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Introduction

Euthanasia in Veterinary Medicine

Euthanasia is different for today’s vets. Today people have 
varying relationships with their pets, but very often they will 
see their pets as members of their family. They may relate to 
euthanizing their pets as killing their child. . . . This is kind 
of a new paradigm with regard to euthanasia. The old way of 
doing things was, when a person wanted to euthanize their dog, 
you would take it in the back and it gets euthanized. . . . The 
client was really not involved in the process at all. We are really 
getting away from that, but there are still veterinarians that do 
that. There are still some veterinarians where it is a business 
thing. You go up front and pay the money, and the dog goes in 
the back and gets euthanized. It is not warm at all. Most people 
now, however, want to be more intimately involved with 
euthanasia. They want it to be a nice experience.

—�Forty-four-year-old veterinary professor  
in a lecture on euthanasia to his graduating seniors

As companion animals, or pets, increasingly become part of 
American households and, for some, a valued part of the fam-
ily, the termination of an animal’s life has also become the 

purview of veterinarians. Time and time again, small-animal veterinar-
ians, like the professor in the opening quotation, explained to me how 
euthanasia has changed. In today’s veterinary offices, veterinarians and 
their human clients share in the experience of an animal companion 
being “put to sleep.” For veterinarians, this event is routine, as they 
may orchestrate it daily in their work. For many pet owners, having 
made the agonizing decision to euthanize, it is a rare, highly emotional 
experience.

Ask a typical American pet owner about his or her animal companion and 
you will likely be told not only the species but also the breed, age, personal-
ity, and favorite foods, as well as how cute, smart, or brave the animal seems. 
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Such a response, although common today, would have astonished people a 
century ago, when animals rarely lived inside the house and certainly did not 
wear special holiday sweaters to pose for family portraits. Today people bond 
with their pets on various levels, considering them anything from annoying 
or costly accessories to valued family members. Perhaps at no time are these 
bonds more apparent than when pet owners face the decision of whether to 
end an animal’s life. For some pet owners, simply anticipating that last trip 
they will make to the veterinarian with their beloved companions is stressful, 
and actually dealing with their pets’ terminal illness, unexpected injury, or 
old age is an especially traumatic experience. Others have no such misgivings 
in similar circumstances; for them, the decision is straightforward and less 
emotionally wrenching. Whatever the mind-set of the owners, veterinarians 
must facilitate these life-and-death situations.

As a social scientist interested in medical sociology, death and dying, and 
human-animal relationships, I wanted to know more about how veterinarians 
deal with euthanasia and the interactions it entails. I spent a year and a half 
speaking with small-animal veterinarians and observing day-to-day activities 
in several veterinary hospitals. Being in treatment rooms with many veteri-
narians and clients as they made decisions or provided care gave me a bird’s-
eye view of the interactions between veterinary doctors and their human 
clients, animal patients, technicians, and colleagues. Although I often found 
my fieldwork emotionally upsetting and physically exhausting, research from 
a distance could not give me the access to the private and emotionally charged 
interactions between veterinarians and their clients that direct involvement 
could. Simply put, people reveal much more to an outsider willing to share 
in the ordinary day-to-day experiences than they do on a standardized ques-
tionnaire.1

Although this book focuses exclusively on the experiences of small-animal 
veterinarians, I had initially become interested in the study of euthanasia after 
hearing a fascinating story from a large-animal veterinarian. During his first 
month working for a busy large-animal practice, the young doctor was sent 
on a presumably routine checkup of a sick cow at a well-regarded client’s 
dairy farm. Business with the cow concluded, the client, a rather burly farmer, 
inquired if he would mind euthanizing the family’s pet chicken. Choking back 
a laugh, the novice feared he was the target of a hazing ritual or a practical 
joke. However, the family’s earnest and somber demeanor told him this family 
had a special attachment to the chicken and wanted a peaceful death for their 
beloved companion. Rather than disappoint his new client and colleagues, the 
young veterinarian reluctantly agreed to euthanize the pet chicken.
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In addition to a lack of confidence in his ability to deal with grieving cli-
ents, the novice veterinarian’s reluctance to euthanize stemmed from a more 
practical concern—how to best euthanize a chicken. His training had indi-
cated that cervical dislocation, or breaking the neck, would be the quickest 
and most humane method for the species, but he feared it would not appear 
peaceful or painless to the family. The veterinarian decided to instead use 
the more aesthetically pleasing method of intravenous barbiturate overdose, 
commonly used to euthanize pet animals, but he did not know the amount 
of solution to inject. After injecting the solution, and apprehensive that the 
animal might be only temporarily anesthetized, he created a pretext to get the 
family out of the room by suggesting that they gather a box and blanket for 
burial. In their absence he performed the cervical dislocation.

As he told me the story, his tone of voice and facial expressions strongly 
suggested that he saw the events of the chicken euthanasia as peculiar and 
harrowing and also somewhat comical. He exclaimed, “I actually had to 
‘euthanize’ a family’s dying chicken—if you can believe that! . . . What really 
got me is how attached this family was to this one chicken—like it was their 
dog or something.” His astonished emphasis on euthanize led me to surmise 
that he did not typically think of the death of his patients as euthanasia. And 
he was clearly not accustomed to thinking of a chicken as a valued family pet.

I begin the book with the tale of a chicken euthanasia for two reasons. 
First, the anecdote points to how a client’s regard for an animal shaped the 
interaction between the veterinarian and the client. A chicken’s status as a 
valued family companion governed the method the veterinarian used to end 
this chicken’s life. The story further demonstrates how veterinarians stage the 
death of animals for the benefit of their human clients. In fact, I found the 
efforts of veterinarians to create a good death for patients and an appearance 
of such for clients so compelling that I devote Chapter 2 to the subject.

Second, the chicken story reflects the complicated and shifting relation-
ships between humans and animals. The Wall Street Journal published a series 
of articles on chickens’ rise in popularity in urban neighborhoods.2 People 
keep chickens for fresh eggs but also as companion animals, with some even 
becoming house pets. Several online forums address the emotional side of 
raising chickens and dealing with their death (see, for example, http://poul 
tryone.com). Other people see chickens primarily as food, relating to their 
death in the same way the young veterinarian did to his poultry patient—
“It’s no big deal—it’s just a chicken” (emphasis added). As this veterinarian’s 
statement demonstrates, many do not understand the grief felt by enthusi-
asts over the loss of such a bird. Yet even though the young veterinarian was 
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bewildered by the family’s grief, he did his best to respect their relationship 
with the chicken.

The small-animal veterinarians in this book often go out of their way to 
convey to their clients that grief over the death of any animal is normal and 
legitimate. Consider the case of a young software engineer and his pet mouse, 
named Sam. Upon hearing that his companion would likely not survive, the 
young man was inconsolable. Behind closed doors, some staff members could 
not understand his attachment to a mouse and joked to each other, “This 
guy is nuts. He is crying about a mouse!” Though the veterinarian herself 
struggled to understand this client’s emotional attachment to a mouse, she 
quickly chastised her staff: “That mouse meant a great deal to this guy, and if 
we in the veterinary profession think that his grief is strange, who else is going 
to understand what he is going through? It is our job to support his feelings 
about this mouse and make him feel like it is okay to cry over the death of 
a mouse.”

When a human dies, most families are surrounded by nurturing friends 
and other family. But when a pet dies, families rarely receive the same atten-
tion. Although some friends and family may want to comfort loved ones after 
the death of a beloved animal, they may not fully understand or appreciate 
the loss. For example, the well-intentioned suggestion “You might feel bet-
ter if you get another dog” can seem to some pet owners the same as “Don’t 
worry. You can get a new spouse.” Other, less sympathetic people may con-
sider grieving for animals to be silly or overly sentimental and respond to the 
loss with an insensitive remark such as “It’s only a cat. What’s the big deal?”

Rather than deal with insensitivity or misunderstanding, some pet own-
ers want to suppress, or at least hide, their emotions over the loss of an animal 
companion, but they often regard the veterinary office as a judgment-free 
place to express their grief. Although I observed some pet owners as they 
made seemingly callous decisions regarding the death of their animals, I also 
witnessed euthanasias in which extremely distraught owners asked to hold 
their companion animals during the process and spend time with the bodies 
afterward. I frequently observed such ends for the death of not just dogs and 
cats but also birds, mice, ferrets, hamsters, and an iguana.

Narratives on the death of patients in this book reveal the emotional role 
of modern companion-animal veterinarians in comforting bereaved pet own-
ers. For example, as shown in the death of the mouse Sam, although the veter-
inarian was bewildered by her client’s grief, she took him to the grieving room 
and offered sympathy. She even searched the Internet to find appropriately 
sized options for a casket or urn in case her client desired one. Concerned 
that many of their clients will not receive sufficient emotional support or 



Introduction  5

sympathy from others for their loss, veterinarians told me that they often feel 
a special obligation to validate all of their clients’ grief. For a sociologist, these 
emotion-laden encounters between veterinarians and their clients provide a 
rich context for examining how emotionality is managed in professional set-
tings. The affective role veterinarians assume in comforting bereaved clients 
is the topic of Chapter 3.

To capture the breadth of encounters that unfold between clients, ani-
mals, and veterinarians regarding euthanasia, I consider the range and com-
plexity of people’s relationships with animals. For many social scientists, 
talking about any aspect of human-animal interaction requires a discussion of 
humans’ ambiguous perceptions of other animals.3 For example, some people 
may view an animal as a functional object, while others see it more as a com-
panion subject. Some children enrolled in horseback riding lessons may see 
the horse as basically a vehicle, while others relate to it as a large pet.4 People 
train dogs to fight to their death, race them for gambling purposes, leave them 
chained to fences in the backyard, breed them in puppy mills, train them for 
dog shows, take them on family vacations, buy them designer accessories, 
pamper them with spa treatments, or leave them substantial inheritances. 
Such wide-ranging treatment of horses and dogs provides just a few examples 
of the ambiguity inherent in our relationships with nonhuman animals.

Social scientists interested in human-animal relationships frequently note 
that animals play both utilitarian and affectional roles in many people’s lives.5 
In other words, a person may regard different members of the same species 
as a subject or an object. As I discussed earlier, chickens are usually seen as 
functional objects (poultry to eat), but some people see them as sentient indi-
viduals (cherished pets). The dairy farming family in the pet chicken story 
raised most of their chickens for eggs and meat, but one chicken joined the 
family as a pet. Along similar lines, farm animals are property (commodities 
for profit), yet some farmers develop emotional connections to their cattle, 
pigs, and sheep. In her study of Scottish farmers, for example, Rhoda Wilkie 
found that farmers do not relate to their animals as simply property.6 Indeed, 
as commodities, animals are seen as future meat and producers of dairy prod-
ucts, but farmers may also name, pamper, and feel affection for them. As one 
would expect, the emotional ambivalence inherent in these relationships is 
most troubling when it comes time to slaughter the animals.

While observing employees in animal-related workplaces, social scien-
tists repeatedly find that occupational behavior reflects the ambiguity inher-
ent in human-animal relationships. For example, in his studies of guide dog 
trainers, Sanders speculates that defining service dogs as both subjects and 
objects explains their simultaneous perception as equipment trained to serve,  
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protect, and assist and as companions with whom one develops a shared emo-
tional bond.7 Other scholars bring to light similarly complicated relationships 
between workers and animals in a wide variety of settings, including biomedi-
cal laboratories,8 primate labs,9 animal shelters,10 race tracks,11 veterinary and 
medical schools,12 and animal-cruelty law enforcement stations.13

Many scholars contend that these ambiguous perceptions and ambivalent 
emotions regarding nonhuman animals are fundamental aspects of human-
animal interaction. For example, Hal Herzog playfully titled a recent book 
Some We Love, Some We Hate, Some We Eat, alluding to humans’ inconsis-
tent treatment of other animals.14 Andrew Rowan argues that such attitudes 
are deeply entrenched in human society, calling it the “constant paradox.”15 
Arnold Arluke and Clinton Sanders introduce the concept of a sociozoologic 
scale in part to explain such paradoxical treatment.16 An animal’s position on 
the scale determines whether as a society we worship, protect, segregate, or 
destroy those of its kind. Although positions along the scale vary considerably 
from culture to culture and change over time within any given culture, gener-
ally speaking, the more an animal is regarded as being like us, the less we will 
tolerate, ignore, or condone its mistreatment.

As medical providers to nonhuman animals, veterinarians are in a position 
that exemplifies the ambiguity inherent in human-animal relationships—they 
treat animals as both subjects (patients who deserve quality medical care) and 
objects (the client’s property).17 Thus, I was not at all surprised to see veteri-
nary staff refer to an animal equally and interchangeably as a patient receiving 
care and as the owner’s pet. Similarly, people who bring their animals into the 
veterinary hospital are as likely to be referred to as the pets’ owners as they are 
the clients. In a similar way, throughout this book, I refer to those who pay 
for veterinary services as clients, owners, and caretakers and those who receive 
veterinary care as patients, companion animals, and pets.

Though most participants in my study use these terms interchangeably, 
many are sensitive to a budding debate in both the veterinary and animal 
rights communities. Some companion-animal veterinarians argue against the 
use of the terms pet and owner because they objectify animals in their care 
and, as a result, devalue the profession. Others, whether or not sympathetic 
to the argument, do not wish to make their terminology a political statement 
that might offend clients. Certain members of the multifaceted animal rights 
community contend that such words symbolize the oppression inherent in 
pet keeping. While I am aware of the ideological debates that surround these 
words, I use them largely for variety and because those I studied use them as 
commonplace designations.
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Veterinarians encounter clients with widely disparate views and attitudes 
regarding animals in their charge. An animal’s position along the continuum 
from valued subject (a patient deserving quality medical care) to functional 
object (the client’s property) has clear implications for the kind of treatment 
it receives. For example, a client whose child has grown tired of the respon-
sibility of taking care of a pet may request that the veterinarian euthanize a 
healthy, well-behaved animal. Yet pet owners who insist that the veterinarian 
carry out life-sustaining treatment or painful surgery on dying animals are 
just as common.

As subjects, companion animals provide valued emotional support to 
pet owners18 who consider them cherished friends or even family members.19 
Some owners can conceive of circumstances in which they would choose 
to give a scarce drug to their pets rather than to a person outside the fam-
ily.20 These animals may receive hundreds or thousands of dollars’ worth of 
veterinary care. According to the 2006 American Veterinary Medical Asso-
ciation (AVMA) national survey on pet ownership, U.S. households spent 
approximately $24.5 billion on unspecified veterinary care for more than 
seventy-two million dogs and nearly eighty-two million cats.21 At one of the 
veterinary teaching hospitals featured in this book, a recently retired veteri-
narian recalled the time Elvis Presley chartered a plane to bring his compan-
ion animal to a state-of-the-art facility. Flying your dog from Memphis to 
Boston was extravagant in the 1960s and still is, but more and more of today’s 
pet owners travel great distances to take their beloved companions to facilities 
offering the most sophisticated veterinary care available.

An article in the New Yorker in 2003 explored the question of how far 
Americans might go to prolong the health and comfort of their pets.22 As it 
turns out, regardless of wealth, people are willing to devote considerable sums 
to the care and well-being of their companion. Some pet owners are willing 
to incur significant expense to save or extend the lives of their dying animals, 
demanding more high-tech care for diseases such as diabetes, heart disease, 
and cancer. Increasingly, animals receive advanced medical, dental, and sur-
gical care, including dialysis, root canals, hip replacements, chemotherapy, 
cataract extractions, and even pacemakers. As a result, veterinarians can now 
become board-certified specialists in over thirty fields, including cardiology, 
radiology, ophthalmology, and oncology.

In addition to providing medical care to animal patients, veterinarians 
may also offer cosmetic and medically unnecessary services as requested by 
their human clients—for example, partial tail or ear removal required to meet 
breed standards or surgical amputation of a cat’s claws to protect household 
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items.23 Regardless of whether clients requesting these services regard their 
animal as a family member, such surgeries relegate the animal to the status of 
an object by disregarding its distress and the potential for harm. For example, 
clipping ears or tail limits a canine’s ability to communicate with other dogs, 
and loss of claws hinders a feline’s ability to defend itself. Moreover, because 
some pet owners are unwilling to spend even minimal dollars on an animal 
they see as easily replaceable, veterinarians are asked to euthanize animals for 
non-life-threatening conditions. Some pet owners adopt animals for a very 
specific purpose, such as guard dog or jogging companion; if the animals 
become unable to perform the desired function, their owners may replace 
them. For example, although treatment may be available to ease the animal’s 
discomfort, an arthritic dog might be put down, or euthanized, because the 
animal is no longer able to patrol the yard or keep up during the owner’s 
evening jogs. Thus, though arthritis is not fatal to humans, it can be for non-
human animals.

