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1.1 Introduction

Behaviour problems in dogs and cats are among 
the leading reasons for relinquishment and eutha-
nasia. Given that the behaviour of the dog or cat 
is the main reason for the human–animal bond, 
any behaviour changes ultimately will affect this 
bond.

It is critical to understand that the behaviour 
we see is the result of mental and emotional, and 
biological (physiological) drives (Panksepp, 2016). 
Therefore, when addressing ‘behaviour problems’ 
we must realize that there are several possibilities 
under this umbrella term. These include psychiat-
ric disorder (e.g. mental and emotional), excessive 
presentations of normal behaviours (e.g. excessive 
vocalization, scratching, certain aspects of house 
soiling, and jumping), and physiological and physi-
cal conditions (e.g. pain, gastrointestinal and neuro-
logical conditions). The term ‘behaviour problems’ 
may not be accurate; we can change behaviours; 
however, if we do not change the underlying moti-
vation, a new problem will arise later.

To address this range of possibilities, the clinician 
must first know what is the normal (i.e. biologi-
cal) behaviour of cats (see Chapter 4) and dogs (see 
Chapter 5). If the behaviour of the patient is truly 
excessive or abnormal, the clinician should first 
rule out physical conditions such as dermatologi-
cal, neurological or metabolic diseases (see Chapter 
2) or pain (see Chapter 3).

The next step is to establish a diagnosis (see 
Chapter 7). Then we must manage the problem(s) 
using behaviour modification tools that are based 
on teaching the animal alternative behaviours or 

changing its motivation (see Chapter 8). Finally, in 
some cases, especially where a true pathology ex-
ists, the use of psychiatric medications is necessary 
(see Chapter 9).

1.1.1 Addressing owners’ concerns

The process of addressing these problems can be 
complex. When an owner presents a dog or a cat 
with ‘behaviour problems’ the clinician must first 
determine if the behaviour in question is truly a 
problem the patient is presenting or an owner’s 
subjective assessment. The latter, while it may not 
be a ‘true’ problem, is nevertheless an important 
aspect. Owners may not be aware of what is nor-
mal, and, in fact, only see what is common. For 
example, many dogs excessively follow their own-
ers around the house and, as a result, do not sleep 
well. Owners may not be aware that this behav-
iour represents an abnormality, as this behaviour 
is common.

1.1.1.1 Subjective?

Often, owners will present a dog or a cat with 
an undesired behaviour that is not a true pathol-
ogy (see Chapter 10). It is as important to man-
age these problems, and to help owners, as it is to 
manage true pathologies. At the end of the day, it is 
the owner that takes the patient home and must be 
happy with it. All too often, owners relinquish their 
pets due to conditions that other owners may see as 
normal, or they cope well. For example, a barking 
dog may not be a concern for the owner until they 
have a new baby at home who cannot sleep well.
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1.1.1.2 Helping owners

Patients do not arrive at us on their own; owners 
bring them when they have concerns about them. 
Aside from helping patients, we must help the own-
ers. It may be frustrating at times to address certain 
cases when we feel that the owner should have come 
earlier, or should have managed the problem differ-
ently (e.g. without punishment). However, we should 
not be quick to pass judgement on owners. Owners 
try helping their pets in most cases, even when, in 
hindsight, they have chosen the wrong approach.

In most cases, it suffices to review the timeline 
of the problem. Owners are often reactive; they 
only try to intervene once the problem has started. 
Infrequently, owners are proactive. Therefore, even 
when owners use punishment, they do so after the 
problem has started. We may criticize owners for 
aggravating a situation, but not always for creat-
ing it.

Also, most owners feel guilty for using these 
techniques or not doing something appropriately. 
We must avoid the tendency to blame them; giving 
them a ‘guilt trip’ is not helpful for them or any of 
the involved parties. Owners are not more likely to 
be active if they feel guilty. We must foster a part-
nership with owners through trust, education, en-
couragement and honesty (even when we disagree 
with their approach).

1.1.2 Whole-practice approach

Addressing behavioural problems, especially those 
with underlying psychiatric disorders, is time- 
consuming and may not always be possible during 
routine visits to the practice. Therefore, involving 
more staff members, questionnaires and follow- up 
appointments is necessary.

It is important to recognize that often owners 
will not discuss their pet’s behaviours with veteri-
narians as they either think that veterinarians are 
not knowledgeable about the behaviour of animals 
or they are concerned about the recommendations. 
Therefore, veterinarians must not only ask, they 
must also inform owners that they can and want 
to help. Questionnaires and handouts are a useful 
method to inform owners about the service and 
care the veterinarian can provide.

1.1.2.1 Questionnaires

Questionnaires are good screening tools to use in 
the practice. While waiting at the practice, owners 

can fill in a questionnaire (see Handouts A1 – GP 
Questionnaire – Cat; and A2 – GP Questionnaire 
– Dog). Questionnaires should be designed to be 
simple to fill in and read. The veterinarian can 
quickly read the questionnaire as the owner enters 
the room and then review any concerns with the 
owner. These questionnaires should then be filed in 
the patient’s file.

Questionnaires should be adjusted to the pa-
tient’s age because its needs and behaviours change 
as it moves from one age group to the next. Time 
should be allotted through each routine visit to re-
view the patient’s behaviour.

1.1.2.2 Handouts

Following discussions with owners about their pet’s 
behaviours, we must provide them with informa-
tion. At times, a referral is necessary. However, 
even when owners decide not to pursue referral 
we should attempt to help them. Providing hand-
outs helps, as we can give them concise informa-
tion while maintaining a routine visits schedule. 
For more information on available resources see 
Handout A11.

1.1.2.3 Routine visits

Patients’ needs should be assessed during each rou-
tine visit. Just as you would evaluate the patient’s 
physical health, you should also evaluate its mental 
and emotional health.

Puppy visits should include discussions on social-
ization, training, identifying concerns and patholo-
gies, and addressing emerging concerns. Starting 
correctly with puppies and kittens may alleviate 
future problems and prevent relinquishment or eu-
thanasia (see Chapter 6).

Adult and ageing patients (see Chapter 16) 
should also be screened during routine visits. Their 
behaviour may have changed as well, especially 
since the juvenile state. Many, if not most, prob-
lems arise as the patient reaches social maturity and 
develops into an adult animal (see Chapter 6).

1.1.2.4 Veterinarians

The role of the veterinarian is to diagnose and 
prescribe a treatment for these problems. Aside 
from ruling out any physical disorder that contrib-
utes to the development and maintenance of the 
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problem, veterinarians can offer information on its 
management.

Once physical disorder is ruled out (see Chapters 
2 and 3), the first step is to ensure that the problem 
is not progressing. This can be achieved through the 
prevention of triggers, implementing safety, and en-
vironmental management.

Safety is not just for possible victims of ag-
gression; it is also for the patient itself. Not only 
might the patient suffer injuries in a possible fight 
(when aggression is the presentation) but it may 
also self- inflict injuries in some cases of compulsive 
behaviours, trying to escape different situations or 
running after the owner. A known side- effect of 
psychiatric disorder is euthanasia.

When we attempt to manage psychiatric disorder 
in the first- opinion practice, time is a concern. We 
may need to schedule a follow- up appointment to 
address and manage the problem more thoroughly. 
Another option is to appoint a staff member who 
can address owners’ concerns, offer basic training 
and management advice. The veterinarian can su-
pervise the management and prescribe medications 
when necessary.

Veterinarians who seek more knowledge and 
training can pursue continuing education, semi-
nars, online training, university degrees and clinical 
specialization.

1.1.2.5 Nurses

Nurses are in a unique position to help the veteri-
narian in the management of behavioural disorders. 
Nurses not only possess basic medical knowledge 
but they may also have more time to spend with 
owners, collecting information and designing a 
management plan. Moreover, many owners feel 
more comfortable talking to nurses about their pet’s 
behaviour than they do talking to veterinarians.

Nurse clinics can be scheduled, allowing nurses 
to provide owners with preventative information, 
especially with puppies and kittens. Also, nurses 
can hold socialization classes in the practice for 
both puppies and kittens (see Chapter 6).

Today, nurses can pursue more education in ani-
mal behaviour, including online training, seminars, 
university degrees and specialization training.

