problem by asking 

what you can do to help or offer a 

suggestion of what you can do.

>  Thank them for being willing to 

talk and share their issue and ask if 

there are other concerns.

After thinking these methods 

through and applying them to your 

everyday experiences in the veterinary 

world, the saying “Start with heart” be-

gins to make much more sense. In fact, 

if you keep at it enough, it might just 

become second nature. With a good 

beginning and a little humility, you’re on 

the path to a long and mutually benefi-

cial relationship. It all starts with heart.

Dr. Mike Paul is the former executive 

director of the Companion Animal 

Parasite Council and a former president 

of the American Animal Hospital 

Association. He is currently the principal 

of MAGPIE Veterinary Consulting. 

He is retired from practice and lives in 

Anguilla, British West Indies.
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Are you a practice 
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AVMA EYE ON ECONOMICS | Michael Dicks, phd

Vet students want 

business education, 
survey shows
F

or quite some time, the veteri-

nary profession has suspected 

that students wanted to learn 

more about personal finance, practice 

finance and general business acumen. 

Questions like, “Will students prioritize 

these topics over other’s in their curric-

ulum?” or, “When and how do students 

want this material delivered?” were still 

left to the imagination. But look no 

further, as we now have answers! 

The data and its precursors
As a brief background, in 2009, two 

veterinarians in academia—Donna Har-

ris, DVM, PhD, and James W. Lloyd, 

DVM, PhD—asked whether schools 

were willing to teach the nontechnical 

skills, knowledge and aptitudes required 

for new graduates to master economic 

success. Their answer was a resounding 

yes.1 Then, in 2012, the Association of 

American Veterinary Medical Colleges 

asked when it was best to teach those 

skills during veterinary school. The 

organization even created a suggested 

syllabus for nonclinical skills and of-

fered suggestions for finding the perfect 

veterinary school financial adviser.2 

But we didn’t feel like this was 

enough—the profession needed more 

data. So, recently, the Student AVMA 

(SAVMA), with the help of the AVMA’s 

Veterinary Economics Division and the 

Veterinary Business Management Asso-

ciation, went hunting for more answers. 

What we found was quite interesting.

The data comes from a May 2017 

survey to all students attending AV-

MA-accredited institutions. Results-

from the 3,060 respondents showed 

a clear demand for financial literacy, 

with about three-quarters of students 

agreeing that a required finance course 

was a good use of their time. As for 

when and how they’d like these classes 

taught, the majority said they wanted 

it every year, face-to-face and incorpo-

rated into the curriculum. That’s right: 

not online or via weekend seminars, 

but in the good ol’ classroom.

On the other hand, although students 

felt most deficient in investing and 

financial planning, contract negotiation, 

and marketing themselves after gradua-

tion, they didn’t think those skills would 

be important to their future employers. 

Thanks to this survey, we have concrete 

data that veterinary students want—and 

will prioritize—financial literacy.

We’ve got data—now what?
First, SAVMA plans to make financial 

education a core value and hopes the 

AVMA Council on Education will 

consider amending accreditation stan-

dards to include business and financial 

classes. Next, SAVMA plans to send 

letters to each veterinary school that 

participated with full survey results 

and tailored data using the school’s 

own students’ input. Deans will be able 

to see what their students are thinking 

and craft a curriculum that answers 

the needs of their own cohort.  

We live in a world of rising tuition and 

increased competition in the market for 

veterinary medicine, where financial sta-

bility for graduates is no longer a guaran-

tee. Making the right financial decisions 

is crucial for better mental health and a 

thriving profession. It might not be the 

duty of schools to teach students finan-

cial literacy, but it is their duty to ensure 

new graduates become high-performing 

veterinarians. For most, school is the last 

bus stop before adulthood and as such 

that responsibility falls on the proverbial 

shoulders of academia.
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Top 7 choices for free lunch hour topic
What would veterinary students cough up a lunch break for? Financial 

literacy was defeated only by internal medicine.

TABLE 1
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Figuring out formats for business classes
Veterinary students were given multiple mediums to choose from, but 

88 percent chose a face-to-face class.

TABLE 2
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A
re pet foxes a thing? My 

daughter sure thinks so. (FYI, 

she’s a passionate 15-year-old 

who hates taking “no” for an answer, so 

methinks if she wants a fox, she’ll get 

one—someday.)

I’ve been seeing domestic fox videos 

pop up in my Facebook feed, and I 

know for a fact that celeb vet Evan 

Antin smuggled a fennec into his dorm 

room while at Colorado State Univer-

sity, so I thought it was time to inves-

tigate this phenomenon. Thankfully, 

Jenifer Chatfield, DVM, DACZM, and 

Olivia Petritz, DVM, DACZM, are on 

board with two different perspectives 

on all things pet fox—and what to do if 

one of these adorable canids shows up 

in your office.

Question: Foxes, eh?
Dr. Chatfield: Domesticated foxes 

have been a thing for a while. They 

haven’t reached fad status like hedge-

hogs yet, but they’re lovely creatures 

and, with proper care and knowledge, 

can make good pets. There are differ-

ent kinds of domesticated foxes that 

people can purchase for their own, and 

they’re all a little bit different. Fennecs 

are super-cute and communicative; red 

foxes are more reserved. And if you 

purchase a Siberian fox, made famous 

by a 2011 National Geographic article, 

the money goes for continued research 

at the Institute of Cytology and Genet-

ics in Novosibirsk, Russia.

Q: What do I do if 
somebody calls and wants 
me to see their pet fox?
Dr. Chatfield: Don’t panic! You will be 

excited. Your staff will be excited. The 

clinic cat will be excited. Even though 

everybody will be excited, you’ll need 

to be in control. Before the client even 

gets to the hospital, you need to:

1) Talk to your staff—this is not a 

dog or a cat; it’s a fox. Be cautious and 

use standard precautions.1 Foxes are 

dang cute, and it’s easy to forget that 

they have teeth and an opinion.

2) Phone a friend—talk with some-

one who has experience. If you don’t 

have a friend to call, get on the inter-

net. The Merck Veterinary Manual has 

some great information.

Q: What states are they 
legal in? Where do we 
go to find out about 
regulatory issues?
Dr. Chatfield: Foxes are typically 

governed under the wildlife regulatory 

body. It’s legal to own foxes in many 

states, and a simple permit may be 

required. Other states have banned ex-

otic pet ownership altogether, so select 

your state of residence wisely! How-
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ever, banned or not, this doesn’t make 

it illegal for you to treat the animal or 

advise the client. Veterinarians are not 

issued judicial robes upon graduation. 

Remember that your role is to keep 

people and their animals safe, not to 

function as the pet police. Encourage 

clients to obtain and hold the right 

permits for their exotic pets, but please 

do not withhold care from a sick ani-

mal simply because you disagree with 

the owner.

Dr. Petritz: This is complicated, and 

laws are constantly changing. Accord-

ing to Faithful Foxes’ website (faith-

fulfoxes.com), foxes are illegal to own 

as pets in several states. I’m assuming 

this is because they’re considered a 

rabies-vector species. Check your 

state and local governments (and 

recommend that clients consult their 

homeowners associations, if appli-

cable) for regulations regarding exotic 

pets. Also, keep in mind that most 

native wildlife—which includes some 

species of fox, but not the fennec—are 

illegal to keep as pets in most states 

without proper permits. You can visit 

animallaw.info for more information.  

Q: How can general 
practice veterinarians 
advise their clients on 
nutrition and feeding?
Dr. Chatfield: Foxes are omnivorous, 

and you can feed them commercial 

dog food. Ask the client what the 

parents were being fed or what the 

breeder recommended to feed if you 

want to gather more information be-

fore making a recommendation.

Dr. Petritz: There are several websites 

that discuss fox ownership (in addition 

to Faithful Foxes’ website, mentioned 

above, see fennecfoxes.net), and the 

authors offer some honest recommen-

dations about fox ownership. In other 

words, they’re blunt about saying it’s 

not for everyone.

Q: What are your 
recommendations for 
wellness care?
Dr. Chatfield: Foxes should be vac-

cinated with the canine rabies vac-

cines, and kits should be 16 weeks old 

before they’re vaccinated for rabies. I 

recommend keeping them on a one-

year rabies vaccine schedule. If the 

fox bites someone, the public health 

department won’t recognize the vac-

cine in most cases and the fox will 

be treated as unvaccinated, so advise 

your client accordingly. It doesn’t 

mean the vaccine doesn’t work in 

these species; it just hasn’t been tested 

and shown to be effective.

Vaccinate against distemper and 

parvovirus on the same vaccine 

schedule as puppies and dogs (eight-, 

12- and 16-week boosters; one-year 

boosters for adults), but don’t use the 

modified live vaccine because it can 

potentiate disease. Use the killed dis-

temper vaccine and stay on a one-year 

vaccination schedule. For intestinal 

deworming, use good ol’ pyrantel 

pamoate—the dog dosage—two doses 

two weeks apart. Unless clinically 

indicated, I avoid fenbendazole as an 

empirical deworming choice as some 

exotic species have demonstrated 

significant sensitivity. Foxes can get 

heartworms and you can dispense 

heartworm prevention extralabel. 

Topical preparations of flea and tick 

medications also can be used off label.

Q: Any behavioral 
recommendations?
Dr. Chatfield: While they can be 

trained to be awake during the day, 

foxes are nocturnal animals. I recom-

mend telling clients to crate-train 

their foxes and not let them roam free 

in the house at night, because while 

they’re friendly, their behavior is still 

unpredictable. Like a cat, a pet fox 

should also have his own space away 

from people.

Q: What about spaying 
and neutering?
Dr. Chatfield: Yes, you can spay and 

neuter foxes just like dogs and cats, 

and it’s recommended to spay or neu-

ter at 6 months of age. Foxes do have 

a scent, and it’s reported to be more 

intense than ferret musk. If you neuter 

them, the smell is less.

Q: What about anesthesia 
recommendations?
Dr. Chatfield: Fowler’s Zoo and Wild 

Animal Medicine has great info for 

veterinary care providers, including 

recommended anesthetic protocols 

for some fox species.2 It also has some 

clinical pathology references.

Q: What if the fox 
bites somebody?
Dr. Petritz: I would recommend that 

if a veterinarian is involved with a fox 

bite (be it a wild or a pet fox), they 

should contact their local public health 

officer. It’s prudent for the owner to be 

aware that if foxes are illegal to own 

as pets in that state or city, reporting a 

bite to a public health officer may re-

sult in confiscation of the animal. Even 

if a fox has been currently vaccinated 

for rabies with a standard canine or 

feline rabies vaccination, this is not ap-

proved for use in any fox species in the 

United States. Therefore public health 

officials may consider that animal not 

fully vaccinated. This is also true for 

most zoo mammals that are vacci-

nated for rabies off label—these cases 

are often handled on a case-by-case 

basis by the veterinarian in charge and 

local public health officers. Side note: 

One of the oral rabies vaccines (bait) 

is approved for use in wild foxes in the 

U.S., but that is not recommended for 

use in pet or zoo-housed foxes. Still, it’s 

something to keep in mind.