Legally, companion animals are property and can be euthanized for any 
rationale their owners devise. Although euthanasia can refer to ending the life 
of a human or a nonhuman animal, what qualifies as euthanasia for each group 
differs considerably. The word derives from the Greek eu (“good” or “well”) 
and thanatos (“death”). For humans, calling a death euthanasia is restricted to 
circumstances of mercy killing, in which death is a welcome relief from pro-
longed pain and suffering. For nonhuman animals, a good death is defined 
not by motive but by method. In other words, so long as death is without pain 
and distress, animals are euthanized in animal shelters, veterinary offices, and 
research laboratories for the convenience and benefit of humans.

Traditionally, shelter workers referred to the death of animals in their care 
as euthanasia because they considered it a painless end to an otherwise cruel 
life of starving in the streets or being kept in cages for years. However, some 
in the sheltering community known as no-kill advocates argue that a focus 
on method without regard to rationale devalues the lives of animals.24 Similar 
reasoning would never be used to justify the death of humans. Capital pun-
ishment, for example, no matter how painlessly performed, is not euthanasia. 
For no-kill shelter workers, the routine killing of unwanted, healthy animals 
should not be euphemistically referred to as euthanasia. They wish to apply 
the same standards for euthanasia to animals that are applied to humans.

Euthanasia is rarely a legal practice for physicians and remains controver-
sial among practitioners for reasons whose elaboration is beyond the scope of 
this book.25 Briefly stated, physicians opposed to legalized euthanasia argue 
that aiding in the death of patients violates the physician’s professional oath to 
do no harm. They regard decisions related to euthanasia as too great a moral 
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burden for physicians. Advocates of euthanasia, however, believe that patients 
should have the right to choose death to end their pain and suffering and that 
medical assistance is consistent with the physician’s oath to serve the welfare 
and interests of the patient.

Physicians on both sides of the issue of legalized euthanasia share con-
cerns about establishing safeguards and defining precisely what justifies 
ending suffering, which is necessary to prevent abuse by family members 
who stand to inherit money or avoid mistakes by hasty medical profes-
sionals.26 Many physicians fear that, even with strong safeguards, legalized 
euthanasia could create a culture in which sick people feel obligated to 
choose euthanasia rather than impose financial burdens on their families. 
Physicians even grapple over the best terminology to describe their role in 
helping a person die—physician-assisted suicide, medically assisted dying, 
medicide (Kevorkian’s term),27 mercy killing, or terminal sedation. Debates 
aside, few physicians support ending a life that is not marked by severe, 
incurable suffering.28

Veterinarians euthanize patients with serious or incurable diseases, and 
they also must consider other reasons for euthanizing patients when death 
is clearly not in an animal’s best interest. In this respect, euthanasia presents 
very different considerations for veterinarians than for physicians who treat 
humans. As I have suggested, pet owners have widely disparate views on the 
moral status of animals, ranging from assigning them significantly less to, 
at times, greater moral value than humans. Some owners request euthanasia 
for their healthy animals because of loud barking, damage to furniture or 
property, or failure to use the litter box. Even well-behaved animals can be 
euthanized because their owners move to an apartment with lease restrictions, 
develop an allergy, or no longer wish to care for the animal.

While such requests are fairly rare, veterinarians frequently must deal 
with more complicated dilemmas. Sometimes euthanasia of an elderly animal 
seems warranted if the increasing demands on the human caregiver become 
onerous. However, in some of these cases, the veterinarian might be sympa-
thetic to a client’s situation but unconvinced that the burden on the owner 
is great enough to justify the animal’s death. Life-and-death decisions often 
have to be made on the basis of an owner’s ability to pay for life-extending 
treatment. For example, an animal could recover completely with a $900 
surgical fix, but the owner cannot pay for the surgery. When an alternative 
to euthanasia costs more than clients are willing or able to pay, veterinarians 
must decide if they are comfortable performing euthanasia.

Decisions regarding euthanasia of companion animals are rarely straight-
forward, and veterinarians and their clients must work together to make  
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difficult choices. Pet owners have to decide how much time, energy, and 
money they can devote to care for their animals. Care for sick animals often 
has to do with where individuals choose to draw the line. What should be 
done when a hundred-pound, arthritic bullmastiff experiences increasing dif-
ficulty walking up and down stairs to the client’s third-floor apartment? What 
about the diabetic cat who requires daily shots? Should the veterinarian con-
tinue sustaining the life of a sick or severely injured animal with only a small 
chance of survival? Veterinarians must decide for themselves when killing an 
animal is justifiable and whether they can ethically refuse a client’s request to 
perform euthanasia or continue life-sustaining treatment.

In this book I do not seek answers to such philosophical questions. 
Though I recognize that the morality of human behavior is of great impor-
tance to society and the veterinary profession, several prominent philoso-
phers have already written books specifically for veterinarians to help them 
reflect on such weighty questions.29 As a social scientist, I am interested in the 
subfield of descriptive ethics, which seeks to uncover people’s moral beliefs 
and behaviors. Rather than determine the correctness or consistency of such 
beliefs, I examine what people think and do when confronting moral quan-
daries. From a sociologically informed perspective, this book provides an 
account of veterinarians’ hands-on experience negotiating with clients and 
deciding when ending an animal’s life is ethically appropriate.

My study’s participants repeatedly described the practice of euthanasia 
to me as both “the best and worst part of [their] job.” On one hand, eutha-
nasias were fraught with ethical dilemmas and frustrations that forced them 
to develop emotionally protective strategies. Some euthanasias were so psy-
chologically draining that veterinarians were hard pressed to perform this 
dirty aspect of their job. On the other hand, participants described euthanasia 
experiences as professionally rewarding and personally gratifying. For many, 
being good at euthanasia and helping pet owners through the grieving process 
formed an important part of their identity as accomplished veterinarians. 
Perhaps ironically, many veterinarians expressed a surprisingly similar version 
of the following sentiment: “You can tell a lot about a veterinarian by the way 
he or she handles euthanasia. How you end your patient’s life can be just as 
important as healing the patient.”

Trained and committed to saving animals and improving their lives, vet-
erinarians can suddenly find their role changing from doing all they can to 
prolong an animal’s life to ending it. While euthanasia is not always an emo-
tionally taxing act, the types of situations that provoke stress for individual 
veterinarians depend greatly on their personal values and attitudes. Given the 
wide range of beliefs and values regarding the proper treatment of animals, 
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all veterinarians will likely confront disagreement with some clients when 
negotiating life-and-death outcomes for their patients. Veterinarians take a 
professional oath to serve both the animal patient and the human client, 
and many experience significant moral stress when they perceive a conflict 
between these obligations.30 Trying to reconcile their moral views about ani-
mals with those of their clients, most veterinarians regularly face taxing moral 
quandaries related to euthanasia.

When veterinarians and their clients do not share the same moral values 
regarding animals, they must work together to determine when euthanasia 
is a reasonable choice. At times a veterinarian may persuade clients to take a 
different course, but this process is often tiring and frustrating. For example, 
unlike in most doctor-patient interactions, frank discussions of cost of care as 
it relates to life-and-death issues are common in veterinarian-client relation-
ships.31 Talking about financing an animal’s care can make veterinarians feel 
less like doctors and more like car mechanics, and veterinary staff often make 
light of these negotiations with clients by jokingly comparing their actions 
to those of used-car salesmen. But selling every client on the medically ideal 
but expensive Cadillac plan is not realistic. Thus veterinarians must offer  
concessions—potentially at a patient’s expense—by presenting clients with 
more-affordable treatment, from the practical Volvo plan all the way down to 
the unreliable (and perhaps deadly) Ford Pinto plan.

Negotiations that involve bargaining with owners over treatment costs to 
avoid euthanasia are particularly unsavory for most veterinarians and can be 
especially troubling for novices. As participants gained experience in clinical 
settings, they almost universally began to cynically express their frustration with 
such disappointing realities of veterinary practice. For example, when reflecting 
on their patients as a whole, most made note of an upsetting paradox:

Money is a tricky thing in veterinary medicine. . . . There is such a 
thing as a client having too much money and [one having] too little 
money. On one hand, you have people who put their animal down 
for treatable procedures or curable conditions. On the other hand, 
you have people who spend money to keep patients alive when it is 
not in the best interest of the animal. You can see how the financial 
status of the owner can screw a patient. . . . Veterinary medicine has 
a lot to do with money.

After facing such disparities in resources and willingness to pay for an ani-
mal’s care, novices quickly learned that both types of negotiations often end 
in disappointing outcomes for the veterinarian.
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Most veterinarians, regardless of their level of experience, report at least 
some emotional difficulty with performing euthanasia when they are not 
persuaded by the rationale for an animal’s death; some even describe feel-
ing they are killers or murderers at such times. Sometimes humor eases or 
masks a veterinarian’s discomfort in dealing with difficult cases. Veterinarians 
and their assistants often mock clients who choose euthanasia for reasons 
staff consider trivial or illegitimate. For example, families suspected of spend-
ing thousands of dollars on designer dog collars or recreational activities are 
scoffed at behind closed doors for claiming that they are unable or unwilling 
to pay a relatively small amount for their animals’ care: “We joke about the 
nerve of some owners coming in here wearing expensive jewelry, but instead 
we have to kill their animal. We joke when they drive away in a brand-new 
Mercedes or have a big fat diamond on their hand and they are not willing to 
fork over five hundred bucks for their pet. We can’t really say it to their faces 
so we size them up when they leave.”

For many veterinarians the only request worse than killing an animal for 
trivial reasons is sustaining the life of an animal when cure or even comfort 
is not possible. Veterinarians believe people desire to keep animals alive in 
many of these cases, not because it is good for the animal, but because it is 
too difficult to make the decision to end the life of a beloved companion ani-
mal. Here, veterinarians and their staff are torn between their obligation to 
provide the life-sustaining measures the client demands and their own desire 
to end the patient’s suffering. Many participants in my study reported that 
one of the most difficult aspects of their job was to have to convince someone 
it was time to let go of a dying pet.

In these cases veterinarians and their staff would wryly joke about eutha-
nizing the patient by filling their syringes with “blue juice,” an insider’s term 
for the barbiturate solution used to cause the death of veterinary patients. 
This solution is often called blue juice or pink juice because of the dye used 
as a safety precaution to indicate the deadly concentration of barbiturate.32 
Blue juice was the slang used most often when veterinarians and their staff 
expressed frustration with difficult cases in which they could do little to 
improve the patient’s condition but the client insisted that treatment con-
tinue. For example, a veterinarian would joke to a colleague, “I sure wish I 
could slip this poor fellow the blue juice.” In support, the colleague would 
sarcastically ask if the patient might want to eat some chocolate cake (a treat 
that dogs often enjoy but can be toxic to them). This kind of humor not only 
communicates to fellow insiders that the decisions of clients are not favored 
but also provides a way for frustrated veterinarians to let off steam.
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Recognizing that outsiders might be shocked or uncomfortable when 
first exposed to such terms, I use the slang term blue juice in the title of this 
book with some trepidation. One veterinary insider respectfully suggested I 
change the title to “Veterinary Euthanasia: The Art, Agony, and Science of 
Saying Good-bye.” Naturally, I am concerned that some might misinterpret 
my study’s participants as being disrespectful to patients and unsympathetic 
to clients. Yet to categorize veterinarians who use dark humor as unsympa-
thetic toward clients or unconcerned with patients in their care would be a 
regrettable mistake. Such an assessment of veterinarians is no more fair—or 
accurate—than saying the same of physicians who use similar gallows humor 
in their work. More importantly, it is woefully inaccurate. The veterinarians 
whose lives I humbly attempt to represent in the following pages earned my 
sincerest admiration and respect for their patience, dedication, and compas-
sion for both their human clients and the animals in their care.

Incorporating the slang term blue juice in the title is important to me 
because I believe it helps capture the complex and dynamic nature of vet-
erinary euthanasia. Early in their careers veterinarians learn to adjust to the 
frequency with which they are called on to kill animals, but many waver in 
their feelings about euthanasia. On one hand, ending patients’ intense pain 
and distress can be a great relief to veterinarians and their human clients. On 
the other hand—even when the patient is suffering considerably—ending the 
life of a patient can place a tremendous emotional burden on the veterinarian.

A more sedate, less charged title for this book, one distanced from insider 
language, would oversimplify the multifaceted reality that I found. Instead, 
I suggest that much can be gained from exploring the complex and ambigu-
ous nature of veterinarians’ experience with the practice of euthanasia. One 
is unlikely to find a veterinarian who accepts no reason for ending an ani-
mal’s life, but one is equally unlikely to find one who never suffers conflict 
in relation to his or her role in euthanasia. The truth is that veterinarians are 
often hesitant to kill but resigned to the necessity of euthanasia in their work. 
They experience a wide variety of emotions related to euthanasia, including 
anger, apathy, intense distress, and great relief. Although a particularly salient  
emotion-management technique, humor is but one method of many out-
lined in Chapter 5 that veterinarians use to cope with these feelings.

The use of gallows humor and dark jargon in the workplace is certainly 
not unique to veterinary professionals; it is also found among many occupa-
tional groups that regularly deal with death-related experiences, including 
paramedics33 and police officers,34 firefighters,35 nurses,36 and medical doc-
tors.37 In all these occupations, sharing coded-language humor allows insiders 
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to communicate strong emotions and, at times, soften tragedy. Scholars argue 
that gallows humor that disparages and depersonalizes death lessens the psy-
chological impact of the experience and creates enough emotional distance 
for workers to mediate death-related experiences.38 Ideally, this humor allows 
workers to create an emotionally safe distance but not entirely detach them-
selves from the situation.

Away from patients, physicians sometimes use humorous or sardonic 
expressions to describe death or dying, such as “circling the drain,” “croaked,” 
“kicked the bucket,” “pushing up daisies,” “bit the dust,” or “bought the 
farm.”39 Though veterinarians also use these dark euphemisms, they have 
unique terms to describe the death of their patients, such as an animal “went 
paws up,” “was given the go-go juice,” or “was given the blue juice.” We all use 
euphemistic language, although not as dark, to distance ourselves from the 
unpleasant realities related to death. For example, we often replace dead with 
“passed away,” “no longer with us,” “gone to a better place,” or “departed.” 
Euthanasia itself is used, at least partly, because people are uncomfortable with 
the term killing. While laboratory animals are “sacrificed,”40 a companion ani-
mal is “euthanized,” “sent to doggie heaven,” “put down,” or “put to sleep.”

Although dark or gallows humor is an important tool for creating distance 
from emotionally troubling aspects of some activities, researchers acknowl-
edge that too much of it can tip the delicate balance between distance and 
connection.41 The problem occurs when a physician or veterinarian becomes 
emotionally overburdened, or burned out. At this point, humor is less a tool 
and more an indication that the medical professional has lost touch with 
the patient and sees only the disease. In these situations, dark humor can 
exacerbate a veterinarian’s impatience, anger, and cynicism rather than help 
maintain emotional connections to patients. Ideally, humor allows workers 
to distance themselves from the anxiety associated with death-related tasks 
yet maintain emotional connection to those they are charged with helping.

Often companion-animal veterinarians must deal with not only the 
death of their patients but also emotionally distraught owners who wish to be 
involved in the death process. In researching this book I became captivated by 
euthanasias that resemble pseudofunerals. Veterinarians even describe their 
role in euthanasia as similar to that of a funeral director orchestrating rituals 
for pet owners. They often invite clients to bring friends and family members 
to be present during the euthanasia and to spend some time saying good-bye 
to the animal. Clients whose animals died during treatment are invited to 
postdeath viewings of their animals’ remains in private rooms. The veterinar-
ian may discuss with pet owners the pros and cons of burial versus crema-
tion and even help them choose an urn or handcrafted wooden pet casket 
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for an animal’s remains. If an owner wishes to take the animal’s body home 
for burial, the veterinarian may place the body in a coffin-shaped cardboard 
box. Many veterinary clinics have created special spaces designed specifically 
for euthanasia that resemble rooms one might see in funeral homes, with 
couches, wall decorations, and even fresh flowers.