1.1.2.6 Reception and kennel staff

To aid veterinarians and nurses, reception and 
kennel staff can be trained to offer basic advice. 

Owners often spend time in the reception area dis-
cussing their pet’s behaviour. Therefore, reception 
staff should try to flag any concerns the owner 
mentions.

Reception staff can offer preventative advice, 
and information about products the practice car-
ries for both prevention and management of the 
problem. However, staff members should be aware 
that ‘cookbook’ advice is not always helpful and 
might even be harmful. They should avoid offering 
immediate advice without allowing the veterinarian 
to rule out other options.

Reception staff can provide owners with ques-
tionnaires and handouts and inform owners that 
veterinarians and nurses are there to help with be-
havioural or other concerns.

1.1.2.7 Ancillary help

At times, you may want to refer patients to a trainer 
or an individual with a certification or accreditation 
in animal behaviour in your area. It is essential to 
recognize that not all trainers are created equally; 
unfortunately there are trainers who still believe in 
outdated learning philosophies and dominance the-
ories. Trainers who use terms such as ‘correction’, 
‘balanced approach’, ‘pack leader’ and ‘dominance’ 
are best avoided.

When recommending a trainer or other individ-
ual, it would be helpful to discuss the matter with 
this person and review their approach. Also, you 
should review their credentials and ask for refer-
ences. If possible, attend some of their training or 
management sessions.

The best approach is to use humane tech-
niques that are based on reinforcement. While it 
is impossible to avoid certain aspects of punish-
ment (see Chapter 8), the emphasis should be on 
reinforcement.

When a problem exists, it is best to address the 
patient on their own at first. Therefore, classes or 
group sessions are best avoided until later stages. 
Also, sending a dog to a ‘board- and- train’ facility 
is not recommended. First, the problem may not 
appear in a different setting; second, the dog may 
not behave the same way when the owner is not 
present; and third, it is not always possible to know 
how an animal is being trained when the owner 
is not present. Ideal training should take place in 
the animal’s home environment, including the sur-
rounding area, with the owner present to handle 
the animal.
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1.1.2.8 Veterinary specialist

When a referral is necessary, you should seek a 
veterinary specialist in your area. If there are no 
options in your area, telephone and online con-
sultations may be available. These individuals are 
trained in both veterinary medicine and animal 
behaviour.

After completion of a veterinary degree, these in-
dividuals must take at least a one- year internship, 
followed by a residency programme (see  dacvb. org,  
ecawbm. com or  anzcvs. org. au for more informa-
tion). This residency includes training in normal 
species- typical behaviour, comparative animal be-
haviour, the principles of learning and behaviour 
modification, psychology, abnormal behaviour, 
psychopharmacology, and the effects of disease on 
behaviour. The practical aspect includes at least 
three years seeing cases under the mentorship of 
a board- certified behaviourist. Publications, pres-
entations to other veterinarians, case histories and 
an extensive four- part examination are all then re-
quired to achieve board certification. It takes ap-
proximately 12 years of post- secondary education 
to achieve the level of veterinary psychiatrist.

1.2  Communication Skills for 
Conversations about Behaviour

1.2.1  Role of communication in behaviour 
consultations or conversations

Effective communication is essential for all veteri-
nary conversations. It could be argued that com-
munication skills are of greater importance when 
dealing with problem behaviours in companion 
animals than in any other veterinary context. 
Achieving effective case outcomes is highly depend-
ent on the vet's skills as an effective and highly at-
tuned communicator.

Part of being an effective communicator involves 
self- awareness and a profound sensitivity towards 
others. We must ask personal questions of an own-
er about their family structure, daily routines and 
emotional life, as well as biomedical questions, to 
be able to, for example, investigate why a cat has 
started to urinate inappropriately indoors. To ef-
fectively have such conversations with owners, we 
need to be aware of the impact of our personal 
communication style and the role that specific skills 
can have on case outcomes.

There has been an acknowledged ‘paradigm 
shift’ in the vet–owner–patient dynamic in the 
last two decades, and the concept of relationship- 
centred care has emerged (Gray and Moffett, 
2010). Expanding our enquiry beyond the biomedi-
cal, considering the consultation as a partnership 
and encouraging owner participation will improve 
health outcomes in veterinary conversations. This is 
nowhere more apparent than when discussing the 
behaviours and emotions of animals who inhabit 
our homes.

1.2.2  What this section is about and what it 
is not about

Communication in the setting of a veterinary con-
sultation can be described as a two- way process. 
We, the senders, give a message that is received by 
owners, the receivers, and allows dialogue and dis-
cussion (Kirwan, 2010). As individuals, we develop 
varying styles of communication and sets of skills 
that serve us well, both personally and in the con-
text of veterinary consultations and conversations. 
We need to be aware that the ‘receiver’ of our ques-
tioning or information will also have a preferred 
style of communication. This chapter explores the 
possible styles and skills we can use in our consul-
tations, any evidence behind their use, and aims to 
expand the reader’s skills to enable them to meet 
the communication preferences and needs of di-
verse owners.

Furthermore, communication can be divided into 
two distinct areas: it concerns the message or con-
tent of the enquiry, but also how this is done. For 
specific details of the content of history- taking and 
instructions for owners, you need to consider the 
wider content of this book. This chapter concen-
trates on the process of communication.

1.2.3  What are the universal components of 
communication?

In general, communication skills can be divided 
into two distinct areas: verbal and non- verbal. The 
components of non- verbal skills for medical com-
munication have been described extensively else-
where (Kurtz et  al., 2003). They are summarized 
in Box 1.1.

An overview of the skills of verbal communica-
tion when questioning and giving information in 
veterinary interactions is given in Box 1.2.
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Box 1.2. Important aspects of the verbal component of communication in veterinary interactions.

Language choice – this includes:

•	 register	–	formal	and	informal
•	 use	of	technical	terms	or	jargon
•	 use	of	pronouns,	euphemisms	and	humour

•	 questioning	 techniques	 –	 open	 and	 closed	
questioning

•	 structures	for	giving	information	–	paraphrasing,	
repetition	and	summarizing

Non- verbal communication is powerful. If non- 
verbal and verbal communication ‘messages’ disa-
gree, the listener will believe the non- verbal message 
(Kirwan, 2010). This means that if we say we are 
interested in an owner’s experience with their dog 
but do not appear actively interested with eye con-
tact, appropriate intonation and facial expressions, 
they will not believe we care.

The key differences between verbal and non- 
verbal communication are given in Box 1.3.

1.2.4  Can communication skills be learnt?

Evidence confirms that we can learn how to com-
municate more effectively in a professional con-
text (Maguire and Pitceathly, 2002). Consequently, 
veterinary curricula have communication skills 
development as a key component of training (von 
Fragstein et al., 2008; Mossop et al., 2015). There is 
also evidence that the most effective way to develop 
face- to- face communication skills in a veterinary 
setting is through a process of experiential learning 
where feedback is provided (Latham and Morris, 
2007), as in Fig. 1.1. The implication of this is that 
we should strive to develop our skills in communi-
cation, as with other skills required for professional 
life, and seek feedback from our owners and col-
leagues on the way we communicate.

1.2.5  When do behaviour conversations 
happen in practice?

Conversations can be planned as part of consulta-
tions that are booked solely to discuss mental and 
emotional concerns. These are often preceded by 
the owner completing a questionnaire and a sig-
nificant amount of time being booked to deal with 
these cases, either in a referral setting or as part of 
extended services to owners in primary care clin-
ics. However, most conversations about behaviour 
in general practice are components of other health 
consultations. Managing the time pressures and 
limitations associated with these is discussed in 
Section 1.2.12.1.

1.2.6  What are the goals of communication 
in consultations?

There are three primary goals:

•	 Fact- finding: the first set of goals relate to 
gathering information. In general, we will need 
to ask questions about the patient, their devel-
opmental and clinical histories, normal rou-
tines, activity and lifestyle. We then move on 
to problem behaviours: What initiated them, 
and how did they develop? What is the cur-
rent situation? Finally, we need to determine 

Box 1.1 The components of non- verbal communication skills for face- to- face interactions.