Dr. Chatfield: Do the same thing you 

do as with any other bite. Report the 

bite to the public health authority 

or animal control. Tell your bitten, 

bleeding client, “I don’t treat people, 

but you should see someone who 

does. Go see your medical provider. I 

need to report this bite.”

Q: Any final thoughts 
on foxes as pets?
Dr. Chatfield: If you find yourself 

treating these guys, consider joining 

the Association of Exotic Mammal 

Veterinarians (AEMV) for extra sup-

port. Second, while it’s not our job 

to judge whether or not it’s right for 

a client to have a pet fox, it is our job 

to provide adequate healthcare and 

education to that client. We’re not the 

police; we’re veterinarians, and with 

the right mindset we can help clients 

learn to care for and live safely with 

their chosen creature—even if it’s a fox.
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The ABCs of 
veterinary dentistry: 

‘N’ is for no
By nature of the alphabet, we must get through all of the noes 
in veterinary dentistry before we can reach the yeses—but that 
doesn’t mean you won’t feel positively inspired to better your 
dental practices after reading. By Jan Bellows, DVM, DAVDC, DABVP, FAVD

A
s veterinarians, we respond to 

clinical signs in our patients 

and do something about 

them. But knowing what not to do is 

just as important. Here are 14 things to 

say no to in veterinary dentistry:

1. Say no to treatment 
estimates related to oral 
malodor before you’ve 
examined the entire mouth 
(including every tooth).
Quoting a fee (or even a fee range) for 

“bad breath” (halitosis) before you know 

the cause may lead to a disgruntled 

client and an untreated patient once 

you discover that a dozen teeth suffer 

from advanced periodontal disease and 

need to be extracted. Instead, let your 

client know you’ll call while the pet is 

anesthetized to discuss what care the 

pet needs after dental scaling, probing 

and full-mouth intraoral radiographs. 

2. Say no to dental 
procedures without 
general anesthesia.
Anesthesia allows the practitioner 

and assistants to carry out dental 

procedures safely and effectively, 

minimizing the risk of injury to the 

team, equipment and patient. The 

American Veterinary Dental College 

(AVDC) launched a website to deter 

pet owners and veterinarians from 

considering anesthesia-free dental 

cleanings in any context. It advises 

pet owners that “anesthesia-free 

dental cleanings provide no benefit 

to your pet and do not prevent peri-

odontal disease at any level. In fact, 

it gives you a false sense of security 

as a pet owner that because the teeth 

look whiter they are healthier.”

A similar position statement was 

ratified by the American Veterinary 

Medical Association: “When proce-

dures such as periodontal probing, 

intraoral radiography, dental scaling, 

and dental extraction are justified by 

the oral examination, they should be 

performed under anesthesia.” 

3. Say no to dental 
procedures without 
an examination.
In some veterinary clinics, the pet 

owner calls the office to arrange a 

drop-off for a teeth cleaning be-

cause the pet has oral malodor. But 

if your dental assistant only removes 

the pet’s plaque and tartar from the 

crowns without a tooth-by-tooth 

examination, you’ve accomplished 

little besides the cosmetic removal of 

crown debris. Oral malodor occurs 

secondary to food putrefying in peri-

odontal pockets. Unless you treat the 

pockets (through deep scaling and 

root planing, gingivectomy or place-

ment of local antimicrobials into 

cleaned pockets) and institute home 

care, malodor will soon return and 

periodontal disease will progress.

A healthier way to approach den-

tistry with long-term positive results 

is to examine the conscious patient 

first (including the oral cavity), fol-

lowed by a tooth-by-tooth examina-

tion under general anesthesia (with 

probing and intraoral radiology). If 

the tooth and support structures are 

in good shape, move on to the next 

tooth. If not, diagnose the pathology 

and formulate a treatment and pre-

vention plan (Figures 1A-1D).

4. Say no to the following 
phrase: “The patient is 
here for a dental today … ”
When properly performed, what we 

do is a comprehensive oral prevention, 

assessment and treatment visit. If you 

regularly vocalize all of these terms, 

the client develops a better under-

standing of and appreciation for what’s 

involved. Note that prevention is listed 

first. Stressing prevention first will 

hopefully result in less future discom-

fort and fewer extractions.

5. Say no to too many 
dental cases per 
veterinarian per day.
Once the entire team embraces the 

comprehensive oral prevention, 

assessment and treatment concept, 

everyone wins—especially the pa-

tient. And with 42 “patients” in every 

normal dog’s mouth and 30 in every 

normal cat’s, you’ll need to give your-

self a lot of time to properly treat the 

cause of oral malodor.

6. Say no to dental 
procedures without 
patient warming systems.
Small animal dental procedures are 

commonly conducted in an air-

conditioned environment, which 

decreases the patient’s core body 

temperature over time. Dental di-

agnostic and treatment procedures 

can be lengthy, and managing the 

patient’s core body temperature is 

recognized as one of the best ways 
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to minimize the risk of an anesthetic 

complication. Careful monitor-

ing and treatment of falling body 

temperature can help you avoid 

significant physiological and surgical 

complications as well.

The patient’s temperature is moni-

tored through esophageal or rectal 

probes, with the former being a more 

accurate representation of core body 

temperature. Provide a safe method 

of thermal support such as forced air 

and radiant heating systems (Fig-

ure 2). You must take care to avoid 

thermal injury to the skin with other 

types of heating devices.

7. Say no to dental 
diagnostics and 
extractions without full-
mouth radiographs.
Scaling plaque and calculus from 

crowns and probing pockets only 

goes so far. At least 60% of the 

patient’s teeth lie below the gum 

line. Intraoral radiographs are thus 

essential to help you evaluate these 

areas (Figures 3A-3D).

8. Say no to veterinary 
technician extractions.
Some state practice acts allow techni-

cians to extract teeth; however, vet-

erinarians are the only professionals 

allowed to perform animal surgery. 

Surgery is defined as opening a body 

part to treat disease using instruments. 

Operative dentistry is surgery. Our 

veterinary degrees specify veterinary 

medicine, surgery and dentistry, and we 

have the most knowledge and experi-

ence regarding our patients’ anatomy 

and physiology and how their tissues 

react to surgery. None of us would allow 

a human dental assistant or hygienist 

to extract our teeth. Why should it be 

different for veterinary patients?

9. Say no to unsterilized 
and dull instruments.
Can you imagine your dentist opening 

up a drawer and rummaging through 

the instruments inside before dip-

ping them in cold sterile solution to 

extract your tooth? Sterilized packs for 

Figure 1D. Bleeding on probing with 3-mm periodontal pockets; root planing and instillation of local anti-
biotics indicated.

Figure 1C. 12-mm probing depth along the mesial 
aspects of the left maxillary fourth premolar; 
extraction indicated.

Figure 2. Radiant energy warming device (Hot Dog Patient Warming System).

Figure 1A. Periodontal probe before insertion into a dog’s partially erupted left 
mandibular canine.

Figure 1B. 10-mm periodontal pocket; gingivectomy, mucogingival surgery or 
extraction indicated.
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diagnostics (periodontal probe, mir-

ror and curette), extractions (separate 

packs for feline and small, medium and 

large dogs) and oral surgery make great 

sense. To increase efficiency, keep all of 

the instruments you need for a specific 

procedure together in one sterile pouch 

or cassette. Charging a “sterile surgical 

pack fee” easily covers the expense of 

additional instruments and sterilization.

Your instruments need to be sharp, 

too. Before sterilization, sharpen 

your curettes and your wing-tipped 

and periosteal elevators with an oiled 

sharpening stone (Figures 4A-4E).

10. Say no to spring-
loaded mouth gags.
You can insert a mouth prop or lap 

sponge between the maxillary and 

mandibular canines or between the 

cheek teeth to keep the mouth open 

during dental procedures. Placing 

spring-loaded gags between canines is 

not recommended because of poten-

tial iatrogenic damage to the teeth, 

temporomandibular articulation and 

decreased maxillary blood flow to the 

brain. In cats, this decreased cerebral 

blood flow may result in neurologi-

cal impairment, including blindness. 

Alternatively, cut endotracheal tubes 

or syringes will prop the mouth open 

while allowing for flexibility (Figure 5).

11. Say no to tooth 
extractions without 
regional anesthesia 
and postoperative 
pain medication.

Figure 3A. Seemingly normal incisors in a canine 
patient.

Figure 3B. Enlarged root canal and periapical 
lucency consistent with a nonvital tooth in the 
canine patient from Figure 3A; root canal therapy 
or extraction is indicated.

Figure 3C. Advanced periodontal disease in the 
canine patient from Figure 3A affecting the apices 
of the right maxillary fourth premolar and the first 
and second molars; extractions indicated.

Figure 3D. Advanced periodontal disease in 
the canine patient from 3A affecting the left 
mandibular fourth premolar and second and third 
molars; extractions indicated. Stage 3 periodontal 
disease affecting the left mandibular first molar; 
root planing coupled with home care or extraction 
indicated.
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No animals under our care should 

experience pain when it can be 

prevented. The benefits of regional 

anesthesia include decreased pain 

during and after surgical procedures, 

decreased risk of vagally mediated 

reflex bradycardia, lower inhalant 

requirements, and a level plane of 

general anesthesia reducing the varia-

tion of anesthetic depth when painful 

stimulation occurs.

The three most common regional 

blocks in veterinary dentistry are the 

caudal maxillary, infraorbital and 

caudal mandibular blocks. Fre-

quently administered single-agent 

local anesthetics include lidocaine 

and bupivacaine. Many practices use 

a combination of 0.5% bupivacaine 

hydrochloride with epinephrine 

(Marcaine) (1 mg/kg) and lidocaine 

2% (1 mg/kg) in a 4:1 ratio. Mixing 

0.8 ml of bupivacaine with 0.2 ml of 

lidocaine in the same tuberculin sy-

ringe accomplishes the 4:1 ratio. The 

recommended volume for regional 

anesthesia is 0.1-0.3 ml per injection 

site. Maximum patient dosage of this 

mixture is 0.2 ml/kg bupivacaine, 

or approximately 0.25 ml per jaw 

quadrant (in case all quadrants need 

anesthesia for a 5-kg cat or dog).   

Another option is to mix small vol-

umes of an opioid with a local anes-

thetic. Buprenorphine has been shown 

to extend anesthetic duration up to 

threefold compared with bupivacaine 

alone. Small volumes of buprenorphine 

0.003 mg/kg can be mixed with bupi-

vacaine hydrochloride in the patient’s 

regional block volume.

All dogs and cats should receive 

postoperative pain relief medication 

after extractions for at least three days.

Figure 4A. Unsterile surgical instruments; note the 
dog hairs.

Figure 4B. Instruments in the author’s extraction 
pack.

Figure 4C. Cassette with oral surgical instruments.

Figure 4D. Sharpening stone and oil. Figure 4E. Sterile piezo ultrasonic tip.
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It’s time to rethink old habits in 
treating allergic itch.