Part of this book is therefore about Americans’ relationship with animals 
as revealed in the death of their pets. The place of pets in American families 
is changing. Companion animals are increasingly included in the rituals of 
everyday family life. Pet owners include animals in family portraits, write 
letters in pets’ voices, dress them in Halloween costumes, or celebrate their 
birthdays. Scholars interested in the role of the pet in the modern American 
family report that many people view animals as unique, emotional, recip-
rocating, and thoughtful friends or family members.42 Considered on a par 
with familial relationships, pet ownership may explain why some people resist 
evacuating natural disaster areas.43 Indeed, some people experience greater 
bonds with animals than they do with humans.44 Given the emotional signifi-
cance of modern animal companions,45 their deaths have increasingly become 
significant stressors in the lives of pet owners.46

The study of euthanasia as practiced in veterinary medicine may pro-
vide answers to some larger and more human questions. Physicians and phi-
losophers have long pondered, for example, how physicians would reconcile 
being both protectors of life and dispensers of death if euthanasia were legal 
for humans. By defining how veterinarians think, feel, and act regarding this 
aspect of their work, we see how direct involvement in the death of patients 
informs a doctor’s identity. The experience of veterinarians may theoretically 
offer fresh insights into the practice of euthanasia in human medicine. What 
is missing from the larger conversation is the potential for physicians and 
veterinarians to learn valuable lessons from one another.

Although scholars in the public debate seldom consider veterinary profes-
sionals, these professionals have extensive practical experience with euthanasia. 
Without having to rely on hypothetical situations, those studying veterinary 
euthanasia may provide yet-unexplored insight related to end-of-life care in 
the medical profession. Every year a new cohort of young veterinarians, enter-
ing the workforce after graduation, must consider when euthanasia is justi-
fied, how best to achieve a good death for their patients, and how to make 
sense of their role in that death. Long-standing debates in human medicine 
over end-of-life care and euthanasia rarely consider how enhanced knowledge 
of animal euthanasia might shed light on the practice for humans. This book 
provides the baseline for comparisons and, on its own, is an important begin-
ning to an exploration of euthanasia in practice.
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For social scientists, the study of veterinary euthanasia provides a unique 
lens through which to study many important topics, including professional 
socialization, emotion management, and death and dying, as well as relation-
ships between practitioners and patients or clients in a medical-care system that 
is ethically complex. Ethnographers have intensely observed the work worlds 
of doctors, nurses, lawyers, police, firefighters, salespeople, morticians, prosti-
tutes, waitresses, corporate leaders, and even obituary writers, among countless 
others.47 Yet a relative dearth of scholarly attention is given to the attitudes 
and actions of veterinarians.48 Literature on professional work regarding death 
and dying typically focuses on doctors, nurses, hospice workers, pathologists, 
police, coroners, and funeral directors,49 but the role of veterinarians in the 
death of their patients has been the focus of little empirical study.

Of course, many biographical accounts and personal memoirs of a day 
in the life of a veterinarian have been written by or about practitioners50 
and even animal hospitals.51 James Herriot’s book All Creatures Great and 
Small was so popular that the BBC made it the basis for a television series.52 
Though these accounts provide interesting anecdotes about veterinary prac-
tice, their authors do not systematically collect data or provide scholarly 
analysis. Interest in the scientific study of veterinarians has increased among 
social scientists.53 Yet relatively few scholarly works are dedicated to the vet-
erinary profession, and even fewer focus on issues of death and dying within 
the profession.54 This book seeks to address such deficiencies in the study of 
veterinary medicine.

This book captures the drama, paradoxes, and often complicated interac-
tions between small-animal veterinarians and pet owners contemplating life-
and-death decisions for their companions. The subject matter and approach 
of the book are unique, as is the scope of what is covered—everything from 
telling owners bad news about their pets’ conditions, to negotiating the many 
possible outcomes (including euthanasia), to handling the death of animals. 
As I demonstrate in Chapter 1, reaching a decision about when to end an 
animal’s life is often a carefully negotiated process between the pet owner and 
the veterinarian. An owner might believe, for example, that a three-legged 
dog or a one-eyed cat would suffer and that she or he would be cruelly con-
demning the animal to a miserable life. Veterinarians who disagree sometimes 
change a client’s mind by arguing, “I guarantee it will be more traumatic for 
you to lose a limb or an eye than it will be for your dog. An animal will not 
experience the social aspects. Most animals do just fine three legged or one 
eyed and they don’t seem to mind it much.” While some disagreements are 
easily dispatched, others require considerable effort for veterinarians and their 
clients to resolve. In some circumstances, amicable solutions to disagreements 
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cannot be reached, and in very rare cases, law enforcement may be called in 
to preside over disputes.

Chapter 2 describes the efforts of veterinarians to create good deaths for 
their animal patients and a good last memory for their human clients. After a 
decision has been made to euthanize an animal, the veterinarian must direct 
the physical process, from the actual killing of the animal to dealing with 
its remains. Inviting witnesses to the death process poses new challenges, as 
veterinarians must now be concerned with managing clients’ impressions of 
the death. The goal of a good euthanasia is a gentle slipping into death, which 
looks like an animal is quietly and painlessly falling asleep; however, despite 
the veterinarian’s best efforts, this goal is not always accomplished. Chapter 2 
captures the complicated ways veterinarians, attuned to all the opportuni-
ties for error and failure, direct each euthanasia drama and change the sterile 
medical environment into a personalized and intimate one. A good eutha-
nasia, although precarious, can be deeply rewarding for the veterinarian and 
satisfying for the owner.

In Chapter 3, I take the reader into these very private moments that 
unfold between human clients, their animals, and veterinarians. Today’s vet-
erinarians face a new paradigm in which owners desire to be more intimately 
involved in the death of their pets—often displaying intense emotions. Vet-
erinarians carefully manage such emotions for both instrumental and expres-
sive ends. When a patient’s life hangs in the balance, they help clients manage 
guilt and grief so clients can make timely decisions. After a client makes the 
difficult decision to euthanize a companion animal, the veterinarian’s goals 
change from facilitating medical decisions to helping the client deal with 
the death of the animal. Recognizing the intense feelings of grief, pain, and 
sorrow resulting from the death of a pet, veterinarians help grieving clients 
resolve feelings of guilt they might have and offer them comfort and counsel.

Chapters 4 and 5 concern the difficulties of euthanasia for the veteri-
nary practitioner from the points of view of the seasoned professional and 
the rookie veterinarian fresh out of school. By following an entire cohort 
of interns through their first year in practice, I was able to note the stress-
ors unique to beginning practitioners who felt unprepared and even shocked 
by some realities of the job that challenged their idealistic expectations. By 
shadowing residents and board-certified specialists throughout the workday, 
I learned about the euthanasia-related stressors that continue after years of 
experience. Together, these two chapters show that novices eventually resolve 
some of their frustrations regarding the practice of euthanasia, while other 
related stressors prove to be especially difficult to manage—even for veteri-
narians with years of experience.
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The Conclusion considers the myriad ways the practice of euthanasia 
highlights significant changes and controversies in veterinary medicine and 
in human-animal relationships. For example, as a result of the strengthen-
ing bonds between people and their companion animals, many small-animal 
veterinarians are revising the business of professional veterinary service to 
include not only maintaining the health and well-being of animals but also 
attending to the emotional needs of their clients. While some veterinarians 
consider this new role of offering comfort and counsel to clients to be outside 
their domain of knowledge, experience, and responsibility, others embrace 
the role. For those who embrace it, being good at dealing with owners’ emo-
tions has little to do with their professional training, yet they consider it an 
important part of their job.

As I show in the chapters that follow, each aspect of euthanasia reflects 
deep and unresolved tensions inherent in human-animal relationships that 
derive from treating animals simultaneously as subjects and objects, patients 
and property. Because animals exist somewhere between the categories of 
subject-patient and object-property, veterinarians encounter a wide variety 
of mixed and uncertain attitudes regarding animals from their colleagues and 
clients. While many young students today entering veterinary schools see 
animals as having a moral status closer to that of humans, much of the public 
and others in the profession do not share this perspective. In the process of 
becoming full-fledged veterinarians, these novices will not find it easy to bal-
ance their allegiance to clients, patients, and colleagues. In this nexus of mul-
tiple moral standpoints—exactly at the moment when issues of life and death 
are being decided—how do practitioners weigh the needs of their clients and 
their patients? This book considers that question.



1

Negotiating Death

Managing Disagreement with Pet Owners

During the course of my research, I was invited to attend a one-
day seminar on euthanasia required of third-year students at my 
local veterinary college. Though truly grateful for the opportu-

nity to sit in on the day’s events, I must admit that an early morning dis-
cussion of the pharmacological effects of euthanasia drugs on biological 
systems was not how I was hoping to start my day. While I acknowl-
edge that this subject is important to veterinarians, I still wished I had 
overslept. I began to perk up when the lectures turned to an analysis 
of different methods for providing animals a painless death given their 
species, breed, and particular illness. However, after lunch, I was posi-
tively thrilled when the professor opened her lecture by recalling a time 
one of her clients asked if, in the event of his death, she would euthanize 
his pet.

Upon his demise, the client wanted the veterinarian to euthanize his then 
eight-year-old German shepherd so the animal could be buried with him. The 
vet reluctantly agreed, in part because she thought her client might be joking 
but also because she did not believe that the man would die before his dog. 
Unfortunately, the client did die, and he was serious about his request. She 
now had to decide if she could keep her previous agreement with the client. 
In the end, she decided to honor her promise. Fortunately, her conscience 
was relieved by the fact that the dog was now twelve years old and had hip 
dysplasia and arthritis, serious conditions that helped her justify euthanasia 
at that time. However, the case forced her to think earnestly about what she 
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might have done if the animal had been in better health and how she would 
manage such requests in the future.

The instructor surveyed the class, asking students how they felt about 
such a request and how they thought they might have negotiated a similar 
situation. Next, she presented more hypothetical questions for her students’ 
consideration. Under what circumstances is it morally and ethically accept-
able to euthanize an animal? Do clients have the right to ask the veterinarian 
to euthanize their animal regardless of its health? Would there be a justifiable 
difference between euthanizing a healthy (but aggressive) animal as opposed 
to a sick (but treatable) animal whose owner cannot afford the necessary sur-
gery? Can veterinarians refuse extreme life-saving measures for animals they 
see as seriously suffering?

The instructor’s probing hypothetical questions initiated frenzied ethical 
debates. After allowing the debates to continue for some time, the instruc-
tor proposed that sticking to one’s ethical ideals may be more challenging in 
reality than students thought. The professor argued, and research suggests, 
that real-life and hypothetical dilemmas may elicit different responses.1 The 
instructor asked her students to consider how they would act when a client 
asked them to do something their gut told them was wrong. Turning to one 
student who had earlier said that keeping animals on a ventilator was cruel, 
she asked, “How exactly do you politely tell a client that you think keeping 
their terminally ill companion on a ventilator is cruel?” She inquired, “How 
can you convince your elderly client that placing the cat in a shelter is a bet-
ter alternative when he strongly believes that his cat loves him so much that 
she simply couldn’t survive without him?” The professor continued, “How 
would you negotiate with the client that doesn’t have the funds for treating 
their animal’s condition but can’t bear the thought of their pet ‘suffering’ in 
a shelter?”

Discussing Death with Clients

Though previous studies have gathered information on the moral orientation 
and general moral reasoning of practicing veterinarians,2 like the veterinary 
professor, I wanted to know how my study participants resolved real life-
and-death disagreements with clients. As it turns out, clients and veterinar-
ians often come to mutually agreed on decisions; however, negotiations are 
substantially complicated if the veterinarian disagrees with client requests. 
When veterinarians are unwilling to carry out client requests, they assume an 
advocacy role for their patient. Sometimes disagreements are easily resolved, 
but at other times negotiations between veterinarians and clients become 
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difficult. The purpose of this chapter is twofold: outline the common types 
of life-and-death disagreements veterinarians have with clients and discuss 
how veterinarians manage such disagreements.

In the beginning of my research, I naively thought I could simply gather 
a set of universally accepted guidelines regarding what constitutes a legitimate 
rationale for euthanasia. As it turns out, this is a difficult, if not downright 
impossible, task. First, my study participants vehemently fought my best 
efforts to uncover the standards they use for deciding when euthanasia is 
legitimate. They repeatedly stressed that they do not rely on a magic formula. 
Instead, because each case involves a unique combination of factors, their 
decision making is often case by case.

Moreover, although veterinarians may agree on the worthiness of a par-
ticular rationale for euthanasia, their criteria to establish legitimacy for such 
a claim varied from veterinarian to veterinarian. For example, most partici-
pants agreed that it is right to euthanize an animal whose quality of life is so 
impaired by disease or injury that it is inhumane to keep it alive, but they 
often disagreed on when this point is reached. In other words, the patient’s 
quality of life is nearly universally considered the most legitimate rationale for 
euthanasia,3 but there are no universally defined criteria to determine when 
an animal has a poor enough quality of life to justify euthanasia.

Veterinarians consider factors outside the animal’s quality of life to be 
acceptable, although considerably less legitimate, reasons to euthanize. For 
example, veterinarians believe it important to weigh the odds of a successful 
outcome for the patient against an expensive treatment plan. Similarly, vet-
erinarians disagree about how to draw such boundaries. For some, almost any 
cost the owner cannot afford, no matter how small, justifies euthanasia. For 
others, euthanizing an otherwise healthy animal with a good prognosis (e.g., 
a broken leg) because of the owner’s inability to pay for reasonable treatment 
is unacceptable.

Despite participants’ best efforts to avoid my questions regarding stan-
dards for legitimacy, I was able to uncover key aspects of their decision-making 
process. These factors typically included diagnosis and prognosis, quality 
of life, current symptom burden (stress, pain, and suffering), risk-benefit 
analysis of the proposed intervention, treatment financial cost, patient’s past 
response to treatment interventions, species characteristics and life span, 
and treatment burden for the owner. For most participants, any one of these 
could constitute legitimate rationale for euthanasia. Again, the tricky part was 
getting them to agree on either the exact combination of factors or when one 
factor was severe enough to justify euthanasia. For instance, though many 
veterinarians support euthanasia of animals that present an obvious danger 
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to society, they often disagree on when a pet’s behavior has become risky, 
vicious, or unmanageable enough.

When several of the previously listed key factors are considered problem-
atic enough, veterinarians have no dilemma about the need for euthanasia. 
For instance, Dr. Green described a clear-cut case for her as “a patient that 
has metastatic cancer and is geriatric with several comorbid conditions like 
heart disease and renal failure. . . . I always say any one of [those] alone may 
be manageable, but all of them together make Fluffy’s prognosis really bad. I 
don’t need a whole lot of conference to be okay with that decision.” Patients 
who were old and infirm or suffering from severe illness or injury were gener-
ally considered the most legitimate cases for euthanasia.

One easily negotiated example involved two of Dr. Hill’s favorite clients 
and their twelve-year-old Great Dane, Duke, who was unable to eat without 
a feeding tube because of a serious medical condition known as megaesopha-
gus. As I understand the condition, the esophagus becomes so enlarged that 
it is unable to push swallowed food into the stomach, resulting in frequent 
vomiting and, unfortunately for Duke, chronic pneumonia. Even though 
less than 35 percent of patients recover from aspiration pneumonia, Duke’s 
owners spent more than $3,000 in hopes of his living another year. Despite 
the owners’ dedication and commitment to treating Duke, his condition 
remained poor. Thus, considering his poor quality of life, older age, difficult 
medical condition, and poor response to treatment, Dr. Hill easily supported 
her clients’ decision to euthanize.