•	 Eye	contact
•	 The	proximity	between	the	speaker	and	the	lis-

tener
•	 The	 orientation	 between	 participants	 and	 the	

awareness	of	personal	space
•	 Facial	expressions
•	 Posture

•	 Movements	and	gesture	–	hand,	head,	body
•	 Physical	touch
•	 Paralinguistic	 features	 –	 the	 ‘music’	 of	 speech	

(i.e.	 tone,	 volume,	 pace,	 pitch,	 emphasis,	 flu-
ency)

•	 Timing	and	the	use	of	pause/silence
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Box 1.3. Key differences between non- verbal and verbal communication.

•	 Verbal	 communication	 involves	 the	 use	 of	
words,	while	signs	and	utterances	which	are	not	
words	constitute	non-	verbal	communication.

•	 Non-	verbal	 communication	 conveys	 emotions	
and	 feelings	 to	 a	 greater	 degree	 than	 verbal	
communication.

•	 Verbal	communication	may	be	more	exact	than	
non-	verbal	 messaging	 in	 terms	 of	 identifying	
and	transmitting	an	intended	message.

•	 Non-	verbal	 communication	 tends	 to	 override	
verbal	 messages	 if	 there	 is	 disagreement	 be-
tween	the	two.

Prepare

Receive
feedback

Reflect

Reflect Communicate

Fig. 1.1. Experiential learning in developing 
communication skills.

the owner’s perspective on the problem be-
haviours, their understanding of their animal’s 
motivations and actions, and the strategies 
they have already employed to manage un-
wanted behaviours.

•	Giving information: in this area of the consul-
tation, we aim to provide explanations of the 
problem behaviours, which are often normal 
species- specific behaviours but unacceptable in 
their setting, and suggestions as to management, 
amelioration or resolution of the issues for the 
benefit of our patient and owner.

•	 Shared decision making: to maximize compli-
ance and success, our goal must also be to fa-
cilitate collaborative decision making with the 
owner.

1.2.7  Models of communication/counselling 
valid for behaviour consults

1.2.7.1  The adapted Veterinary Calgary 
Cambridge Model (VCCM) (Radford et al., 

2006)

This model was developed from a human medicine 
model and is widely used as a tool to examine the 
communication skills within a consultation, allow-
ing learners access to specific skills in a tangible 
form. It is not intended to be linear or prescriptive 
but is a framework in which dialogue about skills 
and processes can be achieved. Readers are encour-
aged to view the complete form of the model, which 
has three specific iterations. An overview of the 
process is given in Fig. 1.2. the second version is a 
description of the goals of each phase, and the third 
iteration matches the phases with a specific list of 
over 50 skills. These provide an excellent checklist 
for behavioural contexts.

1.2.7.2  Motivational interviewing (MI)

This approach is an established evidence- based 
communication methodology used in human 
medicine to effect behaviour change (Miller and 
Rollnick, 2013). The primary principle of MI is that 
it is through engaging with and facilitating an indi-
vidual’s intrinsic motivation that behaviour change 
results. The concept of motivational interviewing 
evolved from experience in the treatment of alco-
holism and addiction (Miller and Rollnick, 2013), 
now widely applied to a range of psychiatric disor-
ders (Treasure, 2004), and is the National Institute 
for Health Care and Excellence’s recommended 
treatment for a range of addictive disorders (NICE 
(National Institute for Health Care and Excellence), 
2019). It is also used to improve general health by 
eliciting change in maladaptive features of lifestyle 
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Fig. 1.2. A summary flow diagram of the guide to the veterinary consultation based on the Calgary- Cambridge model. 
(Adapted from Radford et al., 2006)

such as smoking, excessive weight gain and inad-
equate exercise (Rubak et al., 2005).

MI has obvious applications to veterinary behav-
ioural medicine. Its particular use may be where 
we advise a change in owner behaviour that is 
challenging to implement. In these contexts, MI 
specifically focuses on exploring and resolving 
the psychological ambivalence that is common in 

complex decision making to wholly engage owners 
with veterinary recommendations.

1.2.7.3  The ORAS (open question, reflection, 
affirmation and summary) model

This is a set of interactive skills developed within 
MI (Miller and Rollnick, 2013). It focuses on the 
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Box 1.4. Application of the SOLER model (adapted from Egan, 1998) to the veterinary 
consultation.

•	 S:	Sit	–	ideally	at	a	slight	angle	in	relation	to	the	
owner.

•	 O:	Maintain	an	open	position	with	your	legs	and	
arms	uncrossed.

•	 L:	Lean	slightly	forward.
•	 E:	 Maintain	 appropriate	 eye	 contact	 without	

staring.
•	 R:	Relax	and	avoid	fidgeting.

four basic skills of verbally displaying empathy: 
asking open questions, reflective listening, affirm-
ing the owner’s emotions and actions, and using 
summary. Its value in behaviour consultations is 
that it provides a distinct set of skills to achieve a 
partnership with owners and positive outcomes for 
them and their animals.

1.2.8  Getting ready to discuss behaviour

1.2.8.1  Preparation

Preparation is a vital prelude to effective behav-
ioural consultations. Attention to the physical 
setting, particularly considering the use of comput-
ers in consulting rooms, improves the interaction 
between consultants and owners (Silverman and 
Kinnersley, 2010). Removing the physical barrier of 
consulting tables and computer screens, facilitating 
both professionals and owners to be seated, and en-
suring the conversation is private and undisturbed 
will all aid effective face- to- face interaction. Our 
physical appearance and the professionalism of the 
surroundings may also play a role.

In terms of non- verbal communication, a useful 
acronym to have in mind for body movement and 
posture as we prepare to communicate is SOLER 
(Egan, 1998) to demonstrate interest, and active lis-
tening, illustrated in Box 1.4.

1.2.8.2  Managing the patient in the room

Animals with emotional or mental disorders can 
be challenging to manage in a consulting room, 
so thought must be given to reducing their distress 
and the anxiety and frustration of the owner to 
allow effective discourse. Practically, it is difficult 
to conduct a conversation with an owner whose 
dog is continually seeking attention or vocalizing. 
Demonstrating to the owner appropriate human be-
haviour, such as responding to an attention- seeking 

dog with avoidance of eye contact and touch un-
til the attention- seeking wanes, and then reward-
ing settled and quiet behaviour in the room, has 
two significant results: it will model training to the 
owner and allow a space in which you can interact. 
Having tools such as food- delivery toys and treats 
to reward positive behaviours are good strategies, 
as is the use of auditory training aids such as ‘click-
ers’ (Mills, 2002).

1.2.8.3  Initiating the conversation

This involves greeting the owner, conveying re-
spect and warmth towards them and introducing 
ourselves. We may wish to overtly state the limita-
tions of the interaction in terms of available time, 
our qualifications and our experience in behaviour 
counselling. We should indicate probable conse-
quences of the interview in terms of requirements 
for the owner to modify their behaviour or the 
home environment, and instigating training.

1.2.9  Skills for gathering information

1.2.9.1  Questioning techniques

The way we ask questions determines the quality 
of information we collect. Open questions gener-
ally result in a greater and better quality of gathered 
information (Silverman et al., 2006), particularly at 
the onset of a consultation (Burack and Carpenter, 
1983). Open questioning must be accompanied by 
facilitation, with non- verbal encouragement and 
active listening skills. Interrupting the owner’s nar-
rative after an opening question may result in in-
adequate or disjointed information (Dysart et  al., 
2011). The order in which people present issues is 
not always prioritized, so if we interrupt we do not 
get an overview of the problems, and the longer we 
wait before we interrupt the greater number of is-
sues and concerns will be revealed (Beckman and 



9Addressing Mental and Emotional Health in the Veterinary Practice

Table 1.1. Types of questions for use in behaviour 
consultations with examples of their use.

Type of 
question Examples

Open When has Buddy been aggressive?
What did you notice?
Who was there when it happened?
Why do you think the episodes occurred?

Probing Could you tell me more about why the 
last episode was different?

Clarifying To be clear, could you run through the 
order in which things happened?

Closed Has Buddy ever bitten someone?

Fig. 1.3. The inverted pyramid model for effective 
questioning in history taking.

Table 1.2. Questions for exploring owners’ ideas, 
concerns and expectations.

Ideas Why do you think Tom has suddenly 
started to urinate inside?

How would you rank the issues we 
have identified in terms of their 
importance?

How would Tom rank these issues?