Visit TheTrueCostOfSteroids.com 
to learn more.

Reference: 1. Data on fi le, Pet Owner Quantitative Market Research, 2013, Zoetis Inc. 

© 2018 Zoetis Services LLC. All rights reserved. APQ-00648
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One thing you’re getting wrong 
in feline thoracic imaging
According to imaging expert Dr. Rachel Pollard, a radiograph 
alone won’t give you the answer you’re looking for when you 
suspect a veterinary patient’s heart is abnormal. 

T
he biggest single problem with feline thoracic imag-

ing? According to veterinary imaging expert and 

Fetch dvm360 conference speaker Rachel Pollard, 

DVM, PhD, DACVR, it’s interpreting whether or not the 

heart is abnormal. And it’s not just a problem for general 

practice veterinarians—radiologists struggle with this too.

“My personal opinion is that unless the patient’s heart 

is enormous on a set of radiographs, it’s almost impos-

sible to know for sure if it’s abnormal or not,” Dr. Pollard 

says. Her advice? Weigh the findings from a physical 

exam as heavily as you do radiographic findings. If 

there’s any question whatsoever, she says you’ll have 

to do an echocardiogram. “That’s just the only way to 

know,” Dr. Pollard explains.

Want to hear more in Dr. Pollard’s own words? Go to 

dvm350.com/pollardimaging.

12. Say no to systemic 
antibiotics—except 
in cases of advanced 
periodontal disease 
or in compromised 
veterinary patients.
Forty years ago, the standard of 

patient care included giving a 

penicillin-streptomycin injection 

after every ovariohysterectomy. Once 

the science proved this wasn’t neces-

sary, the practice stopped. Similarly, 

systemic antibiotics are not indicated 

before, during or after most veteri-

nary dental procedures, other than 

cases of multiple extractions for 

advanced periodontal disease where 

we are removing the cause of the 

problem (such as plaque, tartar and 

periodontally affected teeth).  

However, there does appear to be 

a place for local administration of 

antimicrobials—especially in cleaned 

periodontal pockets less than 5 mm 

(Figure 6).

13. Say no to telling your 
clients to brush their pet’s 
teeth every day. (Really!)
Wait. Did you read that right? No to 

the gold standard of tooth brushing? 

What’s wrong with tooth brushing? 

Simple: Virtually no one does it twice 

a day, or once a day, or even every 

other day, and anything less is worth-

less. So instead of continuing to push 

brushing, recommend twice-daily 

wipes, cotton-tipped applicators (in 

cats) rubbed along the gingival margin, 

and accepted Veterinary Oral Health 

Council products to help decrease the 

formation of plaque and tartar.

14. Say no to forgetting 
to schedule follow-up 
dental examinations.
Removing the plaque and tartar from 

crown and root surfaces and extracting 

teeth affected by advanced periodontal 

disease without periodic home care 

monitoring makes little sense. Plaque 

and tartar will soon return and inflame 

the gingiva. After the comprehensive 

oral prevention, assessment and treat-

ment visit, schedule a follow-up ap-

pointment to discuss a tailored plaque 

control program, including monthly to 

quarterly rechecks, to monitor compli-

ance and efficacy.

Now that the negativity of saying 

no is out of the way, I look forward 

to getting to “Y” (“Say yes to … ”) in a 

future piece.

Figure 5A. Don’t use spring-loaded mouth gags 
like this one. They can cause overextension of the 
temporomandibular joint.

Figure 5B. Don’t overextend the temporomandibu-
lar joint as in this image with a cut syringe.

Figure 6. Injection of local antibiotic into a cleaned stage 2 periodontal pocket.

Imagine better imaging 
Radiology is tricky—even for 

radiologists! Get five hours of 

imaging insights and skills you 

can take back to your practice 

at Fetch dvm360 in Virginia 

Beach, May 17-

20.  Learn more 

at  fetchdvm360.

com/vb.
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A
ppropriate regional analgesia 

is a cornerstone for success-

ful standing surgery in hors-

es. When combined with an appropri-

ate sedative protocol, many surgical 

procedures can now be performed 

standing, avoiding the cost and risks 

associated with general anesthesia. 

Performing standing surgical proce-

dures of the head provides improved 

visualization and hemostasis, reduces 

morbidity and eliminates the need for 

specialized equipment and facilities.

Read on to discover how to perform 

regional blocks on the equine head, 

where to expect analgesia, the potential 

complications that you may encounter, 

and examples of surgical procedures 

and diagnostic techniques that use the 

described blocks.

Patient prep
A sterile prep is recommended, par-

ticularly for the maxillary and inferior 

alveolar nerve blocks because of the 

depth of the nerve block and limited 

drainage these sites provide should an 

infection set in within the region that 

is injected. Special care is warranted 

to keep disinfectant from contacting 

the patient’scornea.

Maxillary nerve block
Th e maxillary nerve block is a main-

stay for performing dental extrac-

tions in the upper arcades. It blocks 

the upper incisors, canines, premo-

lars and molars and is an essential 

block for standing sinus surgery in 

horses. I’ve also used it for standing 

repair of incisive and rostral maxil-

lary fractures with wire fi xation. 

Other uses include localization of 

neuropathy for horses that are head 

shakers and to aid in the repair of 

extensive lacerations involving the 

upper lips or face dorsal to the facial 

crest and rostral to the eye.

Multiple techniques are described. 

Many describe placing an 18- to 22-ga, 

3.5-in (9-cm) spinal needle toward 

the maxillary nerve as it enters the 

pterygopalatine fossa at the maxillary 

foramen. One technique places the 

spinal needle ventral to the zygomatic 

process at the level of the caudal orbit, 

advancing rostromedially until hitting 

bone (Figure 1A).1 

Th e other technique places the 

needle dorsal to the union of the zy-

gomatic bone and zygomatic process 

of the frontal bone angled ventrally 

20 degrees from the horizontal plane 

until it contacts bone (Figure 1B).1

In both cases, 10 to 15 ml of local 

anesthetic is deposited, and analgesia 

should occur in 15 to 20 minutes. 

Th e use of ultrasound has been 

advocated for this block to improve 

accuracy of needle placement.2 Both 

techniques pose the risk of vessel 

laceration and exophthalmos, so I do 

A guide to 
regional analgesia 
of the head 
in equine patients
With the right tools and technique, you can avoid general 
anesthesia and still provide adequate analgesia during surgery. 
Here’s your guide to several nerve blocks in your veterinary 
equine patients. By Nick Carlson, DVM, DACVS-LA, American College of Veterinary Surgeons

Figure 1A. Performing a maxillary nerve block by placing a spinal needle below the zygomatic process to 
block the maxillary nerve.
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not advocate them personally.

My preferred method is placing a 

1.5-in (3.8-cm), 20- to 22-ga needle 

ventral to the zygomatic process at the 

level of the caudal aspect of the orbit 

and burying the needle to allow it to 

pass through the masseter muscle and 

into the extraperiorbital fat (Figure 2).3

Inject a larger volume (20 to 30 ml) 

of local anesthetic. You can ensure 

proper placement by observing the fill-

ing of the supraorbital pouch. Here the 

needle is placed away from large ves-

sels, resulting in fewer complications.

The most frequently encountered 

complication with a maxillary nerve 

block is development of a hematoma 

or an abscess at the injection site, 

leading to exophthalmos that may 

require a temporary tarsorrhaphy or 

frequent application of eye ointment 

by the owner until resolved. Other 

complications include temporary 

blindness, pupil dilation or orbital 

protrusion from loss of function 

of the optic nerve and oculomotor 

function.1 Using a shorter needle and 

placing the block in the supraorbital 

fat pad minimizes most of these 

complications.

Infraorbital nerve block
The infraorbital nerve is an extension 

of the maxillary nerve as it travels 

through the infraorbital canal. The tra-

ditionally described infraorbital block 

will only block the incisors and premo-

lars but will not fully anesthetize the 

molars or paranasal sinuses. Recently, 

it has been shown that a larger volume 

(10 ml versus 3 to 5 ml) should travel 

retrograde through the canal to fully 

anesthetize these structures, similar to 

a maxillary nerve block.4

To locate the left foramen, place the 

thumb of your left hand on the rostral-

most aspect of the facial crest and the 

middle finger of the same hand in the 

nasomaxillary notch. The index finger 

of the left hand should then fall over 

the foramen (Figure 3).

In some horses, the ventral edge of 

the levator nasolabialis muscle requires 

elevation to expose the palpable notch 

under the skin.1 Insert a 20- to 22-ga, 

1.5-in (7.63-cm) needle through the 

skin 1 to 2 cm rostral to the palpable 

notch, and, if possible, fully bury the 

needle into the canal. Inject a vol-

ume of 5 to 10 ml of local anesthetic. 

Confirmation of proper needle place-

ment is moderate pressure during the 

injection and lack of development of a 

subcutaneous bleb during injection.

Caution is advised during block 

placement as violent objection by the 

horse can occur despite heavy sedation 

and restraint if the needle contacts the 

nerve. A small bleb of local anesthesia 

can be placed over the entrance of the 

foramen to improve the horse’s toler-

ance, but this makes palpation of the 

foramen difficult.

Few complications with use of this 

block are described. Theoretically, the 

nerve could be lacerated by the needle 

as it is placed into the foramen leading 

to neuroma formation or infection in 

the canal and subsequent neuritis.

If you are extracting maxillary inci-

sors, combining an infraorbital nerve 

block with 5 ml of local anesthetic at 

the incisive canal on the midline of the 

rostral incisive bone where the lip and 

gingival tissue meet will enhance the 

infraorbital block.

Figure 1B. An alternative method to block the maxillary nerve by placing the needle above the zygo-
matic bone.

Figure 2. A: A safer approach to blocking the maxillary nerve using a 1.5-in, 20-ga needle. Needle place-
ment and trajectory mimics the traditional maxillary nerve block with a spinal needle demonstrated in 
Figure 1A. Inset—B: This places the needle in the periorbital fat away from large vasculature.

Figure 3. An example of hand placement to identify the infraorbital foramen to perform an infraorbital 
nerve block. The thumb is placed on the rostral facial crest and the middle finger in the nasal notch. This 
will place the index figure near the foramen, which is identified as a depression under the skin.
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Inferior alveolar  
nerve block  
(mandibular nerve block)
The inferior alveolar nerve innervates 

the lower arcade, mandible and lower 

lips. Blocking the inferior alveolar 

nerve is primarily used to extract pre-

molars and molars in the lower arcade. 

It can also be used for débridement 

of deep periodontal pocketing associ-

ated with diastemas, débridement of 

mandibular drainage tracks, and wire 

fixation of rostrally located mandibular 

fractures in standing horses.