Ethically gray cases that balance uncertain health outcomes against a 
treatment’s known adverse effects do not pose difficulties for most veterinar-
ians, because they conclude that it is equally legitimate to treat or eutha-
nize the animal. For example, many participants considered a diagnosis of 
hemoabdomen a gray issue because it is a potentially life-threatening condi-
tion that requires surgery to remove a bleeding tumor. An ultrasound and 
chest radiograph4 can determine if the tumor has spread to the liver and 
lungs, indicating malignancy. If it has not spread, owners can proceed with 
surgery and hope the tumor is benign. If benign, prognosis is excellent for 
a full recovery; however, if it is malignant, survival time is much less opti-
mistic. As one veterinarian put it, “There was a one in four chance that the 
surgery alone would fix the problem, but surgery is expensive. They may 
euthanize their animal because it is 4 to 5,000 dollars on a bet. It may be 
totally treatable, but it may be cancer, [and] then the dog would have maybe 
three months without chemo and six to eight months with chemo.” In these 
types of gray-area prognoses, most participants were equally comfortable with 
euthanasia or surgical intervention.
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Financial Issues

Though veterinarians accept the reality that finances play an important role 
in treatment decisions, they prefer that finances not be the primary factor in 
the decision to euthanize animals. Participants often reported that euthaniz-
ing for mostly financial concerns felt dirty or unsavory; when decisions were 
completely separated from finances, euthanizing felt clean and even comfort-
able: “It sometimes feels great when it has nothing to do with money, and no 
amount of money is going to make this any better for the cat. You can tell 
owners that, even if they were Bill Gates, . . . nothing can be done to save 
their cat—nice and clean.”

Decisions based primarily on finances are not always problematic for vet-
erinarians. When participants knew that their clients could not afford costly 
treatment, financially based decisions were more palatable to them. More-
over, high treatment costs are often associated with animal-related concerns  
(e.g., poor quality of life, potentially painful treatments, poor prognosis, 
or uncertain recovery). In other words, when treatment is costly for finan-
cial reasons or other patient-related factors that helps the veterinarian favor 
euthanasia.

However, financially based considerations for euthanasia may come up 
even when the animal’s condition is far from life threatening. Some pet own-
ers adopt animals without considering their financial commitment for a pet’s 
medical needs, and many have unrealistic expectations about veterinary costs. 
In such cases owners may choose euthanasia because they cannot afford even 
minimal treatment costs for animals whose prognosis is excellent: “Some-
times pretty treatable diseases become untreatable when the owner can’t pay 
for it. That sucks, but it happens.”

At the other extreme are pet owners who are able to afford reasonable 
treatment options but who still want to euthanize their sick pet: “There are 
also people who have the money but won’t spend a dime to fix a good prog-
nosis.” Dr. Cope, who practices in a wealthy neighborhood in California, 
describes such a case:

The case was a [urinary] blocked cat, and I went round and round 
and round with this guy for almost two hours, and he finally signed 
the cat over to me, and we found him a new home after fixing him up. 
But [the client] was a jerk. He was cussing and swearing and calling us 
thieves because he thought we were charging too much. I finally got 
it through his head that we were not going to kill this cat because it is 
blocked. We don’t kill cats because they can’t pee. It is fixable.
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Participants who worked in less affluent neighborhoods had similar stories of 
frustration, and they often drew the line for what they considered reasonable 
expenses far earlier than Dr. Cope. Regardless of the general socioeconomic 
status of their clientele, when treatment costs are deemed reasonable for the 
owner, veterinarians are hesitant to euthanize:

Sometimes what we are asking is not that much, and we have done all 
we can to lower the costs so we are not getting paid what we deserve, 
and they still want to euthanize. It is terrible to feel like you are will-
ing to sacrifice more for their animal than they are. If they truly just 
don’t have the money and they have to choose between feeding their 
kids and treating their animal, that is different. . . . The financial 
[cases] where they are not that sick but the owner just won’t make 
the sacrifice and cough up the money are the worst. It is fucking an-
noying when they drive up here in their Lexus or their Mercedes and 
they won’t pay the eight hundred bucks it would take to totally fix 
their animal.

Assessing an owner’s willingness to spend money on the animal is an impor-
tant part of veterinary negotiation,5 which can get complicated when eutha-
nasia decisions are related exclusively to financial costs.

Behavioral Issues

Clients may request euthanasia for animals that are healthy but have cer-
tain behavioral issues (e.g., aggression, urinating outside litter box, chewing 
or scratching furniture, or excessive barking). Of all the problematic behav-
ioral issues, veterinarians considered aggression the most legitimate reason to 
euthanize. Yet when clients presented aggressive animals for euthanasia, nego-
tiation was not always straightforward. For instance, a veterinarian might 
disagree with an owner’s definition of aggression: “I had a guy who came 
to euthanize his dog because he said that it was biting, so we went more in 
depth with it. . . . [I]f he [had] said to me that his animal bit his child, then 
I would be more accepting of that as a legitimate reason, but he said that the 
dog would chase the kids and nip at their feet, so then I was not okay with it.” 
Participants disliked euthanizing “dangerous” animals when they could not 
gather enough evidence to establish that the animal was aggressive and likely 
to cause injury to another animal or a human.

Veterinarians were hesitant to honor requests for euthanasia for behav-
ioral reasons they considered minor or tolerable nuisances, such as barking,  
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acting too energetic, or scratching the furniture. However, they made excep-
tions if the behavior rendered the animal unadoptable (i.e., soiling the house): 
“If they won’t quit peeing in the house, what are you going to do? They are 
not adoptable because nobody wants an animal to pee all over their house. 
Have you ever lived with a cat that keeps peeing on your couch? It is horri-
ble.” Though sympathetic to client frustration, many participants encouraged 
owners to make significant efforts to change the animal’s behavior before they 
would agree to euthanasia: “If they eliminated all possible medical causes and 
they tried behavioral management techniques, I am okay with euthanizing 
the animal.” Participants sometimes disagreed with an owner’s request for 
euthanasia because they believed that the client did not try hard enough to 
solve the behavioral problem.

Treatment Burden

Clients may request euthanasia for an animal because they are not able or 
willing to care for the animal at home. Veterinarians often abhor euthanizing 
animals whose diagnosis is considered treatable, manageable, or even revers-
ible, but when pets need substantial care at home they often agree to eutha-
nasia because of demands on the pet owner. Dr. Stone, for example, easily 
supported an owner’s decision to euthanize his 150-pound mastiff who was 
unable to walk on the grounds that rehabilitation posed a legitimate burden 
to the owner: “Even if he can be treated surgically, the six to eight weeks of 
home management can be very difficult even for small dogs. Dogs his size get 
a much worse prognosis just being big. . . . If he can’t pee on his own, they 
[the clients] may have to learn how to pass a urinary catheter, and he may get 
urinary infections, and he will just shit all over the floor. It is really messy. 
They will have to carry him everywhere, and he may get bedsores too. It is a 
lot to take on.”

However, veterinarians detest requests for euthanasia when they cannot 
see the burden on clients as serious enough to justify euthanasia. For example, 
Dr. Turner described a time when she was disappointed in her client’s com-
mitment to the health and well-being of his pet:

I brought the guy into the room; the cat was a twelve-year-old Sia-
mese, and he had diarrhea, and the owner said, “I can’t keep up with 
all this diarrhea.” “So you want to euthanize him because he’s having 
diarrhea? Let’s have a look at him.” Maybe he’s debilitated and has GI 
[gastrointestinal] lymphoma and is dehydrated and dying, so then I’d 
say, “Okay, let’s go ahead and euthanize.” But this cat was bright eyed, 
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beautiful coat, healthy appetite. He was walking and curious, explor-
ing around. I know it is hard to deal with this, but we should see if 
there is a treatment first.

Sometimes owners choose to euthanize their older animal because they have 
other, competing responsibilities. For example, caring for young children may 
prevent owners from giving the extra care and support their animal needs.

The veterinarian may believe an owner is not making enough effort to 
solve a potentially minor, or easily fixable, health condition:

Yesterday I had a case of hyperthyroid. . . . That’s something fixable. 
It is giving a few pills, and for a minor inconvenience to you, your cat 
could’ve lived, and she [the owner] just didn’t want to hear it. I still 
can’t figure out what was wrong with that owner. She just refused. 
Sometimes they just want it to be something simple [that] you just 
give a pill to once and then it’s fixed, and otherwise they don’t want 
to deal with it.

Owners may believe they could not give their pill-resistant cat daily med-
ications or their diabetic dog insulin shots, or they may simply not want 
the inconvenience. The veterinarian may oppose these types of euthanasia 
requests, seeing the necessary tasks to care for the animal as too minor to 
justify euthanasia.

Euthanasia of Healthy Animals

Animals with no health or behavioral problems are sometimes brought in for 
euthanasia. Pet owners moving to a place that does not allow animals may 
request that their pet be euthanized. Elderly people may not be allowed to 
take pets into institutional housing, or perhaps they are no longer able to care 
for their otherwise healthy animal. Owners may wish to euthanize because 
they had unrealistic expectations of the care a companion animal would need. 
Possibly the animal is not the running partner, hunting aid, or guard dog the 
owner assumed it would be when purchasing it. Perhaps the pet owner has 
lost interest in keeping the animal or it sheds more hair and brings more dirt 
into the house than expected. A new child, boyfriend, or girlfriend could be 
allergic to the species or have an aversion to the animal.

From the perspective of the veterinarian, justifying euthanasia requests 
for these cases is difficult because the rationale neglects the value of the ani-
mal’s life in favor of human convenience. A baby’s arrival, a divorce, or a 
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death in the family could render an animal an inconvenience. In one extreme 
case, clients requested euthanasia of their black dog because they had recently 
purchased a white couch and matching carpet. The client argued, “I just can’t 
keep cleaning up after him, and I wouldn’t mind it so much if his hair weren’t 
black. It just really shows up against the white couch.” Euthanizing healthy 
animals for the convenience of the owner is considered the least legitimate 
rationale for euthanasia. Clinton Sanders’s research on veterinary euthanasia 
confirms my findings: “Clients who employed this type of rationale typically 
were judged to be morally suspect. They were perceived as defining the ani-
mal as a piece of property rather than as a sentient being with feelings and 
interests.”6

Disagreements over Quality of Life

Veterinarians may disagree with a client’s decision to euthanize when they 
believe the decision is based on an inaccurate assessment of an animal’s qual-
ity of life.7 Pet owners may request euthanasia for animals with minor health 
concerns because, for example, they mistakenly believe the animal is suffering. 
When the removal of an eye or amputation of a limb is necessary, clients often 
conclude that euthanasia is in the best interest of the animal. For the veteri-
narian, this is a mistaken belief due to anthropomorphic bias: “If you would 
think of amputating one of your legs or having one of your eyes removed, you 
would think that would be very traumatic, and you might be really depressed 
about it, but pets don’t have that same kind of idea that everybody is looking 
at them or thinking of them differently, and they just sort of get on with life 
and do very well.” Provided that the animal has few other medical problems, 
the veterinarian may refuse to euthanize, believing that animals typically have 
a pretty good quality of life despite missing a limb or an eye.

Veterinarians may not want to euthanize animals with a terminal illness 
because they believe the animal can live comfortably for some time with the 
disease before the symptoms become problematic. While a client may request 
euthanasia for a pet because “it would just be too traumatic to watch her get 
sick or be in pain,” to the veterinarian euthanasia can seem inappropriate if 
the terminal illness has not progressed to a point where the animal’s quality 
of life is poor. As Dr. Browning suggested, most participants try to find a bal-
ance between euthanizing a bit too early or slightly too late:

You feel so good about it [euthanasia] when they are suffering and 
you are glad that you can end their suffering, but you kind of feel 
like a killer when they look too good. You don’t want to euthanize 
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an animal right away when you hear the word cancer because that 
animal may have several great months ahead. I like to call the perfect 
timing, where we euthanize terminal animals, “euthanizing on the 
cusp,” where they haven’t started to feel bad just yet but you know it 
is coming soon, which is really what you want and that is what I want 
to do with my pets.

Naturally, the definition of too early or too late varies from veterinarian to 
veterinarian. However, when I asked participants to choose if they would 
rather err on the side of early or late, most thought it better an animal have 
a slightly shorter, more comfortable life than a longer one that involves suf-
fering.

Disagreement can also occur when a veterinarian believes an animal has 
a poor quality of life but the owner believes it is good or at least acceptable. 
Consider the case of anorexic Molly the shar-pei, a breed of dog known for 
its distinctive wrinkles. The owners had been syringe feeding her for two 
and a half weeks. Molly’s chart revealed that she had been to the hospital 
over two dozen times in the last year and recently had surgery to remove 
a tumor. The oncology department strongly suspected lung cancer, but the 
tests were inconclusive. Dr. Buford believed that the animal’s condition was 
severe enough to justify euthanasia, but the owners had unrealistic expecta-
tions regarding her condition and recovery. The following is an excerpt from 
my field notes taken while following the case:

We come out to meet the clients and find a very emaciated brown 
shar-pei whose ribs and spine are quite pronounced. . . . Because her 
body is so small but her head remains the same size, it makes the dog 
look like some rendition of an alien from a science fiction film. She 
has been too weak to walk on her own for several weeks, so we wheel 
her back to the exam room, and as we do, other people in the wait-
ing room offer sad looks. Some just stare, and a few even gasp. Dr. B. 
turns to me and says, “I am so mad at them right now. The owners 
obviously care for their animal, but they are not being realistic at all. 
These people are nice but clueless about the condition of this animal. 
She lost fourteen pounds in two months!”

Cases such as this create considerable buzz among staff members. Staff 
members in this case expressed strong emotions, including sadness, sympathy 
(for both the dog and the owners), and anger. From listening to conversa-
tions, it became clear to me that many staff believed the owners were being 
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unrealistic in their assessment of the dog’s quality of life and, as a result, were 
making poor decisions that negatively affected the animal’s welfare. Several 
doctors and staff walked by the dog and said, “I am so sorry, girl,” or “It is 
sad, but sometimes they just love their animals so much that they can’t see 
the suffering,” or “Sorry, girl. They love you, but they just don’t know how 
to say good-bye.” For others, the owner’s refusal to euthanize was an act of 
cruelty. One resident said angrily, “How can you look at this dog and not be 
able to tell how sick she is?” A nurse who had recently come on shift walked 
by the dog and, mistakenly believing that it was a case of severe neglect, said, 
“Wow! Is this a law enforcement case?” The veterinarian sarcastically clarified: 
“Nope, just cancer and denial.”

If the veterinarian believes the patient to be suffering, life-preserving mea-
sures (except for pain management) are usually not in the best interests of the 
animal. In fact, in many of these cases the animals are in such poor condition 
that they often die before further curative treatment can be administered. 
If owners see only a minor problem and are unrealistically focused on fix-
ing that, they are caught off guard by a grim prognosis and have difficulty 
accepting it. Consider the case of a fourteen-year-old, medium-sized, mixed-
breed dog who suffered serious injuries when he was hit by a car. The cli-
ent insisted on doing everything possible to save the animal, but Dr. Logan 
wanted to euthanize because he believed further treatment would only pro-
long suffering:

This case was horrible—truly awful. . . . [The dog] had pulmonary 
contusions so [it was] bleeding into the lungs, a spinal fracture such 
that the spine was damaged and there was no motor function in the 
back legs, and there were four pelvic fractures! Even if he were ever 
able to use his back legs again, he would need four surgeries to fix the 
pelvic fractures because both sides were fractured in two areas that 
were weight bearing and had to be fixed. . . . I was very, very clear with 
her that not only was the prognosis very poor in general for him to 
survive but it was extremely poor for him to ever walk again, and he 
would have to endure multiple surgeries that were very painful. . . . I 
don’t think he is ever going to have a good quality of life again. . . . On 
all fronts I felt like euthanasia was the right thing to do. She would 
bankrupt herself, honestly, for a dog that was not going to get better.

In these situations the veterinarian may try to convince clients that it is time 
to euthanize their animal because they believe that the owner’s assessment of 
the chances for the animal’s recovery and quality of life is flawed.



30  Chapter 1

Dying Naturally

Disagreements between clients and veterinarians can be related to the owners 
not accurately evaluating quality of life, but they can also be related to differ-
ences in weighing the value of quantity of life versus quality of life. Veterinari-
ans believe some pet owners prioritize the duration of an animal’s life over the 
animal’s quality of life. Many owners are willing to make significant personal 
and financial sacrifices to have as much time with their companion animal 
as possible despite its ill health. Other times, clients are ethically opposed to 
euthanasia and refuse to consider it under any circumstances.