Concerns How confident do you feel about 
keeping the cats separately in the 
house?

What is the attitude of the rest of the 
family to the situation?

Expectations What options do you think you 
have for Tom if treatment is not 
successful?

Frankel, 1984). Open questioning also prompts 
thought processes and is considered key to stimu-
lating reflection and deeper consideration, which 
is an ideal outcome in a complex behavioural co-
nundrum (Miller and Rose, 2009), in addition to 
engendering satisfaction and trust in the clinician 
(Haidet and Paterniti, 2003).

Open questioning employs words such as ‘when’, 
‘why’, ‘where’, ’what’, ‘how’ and ‘who’ and encour-
ages the owner to identify and voice the observa-
tions and interpretations they have made without 
judgement. Probing and clarifying questions ex-
plore statements made, and closed questions are 
useful for gaining details of the specifics about situ-
ations and observations. Examples of questions are 

given in Table 1.1. The shape of questioning can be 
viewed as an inverted pyramid as in Fig. 1.3.

Care should be taken not to ask multiple ques-
tions at once as owners are not consistent in choos-
ing which to answer. So although ‘open’, a question 
such as ‘What does he eat and drink?’ should be 
avoided and each aspect of the question explored 
singly.

1.2.9.2  Gaining an understanding of the 
owner’s point of view

For behavioural contexts this is vital, as provid-
ing explanations and management plans requires 
an understanding of the owner’s ideas, concerns 
and expectations (Little, 2013). Skills to use in de-
termining these include asking the owner directly 
why they believe the issues have developed, invit-
ing them to prioritize the issues identified in terms 
of importance to them and to their animal, asking 
them to rate their confidence in being able to imple-
ment any training, and asking specifically what op-
tions they feel they have if treatment is not effective. 
Suggestions as to how to phrase these are given in 
Table 1.2.

1.2.9.3  How do owners know they have been 
truly heard?

Being truly heard is an essential component of con-
versations where owners divulge personal and high-
ly significant aspects of their lives. Being curious 
rather than judgemental is essential, and we need to 
demonstrate bravery and empathy in picking up the 
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Box 1.5. Skills that demonstrate active listening and facilitate the concluding of questioning.

•	 Non-	verbal	 skills	 –	 head	 nodding,	 maintaining	
eye	contact,	engaged	facial	expression,	encour-
aging	sounds

•	 Curiosity	–	 ‘I’d	 just	 like	 to	understand	…’;	 ‘I’m	
interested	in	what	you	do	when…’

•	 Verbal	 reflection	 and	 summary	 –	 reflecting	
what’s	been	heard,	summarizing	 for	 the	owner	
and	requesting	they	continue

•	 Paraphrasing	 and	 identifying	 key	 issues	 –	 re-
flecting	 on	 the	 emotions	 or	 major	 issues:	 ‘It	
sounds	like…’

•	 Validation	–	stating	the	justification	for	the	lived	
experience	 of	 the	 owner	 and	 the	 animal:	 ‘It	 is	
entirely	reasonable	to	have	acted/felt…’

•	 Identifying	an	agenda	collaboratively	to	provide	
a	springboard	for	the	next	stage	of	the	conver-
sation

subtle verbal and non- verbal cues of the story be-
neath the headlines given, as illustrated in Box 1.5.

1.2.10  Skills for giving information – 
providing explanations

1.2.10.1  Structure

The structure in which we give information will 
influence how it is received. If we explain in ad-
vance to our listeners what we are going to say, they 
can pace themselves, gaining something tangible to 
structure their memories of the process after the 
conversation is over. Skills to use are: ‘signposting’, 
as described in the VCC model (‘I’m going to talk 
about the aggression first and then about the re-
call issues you’ve been having’); overt categoriza-
tion, such as dividing the causes into predisposing, 
precipitating and perpetuating factors; and using 
visual aids such as diagrams and flow charts.

Overtly prioritizing what we say is important to 
avoid overloading our listeners. Pacing the conver-
sation by summarizing periodically with a specific 
time to allow the owner to ask questions before 
tackling the next stage is a useful skill and often 
termed ‘chunking and checking’. Silence and pauses 
are highly important when emotional or complex 
information is being delivered.

1.2.10.2  Terminology choice

We need to strive for clarity. Choosing terminology 
that does not patronize but also does not alien-
ate can be challenging. Taking care to notice your 
owner’s words and phrases is a good strategy to 
allow mirroring their language use, as is routine-
ly defining technical phrases after you have given 
them. For example: ‘I’m suggesting we desensitize 

Barney – that is, gradually expose him to the noise 
that causes his fear.’

1.2.10.3  How do we know they have heard?

We must gauge whether our owner has heard and 
understood our explanations for their animal’s be-
haviour and the principles and options for ongoing 
management. We can ask them directly to tell us in 
their own words what they have understood from 
our communication but this can feel patronizing 
and awkward and more subtle ways of assessing 
owners’ understanding may be appropriate. Being 
highly sensitive to visual and verbal cues will let us 
know our owner’s emotional response and whether 
they are continuing to concentrate on the issues 
presented (Carson, 2007). If we notice changes, we 
need to stop and positively ask permission to go 
on, acknowledging that there has been a change 
in the listener’s attitude. For example, ‘You look 
confused, would you like me to repeat that descrip-
tion?’ Putting the onus on the professional’s ability 
to explain is a far better strategy than relying on 
the listener to admit that they have not understood: 
‘I think I said that very quickly, so I’ll go through 
it again’. Offering summaries – ‘Is it OK if I sum-
marize what we’ve just talked through?’ – is more 
likely to be acceptable to an owner.

1.2.11  Making shared decisions

1.2.11.1  Collaboration

A spectrum of communication styles in veterinary 
professionals has been described (Shaw et  al., 
2006; Cornell and Kopcha, 2007). Put together, 
these could be viewed as a spectrum with the con-
cept of the veterinarian as paternalistic, providing 
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Paternalistic with the
professional as the 'guardian'

of information

The professionaI sets the
agenda for the conversations

and makes the decisions about
treatment and management

Partnership with the
professional as counsellor or

adviser

Both professional and owner
contribute ideas and collaborate
together to make a decision in
the best interests of the animal

Consumerism with the
professional acting as a 'teacher'

or provider of information

Owner makes the decision with
professional providing

information without directing
the owner to specific options

Fig. 1.4. Communication styles for professional–owner interaction in behaviour conversations. (Adapted from Shaw 
et al., 2006 and Cornell and Kopcha, 2007.)

information and making decisions on behalf of the 
owner and patient at one end, and the owner being 
wholly responsible for the decision making at the 
other, the veterinarian having a passive or detached 
role of providing detailed and accurate informa-
tion. The middle ground could be viewed as the col-
laborative one where both owner and veterinarian 
contribute ideas and together create a plan, with 
the role of the professional being one of advisor or 
counsellor as described in Fig. 1.4.

In veterinary psychiatry, although we prescribe 
medications to modify emotions and mental pro-
cesses, these are usually in conjunction with behav-
ioural modification programmes delivered by the 
owner. Without owner compliance the prognosis 
for cases is poor. The relationship between owner 
and clinician is therefore best suited to the collabo-
rative or partnership approach.

1.2.11.2  Empathy

Empathy has been defined as ‘the ability to enter 
into and understand the world of another per-
son and communicate this understanding’ (Egan, 
1998). This is the set of skills at the very heart of 
our ability to truly support our owners and care 
for the animals under our care. It is important to 
note its dual dimension. It is not enough to care and 
feel sympathetic towards the owner and animal; we 
must also convey that level of care and desire to 
understand to the owner.

It must be truthful. At times we may be shocked 
or saddened by what we hear, but within this it is 
usually possible to find something positive to em-
pathize with that is truthful. The non- verbal signals 
we give when we are telling owners untruths will 
always undermine the positive suggestions we voice 
for managing situations.

Empathy is not without risk, and although 
shared decision making leads to improved clinician 
satisfaction (Coe et al., 2008), there is a significant 

impact on clinicians in terms of well- being (Riess, 
2015).

1.2.11.3  So what are the skills required for 
collaborative working with owners?

These are summarized in Table 1.3.
This incorporates MI’s Open Questioning 

(O), Affirming (A), Reflective Listening (R) and 
Summarizing (S).