Two techniques exist for blocking 

the inferior alveolar nerve. The tradi-

tional blind technique is performed 

by guiding a long (8- to 10-in) 18- to 

20-ga spinal needle on the medial 

mandible to the mandibular foramen 

and depositing 20 to 30 ml of local 

anesthetic. The mandibular foramen 

is estimated by the intersection of a 

vertical line drawn from the caudal 

aspect of the orbit and a horizontal line 

parallel to the occlusal surface of the 

lower cheek teeth (Figure 4).1

Intermittent contact with the peri-

osteum during needle advancement 

ensures the needle does not deviate 

axially away from the mandible that 

could place the needle in the tongue 

base, oral cavity or soft palate.

More recently, an intraoral ap-

proach was reported to anesthe-

tize the inferior alveolar nerve. To 

perform this nerve block, 12-in-long 

locking clamp pliers are used to 

secure a 20-ga, 1.5-in (3.8-cm) needle 

bent 20 to 30 degrees attached to an 

extension set. The target for injec-

tion is the mucosa just caudal and 

above the table surface of the third 

mandibular molar and lateral to the 

palate.5 Before performing the block, 

a thorough lavage of the mouth is 

performed, followed by packing a 

gauze soaked in local anesthetic into 

the injection site for two to three 

minutes. The site is then prepped by 

repeat application of chlorhexidine-

soaked gauze for a contact time of 

five minutes. The needle is placed and 

buried at the injection site, trying to 

stay close to the medial aspect of the 

mandible (Figure 5).

About 5 to 7 ml of local anesthetic 

is injected. This is now the method I 

prefer to perform this block.

Complications are more common 

when using the blind technique and 

include block failure from improper 

placement, hematoma or abscess for-

mation, and horse-inflicted trauma to 

the tongue from inadvertent blocking of 

the lingual nerve. Some advocate using 

shorter-acting anesthetics, withhold-

ing feed or using a mouth gag until the 

anesthetic has fully worn off to avoid 

potential trauma to the tongue by inad-

vertent blocking of the lingual nerve.

Mental nerve block
Like the infraorbital nerve, the mental 

nerve is a continuation of its parent 

nerve (inferior alveolar nerve). It exits 

the mandible through the mental fora-

men. Blocking this nerve will desen-

sitize the rostral mandible, canines, 

incisors and lower lip. To locate the 

mental foramen, feel for the depres-

sion on the lateral mandible rostral to 

the first cheek tooth. On some horses, 

the depressor labii inferioris muscle 

must be retracted dorsally to palpate 

the foramen. A 1.5-in (3.8-cm) needle 

Figure 4. A: The blind technique for the inferior alveolar nerve block. The needle is guided to a target cre-
ated by intersecting a vertical line drawn behind the caudal rim of the orbit and a horizontal line following 
the trajectory of the lower arcade’s occlusal surface (red lines). The needle (white line) is advanced on the 
inside of the mandible with an effort made to scrape against the periosteum to ensure the needle does 
not migrate too axially. Inset—B. An example of needle placement adjacent to the inferior alveolar nerve.

Figure 5. A—Needle placement for the intraoral inferior alveolar nerve block. The needle is placed on the 
medial aspect of the mandible in the soft tissue caudal to the last molar at the level of the molar’s oc-
clusal surface. B—An image showing the needle’s placement over the nerve’s insertion into the mandible. 
C—An intraoral image with the red dot depicting the site for needle placement. D—Tools used to perform 
the block on a horse: 12-in-long grasping forceps; 20-ga, 1.5-in needle; extension set and 12-ml syringe.



E4  |  May 2018  |  equine360

EQUINE | Surgery

with a 15- to 20-degree bend is placed 

through the skin rostral to the fora-

men and directed caudally to bury the 

needle, if possible; then deposit 3 to 5 

ml of local anesthetic (Figure 6).

A moderate pressure during injec-

tion of the local anesthetic and lack of 

blebbing at the injection site confirms 

proper needle placement. This block is 

exceedingly difficult to place because 

of the foramen’s location in proximity 

to the lower lips, inhibiting a straight 

trajectory of the needle path from the 

skin to the foramen. This is exacerbated 

by the violent objection some horses 

exhibit if the needle contacts the nerve. 

I rarely perform this block because of 

its difficult location and objection by 

the horse and will instead opt to use the 

inferior alveolar nerve block.

Auriculopalpebral  
nerve block
The auriculopalpebral nerve is a 

branch of the facial nerve that inner-

vates the motor nerves of the upper 

eyelid. To perform the block, insert a 

25-ga, 5/8-in needle containing 3 to 

5 ml of local anesthetic at the dorsal 

edge of the most dorsal point of the 

zygomatic arch.6 This block is only 

motor and produces no loss of sensa-

tion. It’s commonly used for ophthal-

mic exams but is also beneficial for 

many ophthalmic surgeries to reduce 

blepharospasm.

Eyelid desensitization
The following blocks are commonly 

used during enucleation and can also 

aid in eyelid repair surgery. The por-

tion of the lid blocked by each nerve 

is shown in Figure 7A.

Supraorbital nerve block. The 

frontal nerve innervates the medial 

two-thirds of the upper lid. The nerve 

can be blocked as it exits the supraor-

bital canal. The supraorbital canal is a 

palpable depression found by placing 

the thumb on the dorsal rim of the or-

bit and the middle finger in the supra-

orbital fossa. The index finger placed 

between these two fingers should fall 

into the supraorbital canal. Bury a 25-

ga 5/8-in needle and deposit 3 to 4 ml 

of local anesthetic.6

Lacrimal nerve. The lacrimal 

nerve is blocked by placing a 25-ga, 

5/8-in needle in the lacrimal notch, 

which is palpated on the dorsolat-

eral rim of the orbit or by using a 

line block on the lateral third of the 

dorsal orbital rim with 1 to 3 ml of 

local anesthetic.6 This will anesthe-

tize the lateral canthus.

Zygomatic nerve. The zygomatic 

nerve is blocked via a line block along 

the ventrolateral orbital rim with 2 

to 3 ml of local anesthetic.6 This will 

anesthetize the lower eyelid.

Infratrochlear nerve. The in-

fratrochlear nerve is blocked as it runs 

through the trochlear notch on the 

medial aspect of the dorsal orbital rim 

with 1 to 2 ml of local anesthetic with 

a 25-ga, 5/8-in needle.6 This will anes-

thetize the medial canthus, including 

the third eyelid.

Retrobulbar nerve block. This 

nerve block will temporarily block 

the optic, oculomotor, abducens 

and trochlear nerves and the maxil-

lary and ophthalmic branches of the 

trigeminal nerve. It’s an important 

block to desensitize the ocular sur-

face for standing corneal surgery and 

the globe for enucleation. The block 

is performed aseptically with a 20- to 

22-ga, 3.5-in spinal needle placed 

through the skin perpendicular to 

the skull in the orbital fossa just cau-

dal to the caudal aspect of the dorsal 

orbital rim (Figure 7B).

The needle is advanced caudal to 

the globe until it falls into the retro-

bulbar cone.6 A slight dorsal move-

ment of the eye is observed as the 

needle passes through the fascia of 

the dorsal retrobulbar cone into the 

retrobulbar space. When the needle 

passes into the cone, a sudden “pop” 

should be felt and the eye should fall 

back into its normal position. Place a 

volume of 10 to 12 ml of local anes-

thetic into the space. Slight exophthal-

mos occurs and the block should take 

effect in five to 10 minutes. Ocular 

sensation, corneal reflex and vision 

are all blocked, so if the goal of sur-

gery is to preserve the eye, frequent 

lubrication or a temporary tarsorrha-

phy is required for two to four hours 

after the procedure.

Complications include reaction to 

the anesthetic causing significant ret-

robulbar swelling, corneal ulcer from 

exposure keratitis, and cellulitis or 

abscess formation. Rarely, retrobul-

bar hemorrhage, optic neuritis and 

elicitation of the oculocardiac reflex 

can also occur.

The four-point block can also be 

used to block the retrobulbar space, 

but due to the larger volume used this 

block puts greater pressure on the 

globe and can lead to severe chemosis, 

complicating surgeries of the globe and 

orbit. Thus, it has no advantages over 

the single injection technique.
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Figure 7A. The locations for 
blocking eyelid sensation: 
supraorbital/frontal nerve 
(red), lacrimal nerve (green), 
zygomatic nerve (blue) and 
intratrochlear nerve (orange).

Figure 7B. The location of the 
retrobulbar nerve block using 
a 3-in spinal needle placed 
against the rim of the zygo-
matic bone in the supraorbital 
pouch and advanced until a 
“pop” is felt as the needle 
penetrates through the fascia 
of the optic cone.

Figure 6. The mental nerve block is performed by identifying the mental foramen rostral to the first 
lower premolar.



A family of stilt-legged horses (Haringtonhippus francisci) in Yukon, 
Canada, during the last ice age is depicted in this illustration. 

(Illustration courtesy of Jorge Blanco, UC Santa Cruz.)
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What’s old is new: 
New horse genus emerges 
through DNA analysis 
of North American fossils
The equid family tree was shaken up in a recent study 
by an international research team. By Jennifer Gaumnitz

G
rowing up, I read Marguerite 

Henry’s All About Horses 

and Millicent Selsam’s Ques-

tions and Answers About Horses with 

the laser focus of a horse-crazy pre-

teen, memorizing the minutiae about 

horse breeds and colors and the evolu-

tionary development from Eohippus to 

the modern-day horse. But it turns out 

that the equine family tree delineated 

in these cherished books has been 

revamped. An international research 

team has shaken up the equid family 

tree in a recently published study.1

In North America, horses from 

the Pleistocene (the geological epoch 

from 2.6 million to 11,700 years ago) 

have been classified into two major 

groups—the stout-legged horses 

and stilt-legged horses. Both groups 

became extinct near the end of the 

Pleistocene. Until now, the stilt-legged 

horses had been thought to be related 

to the Asiatic wild ass or a separate 

species within the genus Equus, which 

includes today’s horses, zebras and 

asses. As a result of this new study, it is 

now thought that the New World stilt-

legged horses are not closely related to 

any living population of horses.

Peter Heintzman’s research team set 

out to resolve where the stilt-legged 

horses sit within the horse family tree 

by analyzing more ancient DNA than 

in previous studies. Their analyses 

showed that the stilt-legged horses 

were much more distinct than previ-

ously thought. In fact, they found 

that these animals actually belonged 

outside the genus Equus.

Heintzman and his fellow research-

ers named the new genus Harington-

hippus and showed that all stilt-legged 

horses belonged to a single species 

within the genus Haringtonhippus 

francisci. (The new genus is named in 

honor of Canadian zoologist Charles 

Richard Harington.) The extinct spe-

cies appears to have diverged from the 

family tree that led to Equus between 

4 and 6 million years ago. H. francisci 

was a widespread and successful spe-

cies throughout North America, living 

alongside Equus.