Veterinarians consider the option of euthanasia to end suffering to be a 
positive aspect of practicing veterinary medicine. They often report a sense 
of relief when euthanizing an animal with a condition in which suffering is 
inevitable or pain and distress are already apparent. Thus it can be particu-
larly stressful for the veterinarian when faced with an owner who is ethically 
opposed to euthanasia. Some owners believe that taking their companion 
animal home to die naturally would be less stressful than euthanasia, but vet
erinarians often disagree with such conclusions. Dr. Thomas argued that dy
ing naturally may not be the peaceful experience that clients hope for: “Peo
ple just have this image that dogs tend to just die peacefully in their sleep. I 
don’t know if humans do that or not, but animals definitely don’t do that. . . . 
Every time I have seen an animal die it looks horrible. Maybe their death is 
sudden, but what leads up to death is usually pretty horrible.”

Managing Disagreement

Pet owners consult the veterinarian as a medical expert with knowledge of 
animal injury and disease; however, the animal patient is legally their prop-
erty, and they have the right to decide its fate. When clients make requests 
that challenge veterinarians’ sense of responsibility to their animal patients, 
it can be difficult for them to comply. Rather than consenting to the client’s 
request, veterinarians use various strategies to negotiate an alternative course 
of action for their patient. This section describes the approaches veterinarians 
use to resolve the sorts of disagreements outlined previously.

Providing Knowledge

Educating owners about, for example, proper nutrition and dental hygiene is 
a daily occurrence for many veterinarians. Sometimes clients make life-and-
death decisions based on a misunderstanding, so veterinarians provide knowl-
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edge to correct factual errors. In some situations the veterinarian believes 
that the client mistakenly exaggerates the seriousness of the animal’s condi-
tion. For example, even if an elderly animal displays no obvious symptoms of 
pain, owners commonly believe that their older animals are suffering simply 
because of their age.

Disagreements between client and veterinarian arising from an owner’s 
false impression are often easily dispatched. Consider the owner who wants 
to euthanize her dog who has just been diagnosed with cardiac arrhythmia 
because she mistakenly believes the animal might suffer a painful death:

I told that woman, “You know, the nice thing about sudden death is it 
is quick. Their heart begins beating irregularly, and the brain doesn’t 
get enough oxygen, and they just faint. If I had to choose, I think that 
is a pretty nice, reasonable way to go. I just want to assure you that 
your dog is going to feel fine, and then maybe one day he might just 
die suddenly, but that is going to be a sudden and painless death, so 
I think it really would be the right thing to give him whatever good 
time he has until then.” When people [get past] the fear that the situ-
ation provokes in them, they are usually okay, but you have to just 
educate them about certain medical things they may not understand.

Clients may initially consider euthanasia because they overestimate the nec-
essary effort to care for their animal. In these cases, education may include 
teaching owners techniques for procedures they anticipate will be especially 
difficult, such as giving daily insulin shots to their diabetic dog or coaching 
them on how to restrain their cat in order to give daily pills.

Providing knowledge can also help veterinarians convince clients that 
euthanasia is in the best interest of their animal. Veterinarians often have to 
educate owners regarding the strong commitment required to care for ani-
mals that have lost autonomic function or require chronic management.8 
Once the veterinarian explains that they will have to provide assistance with 
the most basic functions of life, such as eating and elimination, owners are 
less resistant to the idea of euthanasia. For example, when a client brought 
his middle-aged springer spaniel to the hospital with a complaint of lethargy 
and heavy breathing, he had no idea of the severity of his dog’s condition. 
An examination determined that the dog likely had a condition known as 
immune mediated hemolytic anemia (IMHA), a disease that causes rapid 
deterioration and is associated with a high mortality rate.

Initially, the owner adamantly refused to consider euthanasia. The veteri-
narian then described the condition. Patients with IMHA are often unstable 
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and need at least one blood transfusion as well as high doses of a corticoste-
roid that can have serious side effects. Patients often do not make it through 
the treatment and an especially unlucky patient may require weeks of inten-
sive hospitalization before responding. After sitting with the owner for nearly 
an hour, answering his questions and educating him on the details of the 
disease, the odds of a successful treatment, and expectations of a rapidly wors-
ening condition, the client came to share the veterinarian’s conclusion that 
euthanasia was in the best interest of the animal.

Providing Alternatives to Euthanasia

Disagreements over whether to euthanize an animal can be solved by the 
veterinarian providing an appealing alternative. When clients request eutha-
nasia of healthy, well-behaved patients, veterinarians may offer to take over 
ownership of the animal or place the animal in a local shelter. Requests for the 
euthanasia of animals with minor health problems can be more complicated 
to resolve because they require resources to restore them to health before 
they can be adopted. Consider the case of a three-year-old black-and-white, 
otherwise-healthy rabbit with a large skin laceration:

He was a drop-off, so I called the guy up to ask more questions about 
why he wanted this perfectly healthy, adorable, hopping-around-the-
room bunny with a scratch to be euthanized. . . . I could hear in the 
background these kids screaming, and he says, “Well, actually, I have 
kids, and we have a lot of rabbits, and we are just not able to invest 
that much.” So I said, “Well this is obviously treatable, and I am not 
comfortable euthanizing, . . . but there is a rescue organization for 
bunnies in Santa Barbara, and we will be willing to fix the wound up.” 
The owner was happy to surrender him. . . . It is not always easy to 
confront clients like that, but sometimes you have to have the courage 
to just give them other options.

Thus, in certain cases, the veterinarian will treat the animal free of charge if 
the owners sign over custody to a local animal shelter.

Animal shelters have limited resources to treat sick animals and often 
have to euthanize those with any illness, therefore the option to give the ani-
mal to a shelter applies only to young animals with a fair to good prognosis. 
Animals that have a less favorable status concurrent with other factors such as 
older age or lengthy recovery time are often the most difficult to find alterna-
tives to euthanasia. Surrendering these animals to a shelter is generally not 
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a better solution, as the shelter would most likely decide to euthanize them 
anyway. In very rare cases animal shelters or rescue organizations may have 
special funds set aside to cover medical expenses, but these funds are generally 
quite limited. Veterinarians can sometimes convince rescue organizations that 
certain candidates (who may be less than ideal) are worthy of their limited 
resources.

Many veterinarians were not comfortable euthanizing animals for assorted 
behavioral reasons until alternative solutions were at least attempted. Own-
ers with animals that misbehaved by digging holes, barking, or destructively 
chewing things were encouraged to give the animal more attention or exercise 
before they considered euthanasia. Owners were also encouraged to explore 
medical treatment for troublesome behaviors. While veterinarians had few 
alternatives for seriously aggressive animals, they often suggested owners try 
medications such as Prozac for minor aggression. Before euthanizing cats for 
sharpening their claws on furniture, veterinarians encouraged clients to put 
plastic covers on cat’s nails, limiting their ability to damage furniture. Some 
even recommended having the cat declawed, a procedure many veterinarians 
find objectionable but superior to euthanasia.

When allergies to the animal were the rationale for euthanasia, veterinar-
ians suggested a variety of alternatives. Clients were encouraged to consider 
taking allergy medication in combination with keeping animals out of bed-
rooms. Frequent vacuuming and grooming were also suggested to help reduce 
hair and dander in the home. A couple of veterinarians even suggested owners 
go so far as remove all of the carpeting in the home to avoid euthanizing the 
animal. If clients attempted alternative measures but the troublesome condi-
tions were not eliminated, veterinarians would more readily agree to eutha-
nize. Thus, a veterinarian might come to agreement with an owner’s wish for 
euthanasia after the owner made good-faith efforts to find an alternative.

Identifying Support Networks

Support networks may provide financial aid when lack of resources is the 
source of dispute between the veterinarian and the client. For example, 
although veterinarians often hate talking with clients about money, they rec-
ognize it is an important part of providing health care to animals.9 Helping 
clients identify people in their social network who may be willing to lend 
funds can prevent financially based euthanasia. Dr. Smith explained:

Initially, a lot of people say they don’t have money, like seriously, 
50 percent of the time people say they don’t have the money. Then 
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you say, “Well, a lot of people don’t have $2,000 available in their 
checking account, but . . . can you borrow money from friends or”—
if they are young—“maybe your parents?” If they really want to treat, 
they will be calling their friends, grandparents, aunts, and uncles, and 
. . . they will get a cosigner for a loan, because we have to get the de-
posit or they have to get approved for CareCredit [a health care credit 
card], or they surrender their pet.

Some participants even suggested people call their church to ask for assistance 
or hold a fund-raiser for their animal.

When owners are having a difficult time saying good-bye to their dying 
companions, veterinarians also encouraged them to consult others in their 
support networks in the hopes that their friends would advise euthanasia: “Is 
there someone else you could call to talk this through?” Veterinarians believed 
some owners lived with an animal’s progressively debilitating condition for 
so long that they became acclimated and could not see how the animal’s 
quality of life had deteriorated. Veterinarians encouraged owners to phone 
family members and trusted friends and ask them to come to the hospital for 
comfort and support: “Is there someone who knows Buster who might want 
to come and visit him in the hospital?” The veterinarian’s hope was that the 
friend would see the animal’s dramatically declined condition and help the 
owner choose euthanasia, ending the disagreement.

Exploring Quality-of-Life Meanings

Exploring clients’ perspectives on their animal’s condition can be an impor-
tant tool in helping resolve disputes. Recognizing that quality of life is subjec-
tive, the veterinarian will first establish the owner’s goals for quality of life. 
To determine why a client is requesting or refusing euthanasia, veterinarians 
will ask open-ended questions to uncover details shaping the client’s decision: 
What do you consider to be a good quality of life for Clyde? What are your 
concerns for him? Tell me what you understand about Clyde’s disease. What 
do you want for him and your family? What would a quality death look like? 
How will you say good-bye? When you look back on Chester’s death six 
months from now what will be important to you? What is the worst thing 
that could happen regarding his death?

Veterinarians may encourage owners to think about what animals like 
or prefer doing, what their interests are, and what opportunities they have 
to fulfill these interests.10 Because many veterinarians consider these subjec-
tive aspects of an animal’s life to be important factors in determining quality 
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of life, they must rely, at least in part, on owners’ assessment of their ani-
mal’s feelings and general personality. Of course, the veterinarian’s underlying 
assumption is that owners have the ability to accurately report their animals’ 
feelings.

The next step for the veterinarian is to help make the process feel more 
objective for owners by establishing mutually agreed on categories for moni-
toring the pet’s condition. For example, the veterinarian will ask owners to 
identify activities the animal particularly enjoys and have them monitor and 
record the animal’s interest in these activities:

Make a list of what he likes to do. What are the things that made life 
good? Can she go and play with the dogs in the park? Does she run? 
Does she play in the water or sit on her favorite windowsill? Whatever 
it is that your animal likes to do, are they doing that? Because if they 
are, then maybe they should keep going, but if they’re not, I think 
that is another way of giving them a stopping point. You need to week 
by week decide on things that he needs to start doing or when enough 
is going to be enough.

The veterinarian may also ask the owner to monitor medical signs of illness 
such as loss of appetite, reduced activity, or difficulty breathing. Requesting 
the client to report updates in the animal’s health status also allows the veteri-
narian the opportunity to reiterate the desired outcome.

Helping owners define quality of life can be an excellent way for veteri-
narians and clients to reach a compromise. For example, in the following case, 
the owners set their goals for quality of life for their dog far more broadly than 
many veterinarians in the hospital would have preferred:

Some people draw the line at, you know, they don’t want to put their 
animals through chemo or radiation or some of the surgical proce-
dures. Others go further. One dog here had a tumor that was occlud-
ing urine flow through its bladder, so we put in a kind of a weird port 
where the owner had to drain the urine out of the bag several times 
a day, every day. Some people would think that’s [going] way too 
far. . . . Even some vets would say, “Well, that’s going too far. The dog 
can’t even pee; that’s [going] too far.” . . . So the line is drawn differ-
ently for everyone.

Dr. Stevens was careful to set limits for owners resistant to euthanasia: “I 
believe that euthanasia is not a wrong choice right now for Clyde, but if you 
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want this intervention, we need to talk about monitoring his quality of life 
and setting some limits.” For hospitalized animals, the veterinarian will work 
with the owner to establish an objective point to stop treatment, as this vet-
erinarian explained to a client whose animal had severe respiratory problems: 
“There is a chance that your dog will need to go on a ventilator. You have to 
decide when that time comes if you want to go that far.”

By helping clients establish goals for quality of life that are easily moni-
tored, the veterinarian is often able to alleviate the client’s anxieties and come 
up with a compromise that honors both of their preferences. Dr. Miller 
described her strategies for compromise in situations in which she believes 
owners are choosing euthanasia too soon:

If you have a cancer that you find early, and it is at a stage where the 
animal is not symptomatic, but you know it will be fatal, sometimes 
they want to euthanize right away, and I usually don’t like them to do 
it right away, so I want to talk about it a bit more. If they say, “I don’t 
want him to suffer,” I try to make a pact with them: “I think Fluffy 
is feeling pretty good right now, and I know that it concerns you that 
Fluffy is going to get sick, but why don’t we set up a few quality-of-
life things that you are not willing to live with, and the day she stops 
whatever those things are, like eating or playing ball, you will bring 
her in, and we will put her to sleep. Right now, I think she is feeling 
okay, so let’s give her a little bit of time, and the minute she looks like 
she is not feeling well, then bring her in, and absolutely we won’t let 
her suffer.” It makes them feel safe by outlining some parameters to 
shape quality of life. So you can circumvent them choosing euthana-
sia that early by talking to them about quality of life.

Veterinarians negotiate with clients to reach a reasonable compromise over 
when quality of life indicates it is time for euthanasia.

Building Rapport

Veterinarians and owners come to mutually agreed on decisions much more 
easily when they have good rapport, established during wellness appoint-
ments. However, that rapport is most vulnerable during life-and-death deci-
sion making.11 A veterinarian who makes his or her disagreement known to 
a client can offend or embarrass the client, seriously threatening the rapport. 
As Dr. Madfis explained:
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It is a matter of tact. You don’t want to confront them and call them 
unethical or terrible people. I think you can approach it so you don’t 
make them feel guilty, because I wanted him to be in compliance with 
what I was asking for . . . even though I thought, “What the fuck? 
Why are you euthanizing this perfectly healthy animal?” The way to 
approach it with tact is to say, “Well, I don’t know if you are aware, 
but there are actually some options to consider, like rehabilitating be-
havior issues.” You just present your argument with tact and not like 
you are passing judgment. It is a really easy thing to do, and people 
respond really well to that.

Because they are challenging the owner’s request, veterinarians recognize that 
their argument must be delicately phrased to not be interpreted as offensive 
and that they will more often be successful if their argument is interpreted as 
sympathetic rather than condemnatory.

Establishing rapport influences client satisfaction with the veterinarian 
and adherence to the veterinarian’s recommendations.12 In the case of a five-
year-old calico cat named Hannah, an intern believed that a resident’s dis-
regard for rapport with the owner was to blame for the owner giving up, 
stopping treatment, and choosing euthanasia:

[This resident] is one of those vets that will just basically . . . lose cred-
ibility with the owners. . . . The worst thing about this case was the 
cat was getting better, but the resident pushed the client so far that 
he just refused [to authorize further treatment]—that was it. . . . And 
then one day the cat was eating and was looking better, and the guy 
said, “I’m done. I want to euthanize.”. . . Now all of the sudden all 
that stuff that the guy would have completely gone for three days ago 
[is] out of the question because he doesn’t trust you.

From this experience, the intern learned that an important part of rapport 
with owners is making them a key part of decision making at every stage 
of treatment and not pushing owners into euthanasia decisions or coercing 
them to treat:

You have to have the owner involved in making decisions. It doesn’t 
mean you don’t recommend the best for the patient, but you still work 
with them, and they’re much more understanding when it doesn’t 
work. I think when you push them, you get them to a point where 
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they’re not ready to spend all this money, and you basically made 
them spend $4,000, and what you’re going to end up with is the same 
thing you would have ended up with if they spent $1,000—a dead 
animal—except now they’re going to be really pissed off.