1.2.12  The specific challenges of 
conversations around mental and emotional 

health of small animals

1.2.12.1  Time and resource limitations

We should be overt with owners and indicate at 
the outset the time and cost implications of con-
sultations. This is especially true in first- opinion 
practices. Strategies such as using post- consultation 
questionnaires to gather more information, book-
ing sequential appointments to further discuss be-
haviour, using phone conversations to maximize the 
value of face- to- face time, employing pre- prepared 
supporting literature, and utilizing existing services 
such as nurse- led clinics are positive options.

1.2.12.2  Managing owner expectations

Owners can have unrealistic expectations of us 
to deal with their animal’s mental and emotional 
disorders, often reflecting how much is at stake. 
These disorders can be life- threatening to the pa-
tient when euthanasia is an option. Again, ensuring 
that we are overt and realistic about the prognosis 
for resolution and change is key. Prognoses differ. 
For example, in inter- cat aggression in a household, 
even with excellent owner compliance, the progno-
sis for the cats tolerating each other’s presence to 
the extent owners often desire can be poor, while 
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Table 1.3. Communication strategies for shared or collaborative decision making.

Skill Function Example

Be curious Open- questioning techniques will allow 
owners to feel listened to. O

‘Are you able to tell me more about what has 
been most difficult for you?’

Notice and reflect what you 
see

Noticing and naming discomfort around 
specific topics will help you and owners 
focus on the important issues. R

‘You looked uncomfortable when talking 
about your children and Tiger. Could you 
tell me how they get on with him?’

Reflect Hearing you reflect, owners will feel 
understood and listened to.

Going on to reflect the emotions behind 
statements is even more powerful for 
owners. R

‘So last week Tiger snapped at one of the 
children and left a mark on her skin...and 
this is worrying to you.’

Legitimize Legitimizing actions or emotions is a 
powerful way of expressing empathy. A

‘It’s understandable how worried you are as 
you don’t want your daughter to be bitten, 
and you can see how upset Tiger is by the 
change in how you talk to him.’

Validate Being praised or validated will engender a 
co- operative response. A

‘You were right to come and ask for help.’
‘Although Tiger is still aggressive, you were 

correct in noticing he was scared.’

Ask for the owner’s ideas MI has identified that people are more 
motivated by solutions they have found 
themselves than ones imposed on them.

‘Have you any ideas about how you could 
keep Tiger away from the front door while 
we get the training established?’

Acknowledge the 
relationship between 
owner and their animal

This is the key to owners seeking help and 
reflecting this will engender trust in you 
from the owner. A

‘You care about Tiger, and he hasn’t left your 
side since you came in, so he obviously 
loves you.’

‘I can see how much Tiger means to your 
family and how loyal you’ve been to him.’

Ask permission Being asked if they will accept ideas 
validates your owners’ personal sense of 
autonomy.

‘Is it OK if I give you the perspective of why I 
believe Tiger has started to be aggressive 
towards you and the children?’

Offer choices Suggesting flexibility and a desire to find 
the right solution for the owner conveys a 
positive, caring approach. O

‘There are several possible ways we could 
manage the situation. What feels the most 
feasible way forward for you?’

Summarize Summarizing demonstrates your ability to 
actively listen and empathize with the 
situation, particularly if you include the 
emotions in the situation. It allows a point 
in the conversation to take stock and 
redirect the discussion. S

‘So, in summary, Tiger has now bitten you 
three times and recently also mouthed one 
of the children. You are frightened for your 
children’s safety but also for Tiger as you 
can’t have him in your family if he bites. 
You know he’s scared by something and 
feel torn, trying to keep both Tiger and the 
children safe.’

Offer partnership Using the pronoun ‘we’ suggests that you 
and the owners are working together to 
solve an issue and shows partnership 
and support.

‘What I suggest is that we, together, put 
forward a plan for managing Tiger.’

Offer support Offering practical support can make a task 
less daunting to owners.

‘I’m going to make sure all the instructions 
are written down and that you can come 
and see the nurse in a week for some help 
with the clicker training.’

Continued
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Skill Function Example

Sensitivity Financial or ethical dilemmas are 
challenging and require extreme 
sensitivity. Reflecting the challenging 
nature of these areas without necessarily 
offering solutions is a good starting point.

‘I can see that the cost of seeing a dog 
trainer is going to be challenging.’

‘Your family has an extremely difficult 
decision to make.’

‘Safety netting’ (giving 
specific suggestions as 
to when owners should 
contact you)

Making sure your owner feels ’held’ by 
you or the practice is an empathetic 
response.

‘Remember that someone is on the other 
end of the phone every day. Although 
I think it’s unlikely that Tiger will bite 
again, now that we have some strategies 
in place, I would like you to call me 
immediately if he does.’

Table 1.3. Continued

the prognosis for desensitization to a noise phobia 
is generally good. We need to ensure that we always 
talk through options associated with failure of ther-
apy: ‘What do you feel your options are if this treat-
ment fails?’ This question gives us greater insight 
into the owner’s motivation to resolve the issues.

1.2.12.3  Dealing with self-blame

During a conversation, it may dawn on the owner 
that it is their behaviour that has contributed to 
the development or perpetuation of the difficult 
animal's behaviour. Examples of this would be the 
inadvertent reinforcement of undesired behaviours 
with reassurance and physical rewards, or with 
punishment. Similarly, a perceived lack of ability 
to change the environment, or lack of resources, 
can lead to self- blame. Being empathetic and aware 
of the likelihood of such emotions is the first step. 
Being brave enough to notice and name them is the 
next: ‘I sense you are feeling guilty that by punish-
ing Buddy for being aggressive to other dogs you 
may have made him even more fearful when he 
meets them.’ Making an overt empathetic statement 
and then lightly suggesting that the important thing 
is now to move forward would be a worthwhile 
strategy: ‘I can sense that you feel you have let him 
down, but by coming here and learning how to do 
things differently you can make a huge difference.’

1.2.12.4  Poor motivation for personal 
behaviour change in owners

Some owners constantly offer barriers to our treat-
ment suggestions. They imply that any suggestion 
to change the environment or their lifestyle in order 

to instigate treatment is flawed or impossible. MI 
techniques would be highly appropriate.

The essence of MI is that arguments for change 
are more persuasive when the owner hears them-
selves making them. We all have the drive to iden-
tify an animal’s and an owner’s problems and then 
immediately offer solutions to ‘fix’ these by getting 
them to listen to the evidence behind our sugges-
tions and the rationality of the arguments. This is 
sometimes termed the ‘righting reflex’ and is a hu-
man desire to help. However, puzzlingly, it can have 
the opposite effect. The explanation given for this 
is that when people are ambivalent about change, 
they often see the arguments both for and against 
changing. When we hear one side of what we know 
is a two- sided argument, we tend to defend and 
align with the alternative viewpoint. So by using the 
‘righting reflex’ we inadvertently push owners into 
an opposing viewpoint. MI suggests we look for 
opportunities where the owner voices the reasons 
for change, and our role is to note and guide the 
‘change talk’ to a positive conclusion (Miller and 
Rollnick, 2013). Readers interested in this counsel-
ling technique are encouraged to witness the pro-
cess on the British Medical Association’s learning 
section, which allows access for veterinary profes-
sionals (British Medical Association, 2019).

1.2.12.5  Differing ethical points of view

It is challenging when we discover that our owner 
has an ethical stance at odds with our own. Being 
professional initially involves listening and being 
curious, and remaining non- judgemental. A use-
ful strategy is to ask permission of an owner to 
express and explore an alternative point of view: 
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‘I can understand that you believe that Delilah 
should have a litter every year and that her behav-
iour makes this problematic. I differ in my view-
point. Would it be OK for me to explain this?’ If 
we believe the animal’s welfare is compromised, we 
have a duty of care to also explore this with the 
owner in a clear and empathetic manner. One of 
the most powerful messages we have at this point, 
after developing rapport and using our ORAS skills 
to engage with the owner, is to state clearly the 
withdrawal of our support. For example, ’I can see 
that caging Bella solves the problem for you, but I 
am very concerned about her. I realize that all the 
suggestions I have made are not feasible for you. 
However, I don’t feel I can support you in continu-
ing to manage her like this.’ Beyond this, asking for 
a second opinion from another professional and 
involving welfare organizations, such as the SPCA 
in your area, may be the appropriate, but difficult, 
steps to take (Mullan and Fawcett, 2017).