Fossils of New World stilt-legged 

equids have been studied for more 

than a century, but it wasn’t clear 

where they should be positioned 

within the family tree. Anatomical 

studies by earlier workers ended up be-

ing perplexing. According to the study, 

“That the cues of morphology have 

turned out to be misleading in this 

case underlines a recurrent problem 

in systematic biology, which is how 

best to discriminate authentic relation-

ships within groups. … The solution 

we adopted here was to utilize both 

palaeogenomic and morphometric 

information in reframing the position 

of Haringtonhippus, which now clearly 

emerges as the closest known out-

group to all living Equus.”
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Think small: 
Companion-animal lessons 
for equine veterinarians

Open your mind! Equine practitioners can learn a lot about 
clients and business from small animal veterinarians. By Kyle Palmer, CVT

A
s the equine practice model 

drifts further away from an 

extension of livestock work 

and closer to working for clients who 

also own pets, it’s time to examine 

some of the similarities between (and 

differences from) companion animal 

practice. I recently asked a few simple 

questions of doctors and veterinary 

technicians in my area. Their an-

swers can give us all a quick refresher 

on what should be a narrowing gap 

between the ways equine practitioners 

and small animal practitioners treat 

their clients. Here’s what I learned.

1 Equine clients have 
different expectations.

According to many veterinarians I 

talked to, horse owners place a great 

deal of urgency on medical needs, with 

the possible exception being vaccina-

tions and preventive care. That said, is 

it the nature of caring for a horse or the 

nature of the horse-owning client that 

defines this trait? Possibly both.

While many pet owners now con-

sider their dog or cat to be part of the 

family and include pet healthcare in 

their discretionary spending budget, 

they aren’t often directly affected 

when they delay a pet’s treatment. 

Horse owners, on the other hand, 

tend to have a symbiotic relationship 

with their animal. When a condition 

prevents a horse or horse owner from 

participating in the normal routine—

riding, training or just being active—

horse owners seem more likely to press 

for an immediate resolution.

Horses’ sheer physical size may also 

result in a higher level of sympathy or 

concern from owners for the conditions 

that ail them. In other words, clients 

may be willing to ignore their Chihua-

hua’s limp for a week or so, but they feel 

differently when a 1,200-pound animal 

can’t make the trip from stall to water 

trough to feeder.

What this means for you: As an 

equine practitioner, you really have 

only two choices—structure your 

schedule in a way that allows you to 

cater to those clients who need you on 

short notice, or educate them about 

the realities of common equine condi-

tions so they’ll be a little more patient. 

Of course, it’s not always easy to know 

what’s going on before a physical exam, 

but a detailed history taken over the 

phone can often point you in the right 

direction and buy you the time to 

schedule the appointment.

2 Companion animal 
clients will wait longer 

for an appointment.
Dr. Tim Phillips of Desert Valley Equine 

Center in Redmond, Oregon, says 

most of his equine clients are reluctant 

to wait for an appointment. “In this 

market,” he says, clients are likely to wait 

“maybe one or two days.” He also added 

that, if asked to wait, many horse own-

ers will likely call another veterinarian.

The uncertainty of each day’s ap-

pointment schedule and call volume 

has encouraged equine veterinarians 

to squeeze in anything, regardless of 

its effect on the practitioner’s hours or 

exhaustion level. As a result, instead of 

a series of consistently scheduled days, 

many equine veterinarians experience 

peaks and valleys in their schedule.

Days that become too busy in order 

to accommodate every client are often 

followed by days that are only partially 

full. On those extra-busy days, your 

clients may opt for your competitors 

with partially scheduled days who can 

see them immediately.

What this means for you: Train-
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ing clients to operate according to 

your wishes is always a slow process, 

while inadvertently training them not 

to is often quick and hard to reverse. 

Sometimes, the perception that you’ll 

respond immediately in cases that 

aren’t really emergencies has a negative 

long-term effect. The solution? Offer a 

“no wait time” appointment by telling 

clients they’re in luck as you just had a 

cancellation. Do this during the slow-

est times of the year.

While it’s tempting to rush right out 

the door, happy to be busy, encouraging 

clients to think that you’re perpetually 

busy will lead to a greater appreciation 

of your time. And when a client does 

demand an appointment immediately, 

your first question should be, “How 

long has the condition existed?” More 

often than not, the answer is several 

days, and it’s harder for them to be de-

manding when they’ve just admitted to 

waiting until the last minute to call you.

3 Small animal clients 
bond to the practice.

In the era of multidoctor practices, 

small animal clients seem more willing 

to place their trust in a practice rather 

than expect to see a specific veterinar-

ian. In mixed or equine-only practices, 

however, clients still value the relation-

ship they form with “their” veterinar-

ian and prefer to schedule with that 

doctor. Oddly, that hasn’t stopped 

many horse owners from maintaining 

relationships with more than one vet-

erinary practice—presumably to lever-

age their ability to be seen promptly.

Julie Hannan, assistant manager and 

head equine technician at my practice, 

Silver Creek Animal Clinic in Silverton, 

Oregon, has worked for more than 20 

years at a mixed practice and sees a 

significant difference between small ani-

mal and equine clients. Most dog and 

cat owners don’t mind seeing any of the 

six Silver Creek veterinarians. Equine 

clients, on the other hand, expect to be 

scheduled with their regular veterinar-

ian. “Not doing so can create a lot of 

turmoil for all of us,” Hannan says.

Here’s one possibility for why horse 

owners prefer to see “their” veterinar-

ian: Equine practitioners have uncon-

sciously created a different kind of 

bond with their clients. Horse own-

ers have less exposure to other team 

members when their horses are seen 

on an ambulatory basis. If an equine 

veterinarian doesn’t regularly bring a 

staff member along on calls, clients 

may not be familiar with anyone else 

from the practice.

The dynamics of ambulatory prac-

tice versus multidoctor small animal 

practice can also shed some light. Two 

or more small animal veterinarians 

who work side by side in the same 

building with the same staff mem-

bers will naturally begin to practice 

in a more consistent fashion. Holding 

onto different medical and procedural 

philosophies is counterproductive. 

It sends mixed signals to clients, can 

confuse team members and may 

lower overall compliance. In the field, 

of course, an appointment is often a 

one-on-one experience, so differences 

among doctors aren’t as readily appar-

ent or problematic.

What this means for you: It’s 

important to encourage consistency in 

how you and other doctors practice. 

This means creating a strong mentoring 

program for younger veterinarians and 

being willing to open your own mind to 

new ways of doing things. Consistency 

leads to clients being more likely to ac-

cept an appointment with one of your 

peers when need be, which is best for 

your practice and for your own sched-

ule. Whenever the opportunity arises, 

take the time to “talk up” your fellow 

practitioners in front of clients. 

4 We trust our small 
animal patients to 

emergency clinics but 
rarely our equine patients.
In urban areas, many small animal 

veterinarians hand over emergency 

cases to practices that are open after 

hours or on weekends. The relation-

ship depends on trust between general 

and emergency practitioners and has 

proven critical to satisfying younger 

veterinarians who aren’t keen on 

spending their evenings taking emer-

gency calls. However, the same trust 

between general and emergency prac-

titioner has not been widely developed 

in the equine field.

Dr. Phillips notes that, as in many 

other locations, there are no equine 

emergency practitioners in central Or-

egon. He would consider a relationship 

with one, he says, if he “was assured of 

getting clients back.”

But retention of clients is not the 

only factor holding back the develop-

ment of equine emergency practice. 

A majority of veterinarians polled 

indicated that they’ve used—or con-

sidered creating—a “call group” of local 

veterinarians to rotate emergency and 

after-hours calls. This would be a great 

first step toward the establishment of 

a full-time emergency veterinarian 

working after hours.

What this means for you: The jury 

is already in: Newer veterinary school 

graduates will not accept after-hours 

work the same way previous genera-

tions did. Like it or not, adapting to 

these changes will be critical to prac-

tice survival, and that means working 

together in the industry to encourage 

emergency-only practice or a large 

group emergency rotation. 

In my opinion, small animal hospi-

tals get some important things right. 

Equine veterinarians should consider 

moving toward a practice-oriented 

approach to avoid losing impatient cli-

ents who may have a relationship with 

another practice but not one with their 

primary practice’s own associates.

The new generation of veterinary 

graduates is also prioritizing personal 

time at a level unseen in the past. 

Financial compensation and ben-

efits are still important to them, but 

quality-of-life concerns have risen 

significantly—and nothing in practice 

affects that more than after-hours 

emergency work. Equine veterinarians 

who consider using (or encouraging) 

emergency-only practitioners will find 

themselves with associates who are 

happier in their positions.

We may only be able to change our 

relationship with clients slowly, but it 

has to begin with changing our way 

of doing business. Equine practice, 

however attractive it may be to those 

of us who love horses, must evolve, 

and practice owners and managers 

must realize that there is no escape 

from the comparison to companion 

animal practice—both by clients and 

by potential associates.

Kyle Palmer, CVT, is a Firstline 

Editorial Advisory Board member and 

a practice manager at Silver Creek 

Animal Clinic in Silverton, Oregon.

“While it’s tempting to rush right out the door, 

happy to be busy, encouraging clients to think 

that you’re perpetually busy will lead to a 

greater appreciation of your time.”
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There’s that telltale tongue ‘twixt a canine’s toes.
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Itchy dogs: Which meds to try first? 
By Paul Bloom, DVM, DACVD, DABVP 

Question. I’m confused about 

when to use steroids and antihista-

mines as first-line dermatologic treat-

ments and when to try the newer 

options such as oclacitinib (Apoquel) 

or Cytopoint. Is cost the only factor, 

or are there other considerations?

Answer. There are several things 

to consider when using steroids and 

antihistamines as a first-line treatment for 

canine atopic dermatitis. 

Steroids are effective, inexpensive, 

predictable drugs that, when dosed ap-

propriately, don’t usually have severe side 

effects in the short term; of course, some 

dogs develop significant polyuria/polydip-

sia or polyphagia. Do I think there’s a role 

for steroids the first time? Of course I do. 

They work. The disadvantage in addi-

tion to the side effects from short-term 

use is steroids have significant long-term 

effects such as cystic calculi, proteinuria 

and pyoderma. The problem is that they 

are so effective that people want to use 

them as the foundation of their therapy. 

And, in humans at least, there’s evidence 

that steroids damage barrier function 

with long-term or repeated use, which is 

already compromised in atopic animals. 

I like to encourage owners with mildly 

itchy dogs to bathe the dogs frequently to 

wash off antigens and irritants, followed 

by a moisturizer. That can make a signifi-

cant difference and should also be a part 

of the first-line therapy.

If you’re seeing a repeat offender, 

oclacitinib (Apoquel—Zoetis) is an effec-

tive, quick-acting, safe therapy, with the 

caveat that you have diagnosed atopic 

dermatitis and that these dogs don’t 

have concurrent pyoderma, Malassezia 

dermatitis or demodicosis. Cytopoint 

(Zoetis) is a reasonable drug to use in 

cases in which Demodex species or 

cancer is present or if the pet is under 

12 months of age. But before using any 

of these, a minimum database should be 

performed, which includes skin scrap-

ings for Demodex and scabies as well 

as skin cytologies to identify bacterial 

pyoderma or Malassezia dermatitis. If 

the latter two are present, it’s best to treat 

the secondary infections first to see how 

much of the pruritus is infection-driven 

versus allergy-driven.