The intern considered the resident’s lack of rapport unethical and, perhaps 
more importantly, ineffective.

In emergency hospitals, veterinarians often have no prior relationship 
with owners, thus it is essential to quickly establish rapport.13 Veterinarians 
establish rapport by using compliments and expressing empathy: “How 
are you doing? I know his illness has been difficult for you, and I can see 
that you are taking excellent care of Mr. Wiggles.” They might even share 
personal stories of their own experiences with companion animals when 
appropriate.

When clients consider euthanasia because they cannot afford veterinary 
services, they may feel angry, embarrassed, or guilty. The veterinarian care-
fully ensures rapport is preserved by saying, “Of course, no one would expect 
you to choose the needs of your animal over the needs of your children, but 
I believe Goliath’s condition should be treated, and if the shelter is willing to 
do it, I think we should go that route.” Rapport is preserved by reassuring 
owners that a lack of funds is not a reflection on their relationship with their 
animal and does not make them a bad pet owner. The same technique also 
applies when the veterinarian would prefer that an owner choose euthanasia: 
“I can see that you love Tiger, and I can only imagine how much it hurts to 
see him like this. He is in a lot of pain right now and is having trouble breath-
ing, and we need to think about what is best for him.” The veterinarian pre-
serves rapport by acknowledging the owners’ feelings while also encouraging 
them to reconsider their decision.

Participants strongly believed that owners were much less likely to resist 
the veterinarian’s suggestion if they feel the veterinarian is sympathetic to 
their situation: “These people are clearly not ready to euthanize, so if I start 
right off the bat pushing euthanasia, I am going to lose their trust. They are 
just going to think, ‘Oh, this doctor doesn’t get it.’ Then they think they 
just have to be defensive and they won’t listen at all, and you have no hope 
to change their minds.” Research on end-of-life communication supports 
participants’ conclusions regarding the connection between end-of-life con-
versations, clinical outcomes, and client satisfaction.14 As this veterinarian 
suggested, empathy can be instrumental: “You can’t just state your case and 
they will go along with it. You need to empathize with them and see where 
they are coming from and what factors are important to them. Really know 
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what they are feeling. When you put yourself in their shoes, it is not always 
comfortable, but it is helpful in reaching a compromise.”

The importance of communication skills in veterinary medicine is an 
emerging topic.15 Veterinary clinician Myrna Milani has a column in the 
Canadian Veterinary Journal in which she discusses “the art of private veteri-
nary practice” and often examines the issue of improving client compliance 
with the veterinarian, as well as veterinarian-client communication.16 When 
veterinary articles talk about veterinary communication they typically reflect 
the experiences of my study’s participants. Some articles focus on veterinar-
ians’ ability to engage and empathize with clients,17 while others focus more 
on their ability to educate and enlist the client’s compliance.18 Recognizing 
the importance of good rapport and communication skills, many veterinary 
experts argue that veterinary education should include the teaching of com-
munication.19

Confrontation

If the owner has not responded to other strategies and a difference of opinion 
continues, a veterinarian may intensify expressions of disagreement. Some-
times, confrontation may mean simply ignoring the client’s subtle hints:

Sometimes it becomes obvious [to me] that [clients] were searching 
for a reason to euthanize, and it can be really frustrating. Like, one 
animal came in with pretty severe what seemed to be a flea allergy, 
dermatitis, and [she was] just an older dog. . . . So the husband would 
say things like “Oh, you think she’s in really bad shape?” And I would 
say, “I think we could treat this.” It’s almost like a hot potato kind of 
thing. Who’s going to say it? Even though we both know what’s go-
ing on here. Who is going to call it out? They say things like “Don’t 
you think he looks bad? Do you think he’s in pain? Do you think his 
quality of life is really poor? He’s really old.” You answer, “I think he 
still looks pretty good for his age, and no, I don’t think he is in pain.” 
I think, “Oh, great. They are searching for justification.” And I didn’t 
really want to give it, so I ignore[d] their hints.

Sometimes the veterinarian will strongly advocate for patients by directly 
challenging the decisions of pet owners as unethical choices:

Sometimes I will strong-arm the owners, and I will guilt-trip them 
because my feeling is they are really doing the wrong thing by their 
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pet. It is kind of nice when you can use their guilt to your advantage 
to make them treat, because it is so annoying to have to push for treat-
ment for things that should be treated. This is a fixable problem. This 
is not a reason to kill your pet. It is unethical. You need to find a way 
to come up with the money. . . . If I feel like they have the financial 
means but they are being too cheap to do it, I push a little harder.

Ideally, veterinarians want owners to make their own autonomous, 
informed decisions; however, sometimes the veterinarian believes clients are 
emotionally overwrought and have lost perspective, rendering them unable 
to make rational decisions. In one case the family dog had been unable to 
walk for a year and a half, but the owners did not want to euthanize: “These 
people were actually expressing this dog’s bladder three times a day, and it 
came to the point where the woman was actually—to help induce the dog to 
defecate—was pretty much giving the dog a rectal exam.” Dr. Thomas con-
fronted the owners, suggesting that the dog was suffering to the extent that 
she considered it cruel to keep him alive. Two days after this conversation, the 
owners brought the dog back in for euthanasia:

So, I think, they almost needed that little slap in the face, or on the 
wrists, like “Hey! Listen, maybe you’ve been accustomed to this now, 
but, whoa, what are you doing? Come on. How would you like to 
have your bladder expressed every day and get a rectal just to def-
ecate?” I think that kind of opened their eyes a bit. I think it’s easy for 
these people to just kind of be so attached and they just get used to or 
are accustomed to such a horrible way of living, and your normalcy 
scale is off. They sort of need to be calibrated in a sense.

Most veterinarians do not want to directly confront their clients. Often 
the first strategy they try is more subtle. For example, Dr. Lawrence knew 
clients were coming to visit their cat in the intensive care unit. He said, “I am 
going to leave the BP [blood pressure] cuff on and take the blanket off when 
they arrive just so they see how bad this situation actually is. I don’t want to 
scare them, but this sucks. Well, maybe if it scares them a little, it will slap 
some sense into them.” Unfortunately, the strategy did not work as Dr. Law-
rence had hoped, and he finally reluctantly told his clients that he thought 
the cat was suffering: “I used very plain words like ‘death’ and ‘starving’ and 
‘suffering.’ You have to break out those words sometimes. I try not to because 
you are almost being nasty with them, but if they need to understand, they 
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need to hear those words.” Dr. Lawrence was blunt because he thought his 
patient was in significant pain and discomfort.

Though veterinarians usually do not feel compelled to use such confron-
tational words with clients, they often confront them through difficult con-
versations regarding the reality of death. For example, Dr. Edwards explained 
how she responds to clients who are ethically opposed to euthanasia: “Gener-
ally, I usually just say, ‘I am an advocate for the pet.’ And then I get a little 
bit frank, and I will say, ‘Death isn’t like it is in the movies.’ . . . The reality is 
some animals may simply die in their sleep with no obvious signs of pain or 
distress, but most will experience a prolonged decline lasting hours, days, or 
even sometimes weeks, during which organ systems shut down one by one 
until the animal dies.” Veterinarians will explicitly tell owners what to expect 
when the animal dies in the hope that it will convince them to choose eutha-
nasia. Even if the disagreement is not solved, veterinarians may be relieved 
that they did the best they could for the patient by expressing their opinion 
to the client.

Lying and Misrepresenting the Cost of Treatment

Intentionally lying to a client is considered especially unethical behavior 
among most veterinarians; however, in rare circumstances, veterinarians 
believe their obligation to be honest with clients could be outweighed by 
their obligation to protect the interests of the patient.20 In one such case, 
a participant lied to a client who was seeking euthanasia for his healthy cat 
because he was moving to an apartment that did not allow pets. After the cli-
ent had adamantly refused the veterinarian’s offer to place his healthy animal 
in a local shelter, the veterinarian indicated that he would euthanize the cli-
ent’s animal. Instead, the veterinarian gave the cat to a friend. Although he 
felt bad for deceiving the owner, he also felt justified in doing so to save the 
animal’s life. However, this behavior is considered highly suspect and could 
cost a veterinarian his or her license to practice.

Sometimes veterinarians seek to circumvent disagreement with clients 
by surreptitiously manipulating the cost of treatment.21 Dr. Jacobs explained 
how he sometimes exaggerates estimates to try to influence client decisions in 
his favor, whether to treat or euthanize:

If you fill out a low estimate knowing very well that the total cost is 
going to be higher than the estimate, you can get people to admit 
their pets. And after they’ve made that investment, yeah, you can 
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probably get them to keep coming up with money. And at the same 
time if there is a patient that you think euthanasia would be a better 
option [for], yeah, you could potentially come up with a giant esti-
mate and force them to make a decision. And I like to think I don’t 
do that. I try to just come up with honest estimates, and I kind of feel 
like I’m in the wrong when I come up with a low estimate knowing 
that it’s probably going to be higher because I just want to get the 
patient in the hospital and start treating them.

Although manipulating the expected costs of treatment to sway the client is 
sometimes tempting to help a patient, it compromises a veterinarian’s sense of 
duty to the owner. Such a strategy comes at a moral cost to the veterinarian, 
who may feel as though he or she is violating ethical obligations to the owner. 
However, participants occasionally felt justified in lying or using deception in 
favor of their judgment as to the best course of action for an animal.

In some cases, sufficient ambiguity in potential medical outcomes allows 
veterinarians to paint a low-cost, more hopeful picture or a costly, less opti-
mistic picture for the owner without feeling as though they are violating ethi-
cal obligations to clients. Indeed, research suggests that it is difficult to give 
accurate estimates of many chronic, incurable, but not-yet-fatal illnesses.22 For 
example, in one study of dogs with congestive heart failure, although a poor 
prognosis in general, clinicians often gave short estimates of survival time to 
avoid giving clients unrealistic hope, and such prognoses were the most impor-
tant factor owners used in making the decision to euthanize.23 However, the 
bigger moral conflict for veterinarians is whether it is justifiable to withhold or 
manipulate information even though that is not, technically speaking, lying to 
owners.24 While participants believed occasional deception was justified, most 
tried to avoid it. They found deception especially distasteful if the veterinar-
ian’s motives were for profit rather than the best interest of a patient.

Bargaining for Treatment

When owners do not have enough money to treat their animal, they may 
reluctantly choose euthanasia. To avoid euthanizing animals in this situation, 
the veterinarian may bargain with the owner for less expensive treatment 
plans. For a broken bone, for example, the most expensive option is usually 
orthopedic surgery and less expensive options might include a splint or cast. 
The best fracture-repair options vary case by case and many factors go into 
deciding the best course of action, such as the severity of the fracture, the 
patient’s age, and the type of trauma that caused the break. To avoid euthaniz-
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ing animals with broken bones, the veterinarian might offer the less expensive 
but obviously less ideal treatment. For example, the veterinarian may offer 
limb-removal surgery or another last resort solution:

I had a cat that got hit by a car, with a fractured pelvis, that the own-
ers couldn’t afford surgery [for], but it was urinating and defecating 
fine, which is the main concern when their pelvic canal is crushed. . . . 
It wasn’t a break that could be bandaged, because it is the pelvis, and 
so it came down to “What else can we do?” We euthanize the animal 
or think of another plan, so I had them put their cat in a box for six to 
eight weeks, with pain meds, and it will heal. It will heal incorrectly, 
but they will still have a functional cat—hopefully. Obviously, you 
warn them that it may not [be functional] and [that] we may end up 
euthanizing, but we gave it our best shot given the financial situation.

Although the least optimal plan can be a frustrating compromise for veteri-
narians, sometimes it is considered a better alternative to euthanasia.

Choosing the least expensive plan is inherently risky for the patient. Rec-
ognizing that treatment options generally fall along a continuum with the 
most effective (often the most expensive) at one end and the least effective 
(often the least expensive) at the other, the most medically ideal treatment 
plans are often jokingly described as Cadillac plans:

I will offer the Cadillac treatment, and if they decline that, I will say, 
“Let me revise the estimate, and we will be more conservative, and 
it is not going to be ideal, but let’s see what we can do.” And I will 
keep squeezing the estimate down. I will bargain my way down, and 
if there is a decent chance they [the patient] will make it and that is 
the only thing the owner can afford, that is always a better option 
than just euthanasia. . . . There are ways that you can cut corners, and 
you don’t want to, but it depends on how sick the animal is. So can 
you get them through the night with something really minimal? . . . 
With many money cases, you are hoping for a little bit of luck to 
intervene on your side. . . . Now if [the pet] is really sick or they’re 
[not responding], I would never negotiate if I thought the pet would 
go home and not do well. Is it ideal? No, but you give ’em some pain 
meds and hope.

Experienced veterinarians rely heavily on their clinical knowledge to inform 
them on which animals are likely to survive or do well with a compromised, 
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less ideal treatment plan. If there is a fair chance that the animal can heal and 
have a good quality of life, veterinarians are willing to compromise quality of 
care and gamble on the chance that the treatment will be successful.

A veterinarian must take an owner’s financial limitations into account 
when trying to merely determine what might be wrong with the animal. 
Owners may set particularly narrow limits regarding how much they are will-
ing to spend on their animal’s care: “I have $200. What can you do to fix my 
animal that doesn’t cost more than that?” These financial limitations can be 
so narrow that the veterinarian is unable to medically determine a diagnosis. 
For example, without diagnostic tools such as a radiograph or biopsy, a veteri-
narian cannot know whether a palpated mass is a benign or malignant tumor.

For an animal that likely has a condition the owners could not afford 
to treat anyway, obtaining an exact diagnosis is futile. In other cases there 
is always hope that a few simple tests could prove the patient has an eas-
ily treatable condition. Thus, the veterinarian may skillfully select diagnostic 
tests to determine whether a condition is treatable or more serious. In other 
words, with limited funds the veterinarian may not be able to provide an 
exact diagnosis but could confirm a condition serious enough that euthanasia 
is acceptable.

Bargaining for treatment did sometimes mean that the veterinarian pro-
vided treatment without charging clients. For example, diagnostic tests were 
done under the table and animals were given restorative fluids or pain medica-
tion without charging the owners. Sometimes this was done with colleague 
and hospital administration approval, but often it was not sanctioned. Hiding 
tests and treatments from administrators in teaching hospitals is especially risky 
for interns or residents, whose cases are reviewed by supervisors who might 
question missing charges or unbilled tests. Veterinarians who provide covert 
services might avoid disagreements with owners who would otherwise choose 
euthanasia, but they risk reprimand and damaged relationships with colleagues.

When veterinarians negotiate with owners, it is typically over the num-
ber and kinds of services, not the cost of individual services. Although pri-
vate practice veterinarians had more flexibility than those in large hospitals, 
they rarely negotiated with owners by offering to lower the price of services. 
However, to avoid euthanizing animals because of financial costs, they were 
known to call around to other practices or hospitals to see if their rates were 
less expensive.

Refusing the Owner’s Request

After trying several strategies, sometimes the only plan left is to oppose the 
client’s request and insist on another course of action. Veterinarians some-
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times refused an owner’s request for euthanasia because they believed the 
request reflected a disregard for the animal: “There was no way I was going 
to let that man think that he could just throw his cat out like it was trash. 
He sure got a piece of my mind on that issue.” Several veterinarians refused 
owners’ requests for euthanasia for healthy, easily adoptable animals, resulting 
in either the owner leaving the hospital with their animal (usually angry and 
upset) or the animal being released to the care of a local shelter. Even though 
the veterinarians knew the shelter would likely euthanize the animal, they 
were comforted by the thought of having given the animal a chance to be 
adopted, no matter how small the likelihood.

While nearly all veterinarians had refused to euthanize at least one animal 
in their career, less than a handful had ever refused to stop treating animals, 
even if they strongly believed that it was better for the animal’s welfare to be 
euthanized. Most veterinarians carried out life-saving treatment regardless of 
how imprudent it seemed to them or how bleak the outcome appeared. When 
it came to keeping animals alive, despite their own apprehension, most veteri-
narians felt obligated to at least oversee their pain management. In fact, sev-
eral veterinarians had refused to release an animal from the hospital because 
they believed that the animal would suffer without medical intervention.