1.2.12.6  Quality-of-life discussions

Euthanasia is always an option in veterinary medi-
cine. In discussing prognosis, the ‘What if this can’t 
be resolved?’ question begins to open the way to dis-
cuss quality- of- life issues with, for example, owners 
of very fearful or anxious individuals. Keys to the 
discussion in assessing quality of life with compan-
ion animal owners are a holistic view of an animal’s 
life, beyond health and physical concerns. Mullan 
and Main (2007) developed a screening tool asking 
carers to plot, on visual analogue scales, points cor-
responding to their dog ‘at the moment’ and also 
‘when at their best’. They also advise asking about 
an animal’s preferences: ‘What would Buster’s ideal 
day consist of?’, and then comparing this with the 
owner to the actuality of the animal’s lived daily ex-
perience. Whether steps could be made towards the 
ideal can then be discussed. The responsibility we 
hold for our pets, and the high motivation required 
for owners to seek help for behavioural concerns 
rather than abandon animals, makes this a difficult 
topic.

1.2.12.7  Talking to children

Many children consider the family pet to be among 
the most important individuals in their lives 
(Melson, 2003). Contemplating issues that may re-
sult in relinquishment or euthanasia of an animal 
may, for a child, be intensely emotional. The death 

may be a child’s first experience of loss, and so the 
child may show a profound level of grief (Sharkin 
and Knox, 2003).

In terms of preparation, asking the parents/carers 
how much they want their children to be involved 
and what they have already told them will promote 
clarity. Similarly, enquiring about the age of the 
child, discussion of likely cognitive developmental 
level, and, if appropriate, their understanding of 
concepts of life and death, will aid in the choice 
of language and approach. There are many theories 
associated with child development, and there are in-
nate differences in individual ability, but Table 1.4 
provides a guide.

This information aids us in formulating how 
to give information to children. We need to give 
honest, accurate and clear responses to questions. 
Avoid using euphemisms; for example, the phrase 
‘put to sleep’. Give younger children very clear and 
concrete details and try to incorporate the child’s 
perspective when being empathetic.

1.2.12.8  Dealing with multiple owners

Dealing with owners who have differing views, 
memories and expectations of an animal’s behav-
iour is not uncommon. Skills that are likely to 
be useful are: providing reflections to both sides; 
highlighting differences between the two views 
while remaining non- partisan and uncommitted 
to a single viewpoint. If one partner is more at-
tached to the animal, appealing to the other to as-
sist with help to solve the problem and validating 
their skills to do this may be a useful approach. 
Actions that may be helpful are: asking both own-
ers, separately, to fill out questionnaires to describe 
the issues; asking how they can help the other in 
their approach; and carefully negotiating a shared 
decision. Offering to see absent family members or 
talk to them on the phone or by video call may be 
appropriate.

1.2.13  Conclusions

Conversations about behaviour are challenging but 
they allow us to use and refine our communication 
skills creatively to engage with owners. Skills can 
be learnt, and effective application of them will lead 
to positive outcomes for our patients, their owners 
and ourselves.
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Table 1.4. The main ideas around understanding death. (Adapted from information provided in Piaget, 1964 and 
Panagiotaki et al., 2018)

Approximate age

Piaget’s stages of cognitive development (Piaget, 
1964)
Children think…

Development of understanding of death 
(Panagiotaki et al., 2018)
Children develop an understanding of:

1–2 years Sensory motor stage
… that things continue to exist even though they 

cannot be seen
…they are separate beings from the people and 

objects around them
…their actions can cause things to happen in the 

world around them

2–5 years Pre- operational or intuitive stage
...using symbols, words and pictures to represent 

objects
…egocentric ... struggle to see things from the 

perspective of others
…in concrete terms

5–7 years Inevitability (living things will eventually die)
Permanency (death is permanent)

Around 7 years Concrete operations stage
…more logically and in a more organized form, 

although still in concrete terms
…using inductive logic, or reasoning from specific 

information to a general principle

Universality (all physiological and mental 
functions will stop with death)

Cessation (all mental and physiological 
functions cease)

8–11 years Causality (death is caused by the failure of 
normal bodily processes)

Over 11 years Formal operations stage
…abstractly, and reasoning about hypothetical 

problems
…more about moral, philosophical, ethical, social 

and political issues that require theoretical and 
abstract reasoning

…using deductive logic, or reasoning from a 
general principle to specific information

1.3  Building or Modifying Your Practice 
to Reduce Patient Stress

When designing a practice, there are numerous fac-
tors to consider and the complexity can sometimes 
be overwhelming. The layout must suit the work-
flow and the staff, and support a low- stress envi-
ronment. Patients are often fearful of the practice 
based on past experiences, other patients’ behav-
iour and their reaction to unfamiliar people. Also, 
many patients are in pain or are sick when arriving 
at the practice, which adds to their overall anxiety.

When considering a rebuild of an existing prac-
tice, or designing a new practice, in addition to the 
minimum requirements from the local regulatory 
body and building regulations, the design must also 
address options to reduce the fear of patients while 
in the practice. Undoubtedly there will be financial 

constraints and, in an existing practice, space and 
structural limitations.

1.3.1  Planning

When considering building a new practice, or re-
modelling an existing one, the first step is to outline 
the goals. These include, for example, the number 
of consulting rooms, theatres and wards, and ac-
cess to them. Further, it is critical to decide which 
patients you are going to see (e.g. dogs and cats, or 
cats only) before starting the work.

It is essential to identify possible problems in the 
existing practice, by reviewing other practices, or 
areas that lead to reduced efficiency or increased 
anxiety for patients. Soliciting the opinions of dif-
ferent staff members (e.g. vets, nurses, reception or 
kennel assistants) may help to identify such areas. 
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Also, consulting with experienced architects and 
project managers is highly valuable. Not only can 
they provide ideas on workflow efficiency and what 
is structurally possible, but they can also provide 
examples of past projects.

A pivotal point to consider is that the veterinary 
practice is a threatening place for most patients. 
The practice includes many possible triggers such as 
smells, sounds, lights, surfaces and unfamiliar peo-
ple. Planning the practice to address these factors 
will increase the likelihood of reducing fear during 
visits and stays.

The average veterinary practice has two simple 
workflows. The outpatient: owners and patients ar-
rive at the reception and then move into the consult-
ing room and back to the reception before leaving. 
The inpatient: owners bring their patients into the 
reception and then possibly into the consulting 
room. Then the owner leaves while the patient is 
left with staff members and taken to the wards. 
From there, the patient is taken into the treatment 
area for surgical preparation, theatre, recovery, and 
then back to the wards before being discharged at 
the reception. When designing the practice, these 
workflows must be considered for possible pitfalls 
such as patients passing each other in a narrow 
hallway, anxious and vocal patients housed near 
patients recovering from surgery, or dogs and cats 
having to wait in the same area.

1.3.2  Entrance and reception areas

The journey in the practice starts at the car park. 
When possible, consider having several spaces allo-
cated not only for owners with physical disabilities 
but also for owners of senior dogs or dogs with dif-
ficulties in walking into the practice. A newer prac-
tice design might even divide the practice and the 
car park into separate areas for dogs and cats, with 
separate parking areas and entrances. Try to avoid 
stairs at the entrance to the practice or provide a 
ramp.

The reception area is the first bottleneck to con-
sider. When many owners arrive at the same time, 
the result could be anxious patients standing next 
to each other, with dogs near cats or other species. 
Some of these patients might also be aggressive. 
Scheduling (known) aggressive or fearful patients 
appropriately or asking owners to leave the patient 
in the car while registering and then waiting in the 
car helps to reduce fear and aggression in the recep-
tion area (Fig. 1.5.).