Paul Bloom, DVM, DACVD, 

DABVP (canine and feline), is the 

owner of Allergy, Skin and Ear 

Clinic for Pets located in Livonia, 

Michigan. He is also a Fear Free 

certified practitioner. 
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IDEXX research links tick-borne 
disease exposure, kidney issues
Positive results for B. borgdorferi and E. canis antibodies associated 
with a higher risk of chronic kidney disease in dogs later in life.

I
DEXX Laboratories, makers of the 

popular IDEXX SNAP 4Dx Plus test to 

detect exposure to vector-borne diseases, 

has released internal research connecting 

exposure to the pathogens causing Lyme 

disease and ehrlichiosis—the positive “blue 

dot” result—to kidney problems later in life, 

even in animals that seemed asymptomatic 

at the time of the screening.

“To protect our pets and ourselves, we 

need to stay alert to the risks,” reads an 

IDEXX white paper detailing the study 

design and its results. “That means regularly 

screening pets—including asymptomatic or 

seemingly healthy ones—to identify expo-

sure to infected ticks.”

How the study  
was conducted
To conduct the research, investigators at 

IDEXX performed a retrospective study 

using results from its patient database. 

They obtained complete chemistry panel 

(including SDMA, a biomarker that can 

signal kidney disease relatively early in 

the disease process) and urinalysis results 

logged between July 2015 and January 2017. 

They then correlated these results with 

vector-borne disease data gathered between 

January 2003 and January 2017, according 

to the white paper.

To be considered “exposed” to infected 

ticks, a patient had to have at least one 

positive vector-borne disease test result in 

its history. Patients were deemed to have 

chronic kidney disease (CKD) if they showed 

increased SDMA (>14 μg/dl) and creatinine 

(>1.5 mg/dl) for at least 25 days and inappro-

priate urine specific gravity (USG <1.030) in 

that same period. To establish persistence in 

these patients, neither SDMA nor creatinine 

concentrations could return to normal ranges 

in their available history.

Investigators also correlated these results 

to the patients’ geographic areas—namely, 

whether or not those areas were endemic for 

Lyme disease and ehrlichiosis. The patient 

population included male and female dogs of 

all breeds from 1 to 25 years old.

What they discovered
Dogs with antibodies to Borrelia burgdor-

feri, the Lyme pathogen, were found to have 

a 43% higher risk of developing CKD. Dogs 

with antibodies to Ehrlichia species had 

a 300% higher risk of developing CKD if 

they lived in Ehrlichia canis-endemic areas 

(those patients not located in endemic areas 

did not show increased risk of CKD with 

Ehrlichia exposure). The results were sta-

tistically significant and clinically relevant, 

IDEXX’s white paper states, “indicating that 

regular monitoring of these seropositive 

patients is medically necessary.”

“Although the design of this retrospective 

study does not allow for determination of 

a causal relationship,” the paper continues 

in its Conclusions section, “the study sup-

ports that dogs who test positive for Lyme 

disease or Ehrlichia are associated with 

a statistically significant increased risk of 

developing CKD in endemic areas. … Con-

sequently, patients of any age that test posi-

tive for Lyme disease or Ehrlichia should be 

considered for comprehensive evaluation. 

At every annual visit, the patient should 

receive a physical examination, a complete 

blood count (CBC), a complete chemistry 

panel with the IDEXX SDMA Test, and a 

complete urinalysis to monitor for multi-

systemic disease.”

Are you up to 
date on your 
parasitology? 

“Making sense 

of test results 

for tick-borne 

diseases” is 

one of many 

sessions 

Dr. Richard 

Gerhold is 

hosting at 

Fetch dvm360. 

Find more at 

fetchdvm360.
com/vb.
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Image Quiz: 
Can you name that 
ophthalmologic condition?
Eye these photos from veterinary ophthalmologist Clara Williams, 
then see if you can identify which disease process is to blame. 

T
hink you know eyes? Clara Williams, DVM, MS, DACVO, of BluePearl Veterinary Partners 

in Waltham, Massachusetts, certainly does. Examine the images that follow, choose the 

answer you think fits best, then turn to the next page to see if you’re right.

4. The condition pictured is …

A. Corneal foreign body

B. Indolent corneal ulcer

C. Melting corneal ulcer (corneal collagenolysis)

D. Superficial noncomplicated corneal ulcer

2. The condition pictured is …

A. Conjunctival foreign body

B. Unusual “cherry eye”

C. Third eyelid neoplasia

D. Third eyelid cartilage eversion

3. Look closely. What’s going on 
with this feline patient’s eye?

A. Normal brown feline iris

B. Feline diffuse iris melanoma

C. Iris nevus (freckles)

D. Iris hyperpigmentation secondary to chronic uveitis

1. These two patients have the same 
issue. What’s going on with their eyes?

A. Multiple intraocular melanomas

B. Multiple free-floating uveal cysts and nuclear sclerosis

C. Unidentified intraocular brown bubbles

D. Aqueous flare and uveitis

Canine patient Feline patient

Continuing education 
that’s easy on the eyes 
You can feast your eyes on five 

hours of ophthalmology CE at 

Fetch dvm360 in 

Virginia Beach, 

May 17-20. Visit 

fetchdvm360.

com/vb.



Veterinary ophthalmologist Kathryn Wotman, of Colorado State University, 
examines Peso, a Delmarva Search and Rescue Group horse.

A special event for veterinary ophthalmologists to give eye exams to service 
animals, including horses, won an award at VMX in Orlando in February.

NEWS | Ophthalmology
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Check your answers to the questions from the previous page ...

1. Multiple free-floating 
uveal cysts and 
nuclear sclerosis (B)
Uveal cysts are fluid-filled, ovoid 

to spherical structures often seen 

floating inside the eye in front of 

the pupil. These cysts are also often 

found resting at the bottom of the 

anterior chamber. 

Uveal cysts originate from the pos-

terior pigmented epithelium of the 

iris or ciliary body. Iris cysts aren’t 

typically of clinical significance. 

Sometimes, these cysts remain at-

tached and can be seen behind the 

patient’s pupil. 

If a cyst is densely pigmented and 

solitary, it must be differentiated 

from a pigmented tumor.

Iris cysts are common in Boston 

terriers, Great Danes and golden 

retrievers. Deflated cysts appear as 

patches of pigment adherent to the 

corneal endothelium. 

Ciliary body cysts in golden re-

trievers and Great Danes have been 

associated with glaucoma (elevated 

intraocular pressure). 

Iris cysts in feline patients are 

thick-walled, darkly pigmented and 

attached to the pupillary margin. 

These cases are frequently misdiag-

nosed as intraocular melanomas.

2. Third eyelid cartilage 
eversion (D)
With this condition, the third eyelid 

arises as a fold from the ventrome-

dial aspect of the conjunctiva; it 

is mobile and can cover the entire 

anterior face of the cornea. 

A T-shaped hyaline cartilage rein-

forces the body of the third eyelid. The 

column of the T curves around the 

inferomedial aspect of the globe and 

is surrounded by a seromucous gland. 

The free edge is concave, stiffened by 

the cartilage crossbar, to accommodate 

to the shape of the cornea.

Some canine breeds such as Saint 

Bernards, Great Danes and Newfound-

lands are predisposed to eversion of 

the third eyelid cartilage. It is believed 

to occur due to different growth 

speeds in the palpebral and bulbar 

aspects of the cartilage, which then 

develops a scroll or a bent. 

Clinical signs of third eyelid carti-

lage eversion are evident (conjuncti-

val hyperemia, increased discharge). 

The condition affects proper disper-

sion of the tear film over the cornea.

Surgical correction by either re-

moval of the abnormal portion of the 

cartilage or cauterization treatment 

can be performed by a veterinary 

ophthalmologist.

3. Feline diffuse iris 
melanoma (B)
The owners notice slow changes in the 

iris coloration over months or even 

years. On examination the eye is pain-

less and the iris appears to have diffuse 

or multifocal hyperpigmentation. 

The iris melanocytes may proliferate 

secondary to chronic inflammation or 

age in a benign or malignant pattern. 

Pigmented cells from the iris freely 

exfoliate and may be evident in the 

intraocular fluid (aqueous humor) 

circulating out of the eye and into 

the bloodstream. This suggests that a 

tumor in the eye can spread to other 

body organs (metastasize). 

Most cases of iris melanosis (so 

named because the proliferating cells 

are assumed to be nonmalignant) do 

not undergo malignant changes to 

melanoma. A cat with progressive iris 

melanosis is more likely to develop sec-

ondary glaucoma from infiltration and 

obstruction of the drainage angle than 

the cat is to develop distant metastasis. 

However, malignant transformation 

is always a possibility, with a risk of 

metastasis and guarded prognosis.

Cats with pigmented iris lesions 

should be closely monitored. Consulta-

tion with or referral to a veterinary oph-

thalmologist is strongly recommended.

4. Melting corneal ulcer 
(corneal collagenolysis) (C)
The key here is the collagenolytic cor-

neal stroma attached to the cotton 4x4.

This condition occurs when a 

corneal ulcer gets infected by bac-

teria and the corneal tissue become 

malacic or “gelatinous.” It appears as if 

the cornea is literally “melting.” 

Bacteria such as Pseudomonas 

aeruginosa, Streptococcus beta 

hemolyticus and inflammatory cells 

produce enzymes that attack the 

collagen fibers of the stroma, caus-

ing its breakage (lysis). This pro-

cess is known as collagenolysis or 

“melting.” Clinical signs of a stromal 

abscess include increased tearing, 

severe ocular pain and redness. The 

cornea is cloudy, with whitish to 

yellow discoloration, and looks like 

melting gelatin.

A melting corneal ulcer requires 

strong and frequent topical antibi-

otic therapy supported by systemic 

antibiotic and analgesic therapy. 

Preferably the patient should be 

admitted to the hospital. Response 

to treatment depends on individual 

cases and aggressiveness of the con-

dition. Consultation with or referral 

to a veterinary ophthalmologist is 

recommended.

I
n veterinary medicine, innovation also means 

helping and giving. That might have moti-

vated the thinking behind four out of five 

voters in a special category in this year’s VMX in-

novation awards giving their vote to the National 

Service Animal Eye Exam Event.

The eye exam event, supported by the Amer-

ican College of Veterinary Ophthalmologists 

(ACVO) and Stokes Pharmacy, was among the 

10 winners of the 2018 Veterinary Innovation 

Council (VIC) Awards. With five individual 

categories and five organization categories, 

the eye exam event won in the “Organization: 

Other” category.

The ACVO/StokesRx National Service 

Animal Eye Exam Event is a volunteer-based, 

philanthropic national event that provides free 

ocular screening eye exams to qualified service 

and working animals each May. These exams 

are provided by 300 board-certified veterinary 

ophthalmologists who volunteer their time and 

resources. In 10 years, the program has provided 

more than 60,000 eye exams to deserving service 

and working animals across the United States, 

Canada and Puerto Rico.

The 2018 event marks the 11th year this pro-

gram has been offered to the public. For more 

information, visit acvoeyeexam.org.