Such difficult disagreements are often unable to be resolved because cli-
ents deny the deterioration in their animal’s condition or refuse to accept that 
the animal is dying. Dr. Stone had clients who asked to take a nine-year-old 
German shepherd with multisystem organ failure home: “I wouldn’t let that 
dog leave. I looked at them and said, ‘Listen, if this was a human being, there 
would be no negotiation of her leaving the ER.’ There was not going to be 
any negotiation on that pet leaving this hospital.” If owners insist on tak-
ing their animals from the hospital the veterinarian will have the owner sign 
an AMA form, meaning that the owner is taking the animal home “against 
medical advice” of the veterinarian. In extreme cases, a veterinarian might 
report an owner to the local authority assigned to deal with animal cruelty.

Most often, however, negotiations do not take such a confrontational 
turn. The veterinarian will make an initial suggestion of euthanasia to the 
owner, who rejects the offer and makes a counter-request for continued 
treatment or longer palliative care. Later, after additional tests and monitor-
ing indicate that the animal’s condition is worse, the veterinarian will make 
another attempt to carefully argue for euthanasia. Regardless of how improb-
able it seems for the animal to recover, some clients continue to disagree with 
the veterinarian, and the negotiation continues at a later date. This process 
may be repeated several times, lasting days, weeks, or even months, depend-
ing on the disease process, until either a decision is reached to euthanize the 
animal or the animal dies on its own.
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Abiding by the Owner’s Wishes

Bargaining with owners to euthanize a sick animal or avoid euthanizing a 
treatable one required more confrontation than some veterinarians were com-
fortable initiating. When clients walk in requesting euthanasia for animals, 
for example, veterinarians have to find a balance between getting enough 
information to be comfortable doing the euthanasia and feeling as though 
they are interrogating emotionally distraught owners. Some participants were 
so uncomfortable with interrogating distraught pet owners that they did as 
clients requested without much questioning. Others ignored their own dis-
comfort and abided by owners’ requests for practical reasons: “If I am pretty 
sure this animal is going to get euthanized in the shelter anyway, I might as 
well get some money for the hospital by doing the euthanasia here.” At times, 
participants went along with owners’ requests to preserve their relationship 
with the client.

Many veterinarians reluctantly abide by an owner’s wishes when all other 
pragmatic or reasonable options for the patient have been exhausted. Dr. 
Black did not want to euthanize her feline patient in chronic renal failure who 
required fluid injections every day, for example, but she was realistic that her 
patient had few other options: “What are the viable options for this cat? Is it 
adoptable? No, it is not. If this owner doesn’t want it and isn’t going to take 
good care of it, it is reasonable to elect euthanasia.” She further defended her 
choice:

Say if you have a case with, say, a seventeen-year-old dog who has 
some health problems but is getting along okay, but . . . the owners 
are moving and it is some kind of bullshit convenience thing. What 
are you going to do with a seventeen-year-old dog? Are you going to 
put it in a shelter? Are you going to take it away from everything it 
has known? Is that a kind thing to do? It is actually not. It is not fair 
to really old pets to put them through that kind of a change and that 
kind of stress, not to mention that they won’t be adopted. That means 
they will spend the rest of their lives in a cage, and it sucks that the 
owners are abandoning them at that age for some reason that doesn’t 
have to do with a health concern, but at the same time, that is their 
right, and realistically there are no good other options for this animal.

Dr. Black colorfully concluded, “You might look at it realistically and think, 
‘What is the ideal thing for this animal?’ The ideal thing is that the owner 
would not fucking suck, but the owner fucking sucks, so there are no good 
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options, so you do the euthanasia.” Veterinarians often reluctantly abide 
by owners’ wishes because they believe there are no better options for the 
animal.

Though pet owners and veterinarians often reach agreement regarding life-
and-death decisions for companion animals, disagreements sometimes 

occur and must be carefully navigated to avoid damaging the veterinarian- 
client relationship. For example, clients may become upset with the veter-
inarian because they feel they have been accused of unethical behavior or 
they may resent the veterinarian’s interference as unwarranted and intrusive. 
Because heated negotiations are stressful for the veterinarian and can poten-
tially cause anger and lasting resentment in the client, veterinarians patiently 
and tirelessly work through differences with clients so that an understanding 
can be reached. Sometimes veterinarians easily dispatch disagreements using 
only one strategy, but other times they must try several strategies before navi-
gating a disagreement and arriving at a harmonious arrangement.

Although serious disputes are relatively rare, nearly every participant had 
experienced at least one situation in which an amicable solution to a dis-
agreement could not be reached. An example is a client who wanted to take 
her cat home because she thought he was well enough to leave the hospital, 
but the veterinarian disagreed and had her sign against-medical-advice paper-
work. The client yelled in the busy lobby that the veterinarian was “trying to 
kill [her] cat.” Many times participants had to curb their anger and frustra-
tion and keep the interaction from getting out of hand to avoid a potential 
lawsuit. Unfortunately, a few veterinarian-client disagreements ended with 
“You’ll hear from my lawyer.”

Negotiations can become complicated because of the wide array of atti-
tudes regarding nonhuman animals held by pet owners and veterinarians. For 
example, the exact circumstance in which euthanasia is considered legitimate 
can vary dramatically from client to client and veterinarian to veterinarian. 
When it comes to financing a pet’s health care, some pet owners commit to 
spending relatively little on veterinary care, while others spend thousands 
of dollars on the most advanced technology available for their companions. 
Moreover, the veterinarian and client may have drastically different ideas 
regarding reasonable efforts that pet owners should be morally or ethically 
obligated to make to provide for their companion animals. To sustain the 
life of an animal companion some clients are willing to clean up vomit and 
diarrhea every day during cancer treatments, while others refuse to give their 
diabetic animal a daily injection. When it comes to euthanizing animals with 
aggression or other behavioral problems, veterinarians disagree as to how 
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much effort clients should be expected to put forth to change the undesirable 
or abnormal behavior before agreeing to euthanasia.

Traditionally, the role of the veterinarian is to provide a list of options 
for the pet owner that vary in cost, quality, and sophistication, leaving nearly 
every decision regarding their animal patients entirely in the hands of the 
client. However, as we have seen in this chapter, some members of the pro-
fession are beginning to challenge such traditional roles. For example, some 
veterinarians euthanize healthy, well-behaved animals because their owners 
no longer want them, while others are morally opposed to this practice. Vet-
erinarians practicing today increasingly refuse to leave treatment decisions 
entirely up to the owner. No matter how vigorously veterinarians argue their 
position, however, the animal’s owner has the final say regarding the fate of 
his or her pet. Nevertheless, many veterinarians feel obligated to be advocates 
for the best interest of animals, just as pediatricians are expected to be advo-
cates for the best interest of children.



2

Creating a Good Death

The Dramaturgy of Veterinary Euthanasia

The care that veterinarians take to create a good euthanasia expe-
rience for their animal patients and human clients first became 
clear to me during a brief but poignant exchange with an intern. 

Often owners who choose not to be present during euthanasia wish to 
spend time with the pet’s body before it is cremated. While walking 
down a long corridor carrying the body of a cat we had just euthanized 
out for the owner to view, the intern said to me, “Hey, does this cat 
look dead to you?” I responded, “Well I guess so; it is actually dead.” The 
intern laughed and said, “I know, but I don’t like it if they look too dead. 
It is better if I can make it look like they are just asleep or something.” 
To achieve the desired peaceful appearance, the intern was careful to 
avoid allowing the animal’s head to hang limply from her arms—all for 
the sake of her human client.

A patient’s remains are treated respectfully behind closed doors, but extra 
care is taken in the presence of clients to ensure the impression that the vet-
erinarian has special consideration for the animal’s body. The veterinarian 
may delicately carry the animal wrapped in a blanket or neatly position the 
body on a gurney, making sure that a tail or paw does not hang loosely off 
the side. Acting in much the same way as funeral staff,1 the veterinarian is 
careful to talk quietly and walk slowly to preserve the desired impression of 
gravity. Also, similar to their funeral staff counterparts who are always serious 
and somber in front of clients, veterinarians may talk loudly and even joke 
while preparing the body behind closed doors. However, to dismiss either 
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profession’s actions in front of clients as insincere is to miss a much more 
sophisticated reality.

Veterinarians often go out of their way to control the appearance of the 
dead. To create the most pleasing image, an animal’s body may be washed, 
shaved, or groomed and its eyes are always carefully closed. Any feces or urine 
excreted after death is wiped clean. The body is sometimes covered with a 
sheet of disposable absorption padding, towel, or blanket. The veterinarian 
may even take the time to sew up an open trauma wound or cover disfiguring 
injuries. This was certainly the case with an iguana named Jax. After radio-
graphs confirmed renal failure, the young male client, his parents, and the 
veterinarian agreed euthanasia was best. Although the family did not want to 
be in the room for the procedure, they did wish to be with his body afterward 
and take it home for burial.

Jax escaped our grasp during the euthanizing process and scrambled off 
the table. Like many lizards, iguanas can drop, or autotomize, their tails, 
meaning that their tail breaks off from the body. This ability, of course, comes 
in most handy when a predator grabs hold of an iguana’s tail in the wild, 
but it can also happen when well-meaning veterinarians try to restrain them. 
After finally capturing and euthanizing the elusive Jax, Dr. Stevens did not 
want to present the body of a treasured pet in two pieces to the family. Instead 
of simply explaining the tail loss as a natural response, he took the time to 
glue and suture the tail back on the dead lizard. When I asked him why he 
was doing this, he told me that he did not want the clients to think that 
their pet suffered a violent death, adding, “Jax just didn’t look right or very 
peaceful without his tail.” To finish off his presentation, Dr. Stevens found 
an appropriately sized cardboard box, lined it with a blue medical pad, and 
artfully placed the newly restored body of Jax on a makeshift pillow.

Although not an especially typical patient, the story of Jax is not unique. 
Similar to those in the funeral business, veterinarians diligently work to pro-
vide their clients with a specific image of their deceased loved one (although 
they use much less sophisticated preservation and restoration techniques). 
Just as funeral directors take pains to create what they call a memory picture 
for the family,2 veterinarians believe that euthanasia is an important experi-
ence for pet owners because it is the last memory of their pet: “Euthanasia 
is important to people. That is what they are going to remember as their 
last few minutes with their animal so it’s our responsibility to make sure it 
goes peacefully.” Veterinarians often liken their role in euthanasia to that of 
a funeral director performing funerals for pet animals. During my time with 
veterinarians I paid particular attention to how veterinarians frequently go 
to great lengths to shape euthanasia as a pleasing, personalized, and intimate 
experience for clients.
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From the veterinarian’s perspective, the goal of a good client-witnessed 
euthanasia is a gentle slipping into death, which looks like an animal is qui-
etly and painlessly falling asleep. Ideally, after the necessary paperwork and 
preparation, the euthanasia solution is delivered smoothly and death comes 
peacefully in a matter of minutes. Typically within six to twelve seconds after 
the injection, the pet will take a slightly deep breath, grow weaker, and finally 
lapse into what looks like a deep sleep (giving rise to the euphemism “put to 
sleep”). The euthanasia solution primarily consists of a concentrated anesthesia 
that causes loss of consciousness, numbs pain, and suppresses the cardiovascu-
lar and respiratory systems. A few minutes after the injection, the veterinarian 
listens for the absence of a heartbeat and pronounces the animal dead.

Euthanasia is considered successful when the animal dies peacefully, 
the veterinarian maintains an appropriate presentation, and the owners are 
thought to have a good last memory of their pet. No matter how carefully a 
veterinarian aims for a good death for patients and grieving clients, there are 
always opportunities for error. Because of the finality of the event, the vet-
erinarian has no opportunity for a second chance and must work diligently 
to see that the euthanasia performance is as near perfect as possible. Thus, 
they create routines and procedures designed to tightly control the technical 
circumstances of euthanasia through the use of backstage preparation, props, 
tailored spaces, and specific rhetoric. No matter how routine the euthanasia 
process becomes, however, each procedure must still be brought off, with all 
the opportunities for error.

Threats to a Good Death and Their Management

In many respects veterinarians and members of their team are actors whose 
job it is to stage a performance for their audience (the clients and sometimes 
their friends and family). As with any performance, the concern is likely to 
be with whether the show comes off or falls flat. Performances are considered 
successful when the audience perceives the death of the animal to be peaceful 
and painless and interprets the actions of the veterinarian to be competent, 
sincere, dignified, and respectful. Every effort is made by the actors to ensure 
that the euthanasia experience is arranged in a way to create favorable images 
and impressions. However, much can happen that can contradict the ideal 
peaceful performance.

Technical Failure

No matter how skilled a veterinarian may be in the technical aspects of 
euthanasia, the possibility for mishaps remains. The three common routes 
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of administration of euthanasia solution are intravenous (injected into a 
vein), intraperitoneal (injected into the abdominal cavity), and intracardiac 
(injected into the heart). When deciding on a route of administration, veteri-
narians consider their own technical skills, the animal’s species, the behavioral 
nature of the animal, and the degree of injury or illness, as well as how the 
animal’s death may appear to the owner. For example, certain conditions dogs 
and cats suffer make it difficult or impossible to administer the euthanasia 
solution by the preferred intravenous route:

A few months ago I had this ATE [arterial thromboembolism]3 cat 
who came in agonal [a type of labored respiration]4 because he had 
thrown a clot. . . . But this cat, his heart had just failed, and there was 
hardly any blood pressure at all. And that’s why he was dying right 
in front of us, and that’s why we couldn’t get any kind of a vein. And 
this cat was in low-output failure. . . . And so I had a very good tech 
on, and both the tech and I tried on three veins while the owner is 
standing there.

Intraperitoneal (IP) administration is a method most often used with animals 
for whom it is too difficult to gain access to a vein (especially exotic animals 
such as rabbits, hamsters, birds, mice, and reptiles) or dogs and cats who have 
poor circulation due to disease. This method is technically less efficient (tak-
ing as long as half an hour) and less aesthetically pleasing than intravenous 
injections. Intracardiac (IC) administration is the least used route and the 
most technically challenging (because it requires the veterinarian to accu-
rately hit a heart chamber). Because it is stressful to conscious animals, this 
method is typically used on deeply sedated or anesthetized patients and is 
generally regarded as the most aesthetically displeasing (especially to non-
medical persons).

Although all three routes are considered technically appropriate for a 
painless death, many veterinarians do not like owners to witness the latter 
two methods because the death may not appear peaceful or painless:

I try not to have owners present when we don’t really have venous 
access and have to do IP or IC, which I think is upsetting for owners 
to see. It is upsetting for me to do, so I would imagine that it would 
be upsetting for them to see me hold their bird or hamster and stick 
a twelve-gauge needle into its abdomen or heart. I think that would 
be perceived as maybe cruel to the owner. Most vets try not to offer 
witness for exotics. It is harder to make it look peaceful.
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Owners are strongly discouraged from witnessing euthanasia of pets for 
which the necessary method of administration is unable to provide a good, or 
peaceful, presentation. Several veterinarians refused to allow owners to watch 
euthanasia unless they are able to use the preferred intravenous route: “I won’t 
do an intracardiac stick in front of an owner. . . . I outright won’t euthanize 
with them present. It kind of looks weird when the animal succumbs to gas 
anesthesia. I don’t want the owners present, because it’s like he’s dying in a gas 
chamber, and then you have to stick the heart and we can’t always get it on 
the first try. You know, talk about a shitty euthanasia experience.”

Intravenous (IV) administration is the method most often preferred for 
dogs and cats and is generally considered the most rapid (usually under one 
minute), predictable, and aesthetically pleasing route for drug administra-
tion. However, getting a delicate needle into a squirming patient’s vein does 
not always happen on the first try even for the most experienced veterinar-
ians. When an owner is going to be present for the euthanasia, an indwelling 
catheter is frequently placed in the pet’s vein to ensure that the euthanasia 
solution is delivered quickly and accurately. Without a catheter in place, an 
assistant is often needed to help hold the animal and apply pressure to aid in 
passing the fine needle into the pet’s vein. Taking the time to place a catheter 
is extra work for veterinarians, but many consider this backstage preparation 
necessary if they are not confident of hitting a vein on the first try.