Ideally, the reception and waiting areas would 
separate the different species; cats appear to be 
distressed when next to dogs and unable to avoid 
the situation (McCobb et  al., 2005; Volk et  al., 
2011McCobb et al., 2005). When possible, two 
different rooms or areas should be allotted (see 
Fig. 1.5C). If this is not possible, the existing area 
should be divided using visual barriers such as 
shelves with products or stands. In the cat wait-
ing areas, stands for cat crates should be provided 
to keep the cats above floor level (Fig. 1.6.) and 
separate from each other. When stands are not 
available, cats should be kept on the seat next to 
the owner, and the crates should be covered with a 
blanket to minimize exposure. For more informa-
tion on cats’ waiting areas, see the recommended 
standards by the International Society of Feline 
Medicine ( catfriendlyclinic. org).

Sliding doors at the entrance are beneficial 
when owners carry their patients in a carrier or 
when wheeling a sick patient into the practice. 
However, motion sensors might also react to pa-
tients and people walking by the door. The open-
ing and closing might scare some patients, and 
those who are not controlled well with a lead may 
escape. One option is to install sliding doors that 
are activated using a button, or two doors with a 
vestibule in- between.

Having a separate entrance for anxious or ag-
gressive patients can be very useful. Similarly, hav-
ing direct access to the consulting room from the 
outside allows owners of fearful or aggressive pa-
tients to go into the room and then back out to the 
car without meeting other patients or people, apart 
from the veterinary surgeon and nurse.

For many dogs, walking onto and standing on 
the scale is threatening (Hernander, 2008). Better 
than a typical stand- on scale at the corner of the 
room is a scale in the hallway, or along a wall (but 
not in the corner) that the patient walks through. 
The scale should be buried at the floor level, creat-
ing a continuous path (see Fig. 1.7.).

Consideration should be given to a retail area in 
the reception. While having tasty treats and food is 
part of the practice, it is essential to remember that 
the smell of aromatic treats may be negative. Some 
patients that are brought to the practice are sick 
and nauseous. The smell may aggravate this feel-
ing. Also, the smell of a tasty treat present while the 
patient is anxious may create conflict, leading to 
higher arousal. Therefore treats should be kept in 
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Fig. 1.5. (A) Reception area before renovation and adaptation to a more ‘patient- friendly’ area (photo courtesy of Mark 
Gill, Goddard Veterinary Group); (B) Same reception area after renovation (photo courtesy of Mark Gill); (C) When 
possible, try creating separated waiting areas for dogs and cats (photo courtesy of Jeremy Voakes, Archway Vets).
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Fig. 1.6. Placing cats above floor level and covering the crate can help to minimise exposure to potentially threatening 
stimuli. (Photo courtesy of Dr Jeremy Campbell, The London Cat Clinic.)

a closed container and offered by owners to their 
patients when appropriate.

Reception areas can be designed to look like a 
living- room. Instead of chairs or benches, a sofa 
could be placed. The sofa can be made from an 
easy- to- clean material such as leather. The use of 
towels or blankets would allow dogs to settle on 
the floor while waiting. However, these should be 
replaced regularly and washed carefully to prevent 
the transfer of infectious diseases.

The reception desk should not be too high if 
using a counter; it should have space to place 
down carriers of small patients, especially cats. 
This would prevent the need to leave the car-
rier on the floor where cats might be exposed 
to other patients, in particular large dogs. The 
cat might feel that it cannot avoid them, thus 
becoming more anxious. Alternatively, a crate 
stand could be placed next to the reception 
counter.

1.3.3  Consulting rooms

This is where most patients’ fear level peaks as they 
are being handled and manipulated by unfamiliar 
people. Also, some of these patients are in pain or 
are sick. Thus their negative bias is high. This can 
be exaggerated by negative memories of previous 
visits to the same room (or similar), causing many 
patients to refuse to walk into the room.

Consulting rooms should have two doors when 
possible; one for the owner and patient to come in, 
and the second for the staff. The inner door should 
lead to the wards and treatment areas. It also helps 
to have all of the necessary materials and tools for 
a routine examination prepared and in place in the 
room. This means that staff do not have to keep 
leaving and returning to the room.

Most dogs and cats try to avoid the examination 
table (Döring et al., 2009). A simple metal or wood 
table is the most common design in practices. While 
it is easy to clean, it is not a comfortable surface 
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Fig. 1.7. Scales in the corner can cause more anxiety. Placing the scale along a walking path allows the dog to walk on 
it on its way towards the consulting room or reception. (Photo courtesy of Graeme Mason, Henlow Vets.)

for the patient to stand on and feel stable. Placing a 
rubber mattress or plastic mat can help the patient 
feel more stable and is easy to clean and disinfect. 
When possible, the examination, especially with 
large dogs or cats who refuse to come out of their 
crate, should be on the floor or in a crate whose top 
half has been removed. Therefore, installing exami-
nation tables that can be folded up to the wall or 
easily removed from the room gives the advantage 
of space and makes the room appear less like an 
examination room. (See Fig. 1.8.)

Providing high areas for cats to explore, perch or 
hide inside can be useful as well. This must be bal-
anced with the ability to examine the cat and fin-
ish the examination on time. Thus, perching spaces 
should not be higher than where the staff can easily 
reach and have access to the cat or to clean appro-
priately (see Fig. 1.9).

If space allows, designating species- specific 
examination rooms can prevent the transfer of 
odours. When using the same consulting room for 
different species, attention must be given to ap-
propriate cleaning and ventilation before the next 
patient. Alternatively, it might be possible to divide 
the practice schedule so that certain patients are ex-
amined at specific times. For example, cat consul-
tations could take place in the morning, with dog 
consultations in the afternoon. This routine would 
allow for appropriate cleaning.

1.3.4  Wards

This is where patients spend most of their time in 
the hospital without their owners when they are 
sick. Also, human and patient traffic and the num-
ber of patients in the area is generally high. Kennels 
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Fig. 1.8. Placing easy- to- remove examination tables helps increase space in the consultation room. Some pets respond 
better to a physical examination on the chair, the floor or in their owner’s arms or crate. (Photo courtesy of Jeremy 
Voakes, Archway Vets.)

should, therefore, be designed in such a way as to 
reduce the anxiety of the patient.

Dog kennels should vary in size based on the 
size of the dog. Cats’ kennels should have sufficient 
space for a litter tray and a hiding box. Ideally, a cat 
kennel should be high enough internally to allow 
for a perch to be mounted within it. The patient 
should have sufficient space to stand up, circle, lie 
down comfortably, and fully stretch. The floor of 
the kennel should have a comfortable surface for 
the patient to lie down on and walk (Fig. 1.10A and 
B).

An ideal design is to stagger kennels at a 
45- degree angle to the entrance to the room. This 
design allows staff in the ward to observe multi-
ple patients at once and, at the same time, reduces 
the ability of the patients to see each other, which 

can lead to increased fear (Kry and Casey, 2007) 
(Fig. 1.11).

Another option is to place barriers in front of 
the kennel or on the kennel door, to block the view 
of anxious patients. This is also important at night 
when patients need to sleep, yet the staff need light.

Some patients, especially geriatric, orthopaedic 
or neurological large and giant breed dogs may 
have mobility problems or find the floors slippery. 
Installing an overhead crane and support system 
can assist the staff and patient to move into and 
outside the kennels and the wards (see Fig. 1.12).

1.3.5  Treatment area and surgical preparation

These are busy areas of the practice, and often 
only minimal consideration is given to the patient’s 
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Fig. 1.9. Cats may want to hide or perch while you talk to the owners. Providing an appropriate option helps reduce 
anxiety and facilitates easier examination. (Photo courtesy of Dr Jeremy Campbell, The London Cat Clinic.)

emotional needs in these areas. As much thought 
and consideration should be taken when designing 
treatment rooms and preparation areas as it is for 
the consulting rooms. When possible, handling pa-
tients in the treatment area should be done when 
no other patients are present. If more than one pa-
tient is treated at the same time, the area should be 
divided into isolated pods (see Fig. 1.13A and B).

The surface of the treatment table should be cov-
ered with a rubber mat to allow the patient to stand 
comfortably on a non- slippery surface. If different 
species are handled in the same area, ideally, this 
should be done at different times to allow appropri-
ate cleaning and ventilation.

1.3.6  Other species

When working with patients other than dogs and 
cats, similar considerations of species- specific 

adjustments are necessary. Cats are the natural 
predators of many other patient species such as 
rats, guinea pigs and birds. Thus, when examining 
or hospitalizing any of these patients, all cat odours 
and sight of cats should be avoided. When space 
and finance allow, a separate waiting area, consult-
ing room, ward and treatment area should be avail-
able. The kennels in wards should allow for the 
patient carrier to be placed inside without taking 
the patient out of its carrier.