The “eyes” have it at 2018 
Veterinary Innovation Awards



Your practice manager?
Nominate them for 2018 dvm360/

VHMA Practice Manager of the year.

Love

When fecal matter hits the fan (metaphorically, we hope), and there’s a calm, cool and 

collected practice manager to mitigate the damage, everyone’s life becomes that much 

easier. Maybe you’re that practice manager. Maybe you’re working with that practice 

manager. Either way, a practice manager like that deserves recognition. 

Look no further! We give you the 2018 dvm360/VHMA 

Practice Manager of the Year contest. Simply enter 

yourself or nominate that favorite practice manager 

of yours. The manager then fills out an entry form and 

sends it our way to look over. 

Prizes include

> 1 year membership to VHMA

> Free registration, lodging, travel and meals for a 2019 

VHMA event

> Free 4-day registration to a Fetch dvm360 conference in 

either San Diego, Baltimore or Kansas City (you pick!). 

 

Contest ends June 15—so what are you waiting for?

Enter (or nominate) now!
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Get updates online @

dvm360.com/products

Nutramax Laboratories 

Veterinary Sciences

Pancreatic enzyme 
supplement
Panzquin is a pancreaticenzyme 

concentrate plus cobalamin. The oral 

cobalamin used is bioavailable and has 

been shown to increase serum cobala-

min concentrations in dogs and cats. 

The package includes a small scoop 

with a handle that is longer than the 

depth of the tub. At only ¼ teaspoon, 

it allows veterinarians and their clients 

to choose the appropriate number of 

scoops for each patient’s specific meal 

size, which results in lower client cost 

and improved client satisfaction.

For fastest response visit panzquin.com

MVS Pet Care

House call  
franchise service
MVS (Mobile Veterinary Services) Pet 

Care Franchise offers a comprehen-

sive business model for veterinarians 

who want to start their own house-call 

practice or expand an existing clinical 

practice with a mobile business. It offers 

general wellness care and vaccinations 

as well as illness and injury care in 

clients’ homes. Trained MVS veterinar-

ians also provide complete end-of-life 

services, including hospice care and in-

home euthanasia, striving to make these 

experiences as comfortable as possible 

for the family as well as the pet.

For fastest response visit mvspetcare.com

Shor-Line

Cat condo
Crafted from a fine-celled foam board 

that has a strong cellular core, the 

Feline Comfort Suite has the appeal of 

wood but is impervious to water and 

urine. The material is lightweight, insu-

lated and exhibits superior load-bear-

ing and impact-resistant capabilities. 

It can take a pounding from the most 

feral felines while providing a matte 

finish with just the slightest texture for 

secure footing. The Suite provides a 

comfortable, reduced stress environ-

ment with more room to let cats roam 

and explore. The large unit features 

8.75 square feet of calming space.

For fastest response visit shor-line.com

Embrace Pet Insurance

Pet insurance app
Embrace360 is a free, easy-to-use 

application that is easy to install. It 

connects directly to your veterinary 

practice software, improving the pet 

health insurance experience for both 

staff and clients. Hospitals experience 

streamlined electronic claims sub-

mission, increased client compliance 

and commitment, and easy-to-access 

insights and reconciliation reports. Pet 

parents experience a simplified claims 

submission—no more printing and 

submitting paper claim forms.

For fastest response visit 

embracepetinsurance.com

New Products Showcase winners  
from this year’s Global Pet Expo

T
he 2018 Global Pet Expo, presented by the 

American Pet Products Association and Pet 

Industry Distributors Association, recently 

held its 14th annual show in Orlando, Florida. The 

first pet products trade show of the year, Global Pet 

Expo is also the largest annual show in the pet indus-

try and is open to independent retailers, distributors, 

mass-market buyers and other qualified profession-

als, according to a Global Pet Expo release

Companies launching new products were able to 

enter them into the New Products Showcase. Out 

of 1,000 new product submissions this year, nine 

received “Best in Show” awards 

across various categories. Here 

are some of the winners you 

might see more of this year:

Product: Mousr

Company: Petronics

Best in Show category: Cat

The Mousr is a robotic rodent on wheels 

designed for feline entertainment that drives on 

carpet, wood, tile, linoleum and rugs. Using sensors 

and artificial intelligence, the electronic mouse can 

interact with cats on its own or via an app on the pet 

owner’s smartphone or tablet. It features a flicking 

motorized tail that has interchangeable attachments 

to switch up the play. 

Product: Aquapaw Pet Bathing System

Company: Aquapaw

Best in Show category: Dog

The Aquapaw Pet Bathing Tool is a one-size-fits-all 

combination sprayer and scrubber that straps to the 

pet owner’s hand. This same hand can control water 

flow by press-

ing the fingers to 

the palm to click 

the water on and 

off. The tool can 

attach to both 

showers and garden 

hose bibbs. 

Aquapaw also recently 

released a Slow Treater to be used in conjunction with 

its bathing tool. The dishwasher-safe silicone treater 

has suction cups that attach to smooth shower walls 

and is nubby enough to hold substances like peanut 

butter and spray cheese for bath-time distraction.

Product: Walkin’ Blind Dog Halo

Company: Walkin’ Pets by HandicappedPets.com

Best in Show category: Small animal

The Walkin’ Blind Dog Halo was designed to help 

visually impaired dogs move around safely. The light-

weight, flexible halo is attached to either a harness or 

a vest, depending on the dog’s size.

Want to see more from Global Pet Expo? Visit 

dvm360.com/sharktank to see products from the 

show that got their shot on the TV show Shark Tank.

From a robotic rodent for cats to a bathing system for 
pups, here are some “Best in Show” winners that just might 
meet some of your veterinary patients’ needs (and wants).
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Proudly made in the U.S.A |  www.vetzlife.com  |  888-453-4682

Please email us for FREE Samples, catalog and pricing:info@vetzlife.com
Download catalog here: vetzlife.com/catalog

aadededede ii i nn ththee UU.U SS.AA || www wwwwwwwwww v.vetetProudlly mamad ii h UU S A |P ddld zztt lilifefe c.comomomom  || 8 88888 4-4553--4682lif | 888 4533 4682

Miller

Contact your favorite distributor sales rep 

for more information and pricing:

Superior Holistic SolutionsSuperior Holistic SolutionsSuperior Holistic SolutionsS H S

The Natural, Holistic Solution 
to Many of Your Clinics Needs

www.vetzlife.com  |  888-453-4682

Please email fPlease em il fPlease em il f

www.vetzlife.com  |  888-453-4682
3

The Natural, Holistic Solution to Many of Your Clinics Needs

tic 

Your Y

The Natural, HolistSolution to Many of Y
M

Y
Clinics Needs
Clinics Needs

VetzLife Oral Care are the products more and more Veterinarians trust 

to remove plaque and control tartar in companion animals. With VetzLife  

Veterinarians are able to prescribe a professional strength solution that 

naturally softens and eliminates tartar, freshens bad breath and has even 

proven to reverse oral disease. It’s the perfect alternative to dental scaling 

- especially when companion animals can’t tolerate anesthesia, and for 

preventing plaque and tartar build up after dental treatments. And best of 

all, it’s 100% natural, 100% safe, 100% guaranteed and easy to use.

 

NEW

D E N TA L  P R O D U C T S
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C L I E N T  P AY M E N T

M E D I C A L  EQU I P M E N T

BDA Architecture
Building Design for Animals

www.bdaarc.com • info@bdaarc.com • 1-800-247-5387

Specializing exclusively in animal 

ĐĂƌĞ�ĨĂĐŝůŝƟĞƐ�ĨŽƌ�ŽǀĞƌ�ϯϬ�ǇĞĂƌƐ�

Contact us today about 

designing your dream! 

�ŽŶŐƌĂƚƵůĂƟŽŶƐ

2018 Merit Award Winners!

Noah’s Westside 
Animal Hospital

Proudly Designed by:

A R C H I T E C T S  B U I L D E R S
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S U R G I C A L  S U P P L I E S

eSutures.com is a liquidator of 
Ethicon and Covidien sutures and 
endomechanicals, as well as  
Synthes screws, implants and  
instruments. 

Find out more at: eSutures.com  
or call 888-416-2409   

Use promo code: DVMTENOFF for 
10% off your order of $50 or more.* 

*Promo code valid for (1) one use only. Offer expires 12/31/18.

Find out more at: eSutures com Name Brands, In Stock

 All Items Available by the  
Box or Individual Packet

 Low Prices

 No Contracts or Minimum  
Orders

 Same Day Shipping

eSutures Can Offer Your Business:

M O B I L E  V E T E R I N A R Y
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www.capsulereport.com

THE CAPSULE REPORT

Avoid practicing today's medicine

yesterday's knowledge
with

Continuing Education

Parasitology

COUNTING SLIDES FOR 
EGGS PER GRAM (EPG) FECALS

VETSLIDES.COM
CHALEXLLC@GMAIL.COM  PHONE: 503.208.3831

2 AND 3-CHAMBER MCMASTER SLIDES
PARACOUNT-EPG™ FECAL ANALYSIS KITS
NEMATODE SLIDES     CALIBRATED VIALS

HORSES • SHEEP • GOATS • RUMINANTS

CHALEX, LLC

Pet ID Products

Anesthesia  Equipment

Bonart offers a wide variety 

of small dental equipment, 

supplies and accessories 

that are widely used in the 

veterinary field. An ISO 

9001 company and offer 12 

months limited warranty  

on its products.

Initial Distribution By:

Magpie Tech. Corp. (Formerly Bonart Medical)
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Quality Dental Products...
t  Magnetic or Piezo Type Ultrasonic Scalers

t Electro surgery Unit

t Curing Light Unit

t Scaler/Polisher Combo Unit

t Ultrasonic Inserts and Tips

t Implant Surgery System

t Polisher Units

t Much MORE!!!

rs

Dental

Identification  Systems

SHOULD  

TEMPORARY 

COLLARS  

STAY ON?

Try TabBand
tabband.com

Employment
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FIND IT ALL 

HERE!

PLACE 

YOUR 

AD HERE!

Medical Services

Diagnostic Imaging

Medical Equipments

• Canine Whole Blood

•  Canine Packed  

Red Blood Cells

•  Canine Fresh  

Frozen Plasma

• Feline Whole Blood

•  Feline Packed Red 

Blood Cells

•  Feline Fresh  

Frozen Plasma

Toll Free 877-838-8533 or FAX your orders to 812-358-0883

www.vetbloodbank.com

Veterinarian owned and operated for over 10 years and dedicated to 

providing the veterinary community with safe, cost-effective blood 

therapy products. We offer the following products:

358 088335588 008

dedicated to ddeeddicdicacatatetedd td toto 

ctive blood ctctiviveve be blbloloooodod 

::

Blood Supplies

FIND IT ALL 

HERE!

DVM360.COM
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Lower stress on your patients by bringing  

      all your services to your clients.    

  With less overhead and more freedom! 

Your Mobile Workplace
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Lower stress on your patients by bringing  

      all your services to your clients.   