1.3.7  Practice-wide approach

The following sections detail different factors that 
apply to all areas within the practice. These factors 
are meant to reduce the anxiety and fear of patients 
while ensuring that the workflow and hygiene are 
maximized.

1.3.7.1  Vision

The practice should appear pleasant not only to 
owners but also their patients. The colour scheme, 
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Fig. 1.10. (A) Cat kennels for hospitalized patients. The kennel is sufficiently large to allow the cat to walk inside, lie 
comfortably, and eat. Also, a litter tray can be placed inside while allowing the cat to rest high on a perch or hide. 
Note the tinted doors of the upper kennels – it helps cats to rest better while allowing staff members to observe the 
patient; (B) Larger units allow placement of more hiding boxes and vertical stimulation. These are useful for longer- stay 
patients. (Photos courtesy of Sagi Denenberg, Langford Vets.)

Fig. 1.11. Staggering kennels at a 45- degree angle allows staff members to see all hospitalized patients while 
preventing the patients from seeing each other. Also, airflow is likely to be more optimal for ventilation. (Photo courtesy 
of Alex Darvill, ACD Projects.)

lighting and scent all have an impact on the patient. 
Dogs have a dichromatic vision, and while they 
can see most of the range of colours that humans 
can, they cannot easily distinguish wavelengths be-
tween green and orange (Neitz et al., 1989). Cats’ 
vision is trichromatic, although with less colour 

precision than humans, and they also discern the 
blue and violet end of the spectrum better than the 
red end. Both species can see into the ultraviolet 
spectrum and many surfaces and materials can ap-
pear fluorescent to them. Both dogs and cats see 
better in low light compared to a human. Therefore 
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Fig. 1.12. Having kennels in different sizes allows the management of different- sized patients efficiently. Placing rubber 
mats on the floor allows patients to stand on a slippery surface. Note the overhead crane system to harness large dogs 
who cannot move well. (Photo courtesy of Sagi Denenberg, Langford Vets.)

it is preferable to avoid bright colours like whites, 
reds and oranges, and darker colours are generally 
better. Making more use of pastel shades of blue 
can create a calmer environment (Lewis, 2015). 
Unfortunately, white plastic is often used for fre-
quently cleaned areas as the dirt is easier to see, and 
the white material is usually cheaper than coloured 
versions.

1.3.7.2  Sound

Our patients hear exceptionally well, so reducing 
noise throughout the practice should be a key fo-
cus in your design and material specification. The 
wards are where the highest concentration of dogs 
will be at any one time and the most likely place for 
any excess noise to be generated. As dogs are most 
likely to bark when they are disturbed, attention 
must be paid to reducing disturbance as much as 
possible.

The use of music in veterinary hospitals has 
been investigated; however, no conclusive data ex-
ist. It might be that classical music is more sooth-
ing for the dog, especially with slower rhythm 
(McConnell, 1990; Wells et al., 2002; Kogan et al., 

2012; McConnell, 2013). It is also possible that 
playing audiobooks is even more helpful (Brayley 
and Montrose, 2016). Cats appear to respond bet-
ter to music of a higher tempo and pitch than dogs 
(Snowdon et al., 2015). Therefore, during the plan-
ning of the practice, consideration should be given 
to installing speakers and having the connecting 
cables buried in the walls to prevent patients from 
chewing them, and also to reduce surface area for 
cleaning. Alternatively, the use of wireless speakers 
is recommended.

In addition to playing music and trying to main-
tain a quiet environment, considering suppression 
and retention of sound is essential. For exam-
ple, sound- absorbing ceiling tiles, insulation and 
double- glazed windows can dramatically reduce 
noise reverberation (Moser, 2004).

1.3.7.3  Odours

Dogs and cats rely on olfaction as one of their pri-
mary senses. When designing and, later, maintain-
ing a practice, care must be given not to overlook 
olfaction. Much thought also needs to be given to 
the ventilation, cooling, heating and reclaimed air 
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Fig. 1.13. (A) Treatment and anaesthetic induction areas divided into individual units. This design allows the staff to 
work efficiently while separating patients who might be distressed or agitated. (B) Showing separate entrances to each 
unit. Patients do not have to be in contact or close to other patients. (Photos courtesy of Sagi Denenberg, Langford 
Vets.)

throughout the practice. Investing in the right air 
filtration and handling equipment can make it more 
comfortable for the staff and patients, ensuring it’s 
not too hot in the summer or too cold in the winter. 
It is also more economical in the long term for the 
business, and it will mean cleaner air, if the trans-
fer of disease and spread of odours is prevented. 
Furthermore, a good filtration system will elimi-
nate vapours of caustic materials. For example, it is 
common practice to clean and disinfect kennels and 
treatment areas using solutions containing sodium 

hypochlorite, sodium perborate or hydrogen per-
oxide. These solutions are strong oxidizing liquids 
that adhere to surfaces and leave vapours. Sudden 
exposure of a dog or a cat to these vapours, for 
example when immediately placing a patient inside 
a recently cleaned kennel, can result in damage to 
the nasal mucosa (olfactory neurons), reducing the 
patient’s olfactory abilities. This has the effect of 
disabling the patient’s ability to perceive informa-
tion accurately, which can also lead to the patient 
becoming more anxious.
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1.3.7.4  Surfaces

Surface materials in veterinary practices should al-
ways be easy to clean and disinfect. The most com-
monly used surface is a simple and standard vinyl, 
which is a ruberoid or plastic material. Rubber 
surfaces can be used, as well as polyurethanes and 
epoxy resin floorings. These all come in an abun-
dance of different slip resistances, and they should, 
therefore, be considered during your build. Ceramic 
tiles are another alternative. However, if choosing 
ceramics, you must consider the durability of the 
grout and adhesive used. As with epoxy resins and 
polyurethanes, you have to go into great detail with 
application and type of broadcasting required to 
achieve a slip resistance. You must also be aware of 
the substrate underneath the flooring as this often 
has detrimental effects by cracking these sprayed- 
on surfaces. Linoleum should be avoided as it is 
not necessarily a waterproof product and cannot 
handle the amount of washing required, especially 
those with hessian backing.

There is a balance to be found in terms of slip 
resistance and cleanliness. Those surfaces which are 
most easy to maintain can also be slippery and may 
increase the anxiety of patients, especially those 
who are sick or have mobility issues. A simple so-
lution could, of course, be to provide slip- resistant 
shoes for staff and washable mats for patients to 
walk on, instead of changing the flooring to a non- 
slip material that is harder to clean.

1.3.8  Exercise area

Where possible, you should always provide an ex-
ternal exercise area for you to take the dogs for 
short breaks outside the veterinary practice. This 
could be for walks, exercise, rehabilitation or just 
for them to relieve themselves.

Grassed areas are not always possible and, of 
course, if they are used a lot in wet weather they 
will deteriorate fast and turn into mud baths. Many 
vets prefer concrete or even tarmac, laid with a 
slight fall to a channel drain, which is always useful 
as this will then facilitate hosing down.

Concrete and tarmac are fine finishes for dogs, 
though not particularly stimulating for them. 
Tarmac would last longer, especially if washed 
down frequently, but both of these surfaces have 
small pitted areas which could harbour disease un-
less cleaned down thoroughly.

Astroturf is also very common, although when 
deciding to use this material you should avoid the 
high- pile version as there are many short finishes on 
the market, which are easier to clean and can also 
be washed down. This material can, therefore, be 
cleaned and will not deteriorate like natural grass.

The fencing that surrounds these areas can be as 
simple as timber fencing, although try to avoid this 
as much as possible as timber on its own could eas-
ily rot, break or harbour pathogens such as fungi 
(e.g. ringworm).

Another option would be to cover timber fenc-
ing with white plastic sheeting to give an aseptic 
and easy- clean finish. This only needs to be to ap-
proximately 1400 mm from the ground, and if the 
Astroturf comes up the wall by 100 mm, you can 
overlap the Astroturf, thus providing a good finish. 
Alternatively, a brick finish with smooth joints, or 
even rendered, would suffice.
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