  With less overhead and more freedom!

Your MoYY bile Workplace
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Mobile Veterinary

Get instant updates on critical developements in veterinary 

medicine, business and news by following dvm360.

Join the pack!

facebook.com/dvm360 twitter.com/dvm360

Medical Products

The product information you need at 
the click of a button.

Researching a purchase? 

Visit dvm360.com for hundreds more product listings.
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Here are the CE opportunities coming in the next few months

May 15-17

Internal Medicine 

& Emergency Critical Care

Savannah, GA

(888) 488-3882

vetvacationce.com

May 19-21

2018 WVC Hands-On 

Lab: Intermediate 

Abdominal Ultrasound

Las Vegas, NV

(702) 739-6698

oquendocenter.org

May 20

Ethos Veterinary 

Symposium by VetBloom

San Diego, CA

(858) 875-7500

vshsd.com

May 20-22

2018 WVC Hands-On 

Lab: Comprehensive 

Surgical Management 

of Stifle Disease

Savannah, GA

(702) 739-6698

oquendocenter.org

May 31-June 1

Dairy Cattle 

Welfare Symposium

Scottsdale, AZ

(614) 292-9453

dcwcouncil.org

June 1-2

2018 WVC Hands-On 

Lab: Wound 

Management & 

Reconstructive Surgery

Las Vegas, NV

(702) 739-6698

oquendocenter.org

June 2-3

Veterinary Dental 

Extraction Course  

Weekend Dog & 

Cat Wet Lab 

Los Angeles, CA

(941) 276-9141

veterinarydentistry.net

June 2-3

Veterinary Dentistry 

For Technicians 

Weekend Extravaganza

Los Angeles, CA

(941) 276-9141

veterinarydentistry.net

June 3

It’s What’s Up 

Front That Counts 

Detroit, MI

(303) 674-8169

vmc-inc.com

June 3-5

Internal Medicine/

Critical Care and 

Oncology Updates

Whitefish, MT

(888) 488-3882

vetvacationce.com

June 8-10

Animal Chiropractic 

Program: 

Parker University

Dallas, TX

(800) 266-4723

ce.parker.edu

June 8-10

2018 WVC Hands-On 

Lab: Tibial Plateau 

Leveling Osteomoty

Las Vegas, NV

(702) 739-6698

oquendocenter.org

June 9-10

Dental Extraction 

Course Weekend Dog & 

Cat Wet Lab 

San Francisco, CA

(941) 276-9141

veterinarydentistry.net

June 9-13

Introduction to Canine 

Rehabilitation

Wheat Ridge, CO

(888) 651-0760

caninerehabinstitute.com

June 10

It’s What’s Up 

Front That Counts

Portland, ME

(706) 540-4073

vmc-inc.com

June 13-15

2018 WVC Hands-On 

Lab: Fracture Repair in 

Toy Breed Dogs & Cats

Las Vegas, NV

(702) 739-6698

oquendocenter.org

June 15-17

Canine Sports Medicine

Wheat Ridge, CO

(888) 651-0760

caninerehabinstitute.com

June 15-16

2018 WVC Hands-On 

Lab: Top Ten Surgical 

Procedures

Las Vegas, NV

(702) 739-6698

oquendocenter.org

June 23

Gastrointestinal 

Endoscopy

Athens, GA

(706) 540-4073

uga.edu

June 23

UGA Dentistry for 

Veterinary Technicians

Athens, GA

(706) 540-4073

uga.edu

June 23

Comprehensive Canine 

Dental Extraction Course

Tempe, AZ

(774) 230-4195

securosuniversity.com

June 23

Comprehensive 

Extracapsular Stifle 

Stabilization Course

Tempe, AZ

(774) 230-4195

securosuniversity.com

June 23

Comprehensive Tibial 

Tuberosity Advancement

Tempe, AZ

(774) 230-4195

securosuniversity.com

June 23

Comprehensive 

Patellar Luxation 

Correction Course

Tempe, AZ

(774) 230-4195

securosuniversity.com

June 23

Comprehensive Feline 

Dental Extraction Course

Tempe, AZ

(774) 230-4195

securosuniversity.com

June 23-24

TAMU Veterinary 

Technician Seminar

College Station, TX

(979) 845-9102

tamu.edu

June 23-24

A Hard Time 

Getting Around?

Boulder, CO

(352) 468-2139

litecureinfo.com

June 24

UGA Dentistry for 

Veterinary Practitioners

Athens, GA

(706) 540-4073

uga.edu

June 23-24

Comprehensive 

Canine Dental 

Extraction Course

Tempe, AZ

(774) 230-4195

securosuniversity.com

May 17-20, 2018

Fetch dvm360 in 

Virginia Beach

(800) 255-6864, ext. 6

fetchdvm360.com/vb

August 17-20, 2018

Fetch dvm360 in 

Kansas City

(800) 255-6864, ext. 6

fetchdvm360.com/kc

December 13-16, 2018

Fetch dvm360 in 

San Diego 

(800) 255-6864, ext. 6

fetchdvm360.com/sd

Continuing education | CALENDAR
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The bond between 
horse and boy
Watching a friendship form at an early age is one  
of the things I love best about my job as a veterinarian.

T
here are about 25 yards of park-

ing lot between the two parts of 

our vet clinic, and I had a smile 

on my face as I carried a chart from 

my office at one end toward the horse 

clinic at the other. I knew this old geld-

ing was going to be a fun workup.

The horse belonged to some folks 

with the last name Angel, and let me tell 

you, the 4-year-old boy who was best 

friends with Rex the gelding—well, he 

was an angel. The parking lot was full 

of trailers, and in between two trucks 

I spotted little Four walk out with his 

chest puffed out and his cowboy hat 

pulled down, old Rex a few steps behind 

him on the end of a red lead rope.

I stopped for a minute and watched 

Four lead old Rex across the lot, 

around a couple of trucks and into the 

clinic. His dad was a few steps behind, 

keeping an eye on things and talking 

on the phone.

I finished my trek across the lot and 

found Four standing in the clinic with 

Rex. They were checking out the other 

horses being worked on by other vets. 

Four would look at a racehorse and 

then look at old Rex, and I could tell 

what he was thinking: “My horse is 

way better than yours.”

I approached and we shook hands 

for a second and I asked him what was 

wrong with Rex today—besides the 

fact that he was 28 years old.

He looked over at his dad, who 

was still on the phone, and then said, 

“Daddy says he ain’t stopping right no 

more and that you could fix him.”

I spent a minute sizing up little Four. 

His cowboy hat was pulled down so far 

that the tops of his ears were bent out 

at a right angle. His boots couldn’t have 

been more than three inches long and 

attached were a pair of ancient spurs. He 

was dressed in jeans and a snap shirt. He 

had one arm around Rex’s front right leg 

and his head was just a touch taller than 

the commissure of the legs as they came 

together to form the chest.

You could tell Four was a little scared 

about the whole situation. His dad 

was still on the phone, sitting across 

the way. Four had sunk into the chest 

of good old Rex to find some safety 

and comfort. For his part, Rex looked 

prepared. He stood calmly, looking 

around at all the activity, making sure 

his little boy was gonna be OK.

“How old are you?” I asked.

“I’ll be 5 years old next month!” Four 

said as he puffed his chest out a little 

more. He started petting Rex’s leg.

“Is this your horse?” I asked.

“Yes, and he’s the best horse at the 

ranch. My daddy used to ride him 

when he was a little kid like me. We 

rounded up a whole pasture on him 

yesterday. He’s the best,” Four said. 

“I think he can outrun any horse in 

this barn. I looked them over and Rex 

would be the fastest. He ran fast with 

me yesterday and boy howdy, I thought 

I was gonna fall off. He was almost 

flying. But daddy told me he was just 

trotting. I can’t imagine how fast he 

must go when he runs.”

“What are you gonna be when you 

grow up?” I continued.

He looked at me and then up at 

Rex and said, “Well, I’m gonna be a 

cowboy, of course!”

“You sure you don’t want to be a 

horse doctor? I think you would be a 

great horse doctor,” I said. “Then you 

could take care of other good horses like 

Rex. You could come here and I would 

teach you how to do it. We would have 

a lot of fun making horses happy.”

He raised one eyebrow a bit. I could 

see the wheels turning in his little mind 

and he held on a little tighter to the 

horse’s leg and looked up at him again.

A moment passed and he said, 

“Nope, I’m gonna be a cowboy. But 

thank you for asking.”

His dad got off the phone and came 

over and Four followed behind us, lead-

ing Rex as we headed down to watch 

the old saint trot on the lameness pad. I 

explained to Four how to tell which leg 

was lame by watching the horse trot. He 

paid close attention and acted like he 

knew what I was talking about.

We finished the exam and treated 

Rex with just the right medicine to 

make him feel better. I told Four to 

hold on tight and screw down the 

next time he rode Rex, because Rex 

was gonna feel much better. This 

brought a concerned look to Four’s 

face and he looked over at his dad for 

some advice. I could tell there was go-

ing to be a conversation on the drive 

home. It would be scary now after Rex 

started feeling better.

The little boy led the old gelding 

back across the parking lot and loaded 

him into the stock trailer like they had 

done it a thousand times together. Dad 

closed the back and fastened it, and the 

two of them headed to the front to pay.

I stood back and watched it all hap-

pen and smiled. What a wonderful 

job I have. What a wonderful part of 

America I get to see every day. What 

amazing people live here and raise 

their families to be salt-of-the-earth, 

hardworking citizens. And most of all, 

there is the relationship between a little 

kid and a kind old horse. Few things 

touch me more.

Bo Brock, DVM, owns Brock 

Veterinary Clinic in Lamesa, Texas. 

His latest book is Crowded in the 

Middle of Nowhere: Tales of Humor 

and Healing From Rural America.



Digestive health support that helps 
reestablish healthy intestinal balance.

nutramaxlabs.com/loyalty clinicstaff.nutramaxlabs.com

To order, contact your authorized PROVIABLE-FORTE distributor, or call 
Nutramax Laboratories Veterinary Sciences, Inc. at 1-888-886-6442.

*Measured in Colony Forming Units (CFUs)

010.1351.02

Loose Stool?

NEW!

7 strains of beneficial bacteria

10 billion CFUs*

Supported by research in dogs and cats 

Easy to administer



Pets can’t talk to you about their kidneys.  
Now, the Catalyst® SDMA Test helps you assess 

kidney function in-house earlier than any other test.1–3

For deeper insights into kidney health, run SDMA whenever you run 

BUN and creatinine. Add the Catalyst SDMA Test to every in-house 

Catalyst chemistry panel so you can advise with confi dence.

Order the Catalyst SDMA Test today at 
idexx.com/ThisFace

References available at idexx.com/SDMA

© 2018 IDEXX Laboratories, Inc. All rights reserved. • 2080721-00 

All ®/TM marks are owned by IDEXX Laboratories, Inc. or its affi liates in the United States and/or other countries. 

The IDEXX Privacy Policy is available at idexx.com.
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