Veterinarians share a concern for the appearance of a painless, smooth 
death in an owner-witnessed euthanasia: “They are there to euthanize their 
animal so the animal doesn’t feel any more pain, and the last thing they want 
to see is you stick it two or three times to hit a vein.” Using catheters during 
euthanasia procedures is often strictly for the benefit of the audience: “I will 
always have a catheter in if the owner is going to be present. If the owners 
are not going to be present, I don’t think necessarily that the animal needs a 
catheter, . . . and probably the majority of the time it’s going to go fine and it’s 
going to go smooth. But I would just never want it to not go smooth in front 
of an owner.” Of course, the veterinarian would rather gain access to a vein on 
the first try for the sake of the animal, but mistakes are always possible. The 
catheter ensures that the audience sees the veterinarian as competent and the 
death of the animal as peaceful.

Restraint is often necessary to euthanize an animal, but the more restraint 
that has to be used, the more difficult it is for veterinarians to believe the death 
appeared peaceful to the owner: “I am pretty sure you don’t want somebody’s 
last moments with their dog [to be] watching you wrestling their dog down 
to get an IV in them.” One novice veterinarian describes how she learned the 
importance of minimal restraint while she was a veterinary student:
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Intern: One vet I worked for—I don’t know if she just didn’t have 
any common sense or—or what, but she thought it was accept-
able to euthanize cats using the jugular vein with the owners pres-
ent. As the assistant trying to help her, I felt uncomfortable.

Author: Why was it uncomfortable, specifically?
Intern: Just, you know, you have to restrain the head; there’s a lot more 

restraint involved, and it’s not like the people can be at the head pet-
ting the cat. I mean, for the animal it’s probably the same either way. 
I just think for the people it’s not as—as, like, aesthetically pleasing 
to watch their pet being restrained by the head like that.

Most veterinarians take steps to assure that they use as little restraint as pos-
sible in the presence of owners. Inserting an indwelling catheter and giving 
the animal a sedative or tranquilizer are both backstage steps that can be taken 
to avoid restraining the animal in front of owners: “I would rather sedate a 
dog than muzzle them or physically restrain them because it just looks like 
they are less resistant.”

Even in the best circumstances mistakes are possible, and nearly every 
veterinarian could share at least one horror story regarding technical mistakes 
made during euthanasia. Catheters, for example, can be excellent in helping 
euthanasia go smoothly, but they are not without failure: “I had a horrible 
euthanasia where the catheter had come apart, but I didn’t know, so I kept 
on giving injections, and the pet was just sitting there . . . still breathing for a 
long, long time. . . . So I felt that the wrap on the catheter was wet, so I had 
to unwrap the entire thing in front of the owners and put it back in. That was 
embarrassing.” Although veterinarians are often distressed or embarrassed by 
technical mishaps, they generally have techniques to use to avoid drawing the 
client’s attention to the mistake.

Some mistakes are not as easily ignored and, when they occur, make it 
far more difficult to save the show. For example, a failure to remove monitor-
ing devices can be especially awkward when the animal dies: “Once I forgot 
to turn off the EKG [electrocardiogram] machine on a dog, and that sucks 
’cause then you hear that awful sound when their heart stops. I have forgotten 
to turn down the rate on the ventilator, which means you are basically ven-
tilating for a dead dog. That is horrible for owners to watch.” Dr. Lawrence 
was equally emphatic:

The last thing you want for critical patients is to leave the pulse 
ox[imeter (a machine that monitors blood oxygen saturation)] run-
ning or to leave the blood pressure or the EKG running and have 
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the alarm go off when you euthanize the pet. I am so careful about 
that. . . . I’ll just turn the machine off so it is not going to get a read-
ing. And another really important thing is to turn off the fluid pump; 
otherwise, when you clamp off the catheter to give the euthanasia, the 
fluid pump, after three seconds, is going to beep at you. So right in 
the middle of the euthanasia the pump’s alarm goes off. You’ve got to 
make sure nothing is going to interrupt you mechanically and make 
sure nothing is going to register the death. There’s nothing worse than 
seeing a v-fib [ventricular fibrillation] on an EKG and then the EKG 
alarm goes off. That’s fucking terrible.

Even the most careful and technically skilled veterinarians recognize that mis-
takes will happen. But, as Dr. Lawrence told me, some mistakes feel so hor-
rible that making them only once ensures that a veterinarian never forgets to 
prevent them in the future.

Failed Management of the Animal’s Biological Reactions

Recognizing that the animal is often the most unpredictable player in the 
scene, veterinarians manage owners’ impressions of the animal before, dur-
ing, and after the euthanasia. Before the euthanasia process begins, an ideal 
euthanasia can be disrupted when an animal is thought to look either too sick 
or too well. If the animal does not seem sick on that day, some owners may 
second-guess their decision: “It can be heartbreaking when they gobble down 
treats and are still wagging their tail even though they are really sick.” If the 
animal seems especially affected by an illness, owners may believe they have 
waited too long and the animal needlessly suffered. Either way, the veterinar-
ian is prepared to ease the client’s potential concerns. If the animal looks par-
ticularly sick, the veterinarian might say, “Well, at least he won’t be suffering 
anymore,” and if the animal looks particularly good, the veterinarian might 
say, “Well, it is better that his last day was a good day and our last memory 
of him is a happy one.”

During the euthanasia, the veterinarian must continue to monitor and 
manage the impressions of the owners regarding the animals. If the goal is a 
gentle slipping into death, much like falling asleep, then the performance is 
ruined when it appears to the owner as though the animal suffered or when 
the owner interprets the animal’s behavior as unpleasant or disturbing. For 
example, it can be disturbing to watch a standing animal (especially big dogs) 
fall to the ground or, worse, fall off a table as they die, so veterinarians usually 
have the animal lying down while giving the solution.
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Popular television images of death may shape owners’ expectations of 
how the death of their pet should appear, adding additional complications for 
veterinarians when the pet’s death contradicts this image: “Hollywood often 
makes death seem kind of romantic. They don’t show you the reality of death, 
like the person releasing their bowels.” After the animal dies, there is complete 
muscle relaxation, often accompanied by urination and defecation: “And that 
kind of thing sucks. . . . It’s a normal, natural process, but you hate for the 
whole scene to be seen, like, not as respectful because there is, like, bloody 
diarrhea all over or vomit. You just wish that would have never happened.” 
Just as funeral directors hide or cover up certain realities of death from fam-
ily members, veterinarians try to do the same for clients. Thus, if owners are 
going to hold animals in their laps, veterinarians will often diaper them or 
wrap them in a towel or blanket to collect urine or feces released after death.

The euthanasia presentation can be tainted or ruined when the animal’s 
physical reactions do not appear consistent with a pain-free and peaceful 
death. Emphasis is placed on “appear” because, although the animal may 
experience some mild discomfort or a slight burning sensation if the solution 
goes outside the vein, for the most part veterinarians are confident that the 
animal is not in pain. However, as Dr. Shelly explained, veterinarians fear the 
layperson’s misinterpretation of some biological reactions:

You have seen the extensive rigidity and the [she makes a howling 
noise]. I fucking hate that because it sounds so painful, even though I 
know what it is. [It’s] the anesthesia[’s] effect on the brain . . . [that] 
made him wail, but it wasn’t pain. . . . And I tried to explain that to 
the owner afterwards. . . . I wanted them to understand that their dog 
was not hurting even though it looked weird, and I am sorry that was 
upsetting. I do want them to know that their pet was not really hurt-
ing. But when the patient does something weird, that sucks.

When these vocalizations occur veterinarians quickly remind the owner that 
the pet is no longer conscious and is not experiencing pain.

Even when veterinarians are unsure of what is happening with the animal, 
they reassure the client that the animal is not experiencing pain. Dr. Brown 
described the difficult euthanasia of a nine-year-old Irish setter who had a 
brain tumor:

I gave the euthanasia solution, and the dog went through all these 
horrible neurologic signs. . . . It just did all these horrible things that 
dogs shouldn’t do, like its head slid back, it started to howl, all of its 
legs started to paddle. . . . It was awful. I had to be like, “Yeah, this is 
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normal for dogs with brain tumors.” I actually never had that happen 
before. [Laughs.] I didn’t know if it was true or not. . . . You try to 
stay calm and tell people that it is normal and that they are not feeling 
anything, and sometimes you are completely making it up.

Even though Dr. Brown had never seen such biological reactions, she believed 
it was important to reassure the clients that they were typical given the ani-
mal’s illness. Dr. Thomas had a similar experience: “Once this cat was sort 
of vomiting foam, and I had never seen that happen before. I told them that 
with a heart condition these things are normal. I don’t know why I said that, 
’cause it is not normal.” Regardless of their own feelings of uncertainty or 
disgust, participants reassured clients that their animal was not experiencing 
pain. Yet talking with me behind closed doors, they described the animals’ 
reaction as “shocking” or the most “disturbing thing [they] had ever seen.”

After the animal has died, veterinarians must continue to manage the 
impressions that owners have of their animals. Ideally, the veterinarian listens 
for a heartbeat and in a few seconds confirms an animal’s heart has stopped; 
however, sometimes the heart may continue beating for a prolonged period. 
During a seminar on euthanasia I attended at one of the teaching hospitals, 
a veterinary instructor warned his students to consider this when clients are 
watching them: “Hearts may continue to beat for a few minutes. . . . You may 
[want to] wait to check for heartbeat because it may worry the owner if you 
listen too long. The owners get nervous. Make it seem like you are just taking 
your time and wait a few minutes before listening for the heart.”

Chemicals stored in nerve endings are released, causing occasional muscle 
twitching in the early postmortem period. Thus, an animal may appear to 
breathe after the veterinarian has pronounced them dead, as explained by  
Dr. Turner:

Different patients will act differently. . . . Their heart has stopped, 
clearly, but they will just have like nerve and muscle reactions after 
they are gone. Of course, people view that like, ‘Oh, my God. He is 
alive. He is suffering.’ I always warn them about it, but even when 
it happens, it is still weird and embarrassing. It is uncomfortable. 
[Laughs nervously.] It really sucks, . . . but it was just their muscle 
reflex; . . . that was kind of hard to describe to them. No, your pet is 
gone. This is just soft muscle spasms, and they just happen.

As with vocalizations, most veterinarians respond by giving medical explana-
tions for these physiological responses: “I usually say that there is nothing to 
worry about and that they are not in any pain. He is gone, but it is just that 
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oxygen is leaving the muscles. The diaphragm is a muscle, so it can almost 
look like they take a breath.” While most clients are satisfied with the expla-
nation, a few need more convincing that the animal is deceased: “To convince 
them, I drew up more solution and gave it [to the animal] because otherwise 
they weren’t going to leave. . . . It was clearly not necessary; I mean, I gave a 
hundred-pound dose to this thirty-pound dog. It was ridiculous. But that was 
the only way it was going to convince them that their dog was gone.”

Given that some potentially problematic biological reactions are not eas-
ily altered or hidden from clients, some veterinarians believe that warning 
owners neutralizes the effect of witnessing them unexpectedly. These veteri-
narians prepare clients for what to expect as death occurs: the pet’s eyes do not 
close, there may be a last gasping breath that is more of a muscle spasm, there 
may be vocalization, there may be muscle twitching, the heart may continue 
beating for a short time after breathing has stopped, and finally bladder and 
bowel contents will most likely be released. Although some veterinarians give 
more details than others, the general idea is that the more the veterinarian can 
do to prepare clients for these possibilities, the less traumatic the experience 
will be for clients. The key to the successful explanation is to find a careful 
balance between being too graphic, causing the owner undue anxiety, and not 
supplying enough information, such that the owner is shocked or confused.

Almost every aspect of owner-witnessed euthanasia is aimed at managing 
the final impressions of the clients and creating a peaceful death scene. As part 
of their orientation when they arrive at City Hospital, interns are required to 
attend a lecture dealing with the performance aspects of euthanasia. Here 
they learn that even the rate at which the animal dies may be altered to create 
a desirable death scene. Interns are told to consider injecting the euthanasia 
solution into the stomach to slow the death process: “If you suspect that own-
ers might find the prospect of it happening quickly difficult, you might want 
to use IP. This is a more ‘movie style’ death and is what some people expect.” 
As this quotation highlights, interns learn that the appearance of a good death 
in an owner-witnessed euthanasia is as important as any other aspect.

That veterinarians are intensely concerned with eliminating the appear-
ance of suffering does not mean that they are unconcerned with the animals 
in their care or that they are insincere. On the contrary, most participants 
consistently demonstrated the utmost concern for their patients and fre-
quently expressed distress when called on to euthanize them. Far from being 
unsympathetic to the well-being of their patients, they were confident that 
they were able to make death as quick and painless as possible. It is veterinar-
ians’ confidence in their ability to control animal suffering that allows them 
to shift from seeing the patient as the subject of concern to seeing it as an 
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object within a performance. This cognitive shift allows veterinarians to focus 
on lessening the appearance of suffering for the sake of nonmedical outsiders 
without detracting from their ability to make euthanasia as painless as pos-
sible for their patients.

Dramaturgy

In his 1959 book The Presentation of Self in Everyday Life, sociologist Erving 
Goffman notes a connection between human behavior in daily life and theat-
rical performances.5 He suggests that life is composed of theaters in which we 
all play out distinct interactions with people in a variety of different settings 
according to prescribed social roles. In social interaction, just as in theater, 
“actors” (individuals) perform in front-stage regions for audiences and other 
times can be in backstage regions outside the view of the audience. The sepa-
ration of front and back stages is often essential in maintaining the impres-
sions desired for clients. For example, in the funeral business, the deliberate 
separation helps avoid potential conflict between the bereavement work of 
the front stage and the “dirty” tasks of the back stage.6 The work that funeral 
directors do in the back stage would appear unseemly to family members and 
ruin the peaceful, resting image of the deceased that funeral staff desire for 
their audience.

Since Goffman’s introduction of his dramaturgical perspective, countless 
sociologists have demonstrated its applicability in many social and occupa-
tional settings, including the work worlds of police officers,7 topless dancers,8 
overseas tour guides,9 doctors,10 nursing home workers,11 and labor negotia-
tors.12 Sociologists note how workers in these occupations perform accord-
ing to certain scripts in front of customers but may act entirely differently 
out of sight in the back stage. For example, while in the front stage, a flight 
attendant is expected to be polite even though passengers may be rude and 
demanding.13 However, when alone with fellow employees, the same flight 
attendant may complain about, express anger toward, or make fun of annoy-
ing passengers. Similarly, call-center employees hang up the phone and let 
off steam among colleagues because they are not allowed to display negative 
emotions while talking with customers.14

The Use of the Back Stage

The back stage, hidden from the audience, often masks information that 
conflicts with the goals of the performance. Goffman reminds us of the need 
to deliberately separate the front-stage from the backstage region because the 
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preparations for performances, if seen, may contradict or destroy the impres-
sions fostered front stage.15 If the goal of a euthanasia is to appear peaceful 
and painless, the audience will have to be kept away from areas where animals 
might be subject to procedures that are interpreted as painful: “It is pretty 
easy to inject euthanasia solution if nobody is watching you. If I am putting 
an animal to sleep without the owners there, I don’t put an IV catheter in, 
but I would if somebody’s watching. Poking around to find a vein is not what 
you want the animal’s last memory to be or an owner’s memory to be of their 
animal.” Thus, the catheter is placed in the backstage area of the hospital, out 
of sight of the client.

Outsiders generally have little, if any, relevant information regarding the 
workings of backstage areas and the performers work hard to restrict outsiders 
from complete information about these areas. The backstage areas in veteri-
nary hospitals are typically rooms located beyond the lobby and exam rooms. 
For medical procedures more complicated than taking an animal’s tempera-
ture, veterinarians ask clients to wait in the examination room while they 
take outpatients to designated treatment areas (large rooms full of activity 
with patients on examination tables awaiting the attention of busy nurses and 
veterinarians transporting medical equipment and supplies). Critical patients 
are taken back stage to similar workstations in critical care units (CCUs), also 
known as intensive care units (ICUs). The walls of CCUs are typically lined 
with stacked steel cages for monitoring critical patients—canine patients on 
the bottom and feline patients on top. Clients are allowed to visit sick ani-
mals in the CCU only during specified visiting hours and approved special 
occasions.

If the goal is to appear respectful to the patient, the audience will have 
to be kept away from the areas that might disrupt this image. For example, 
public access is strictly prohibited to places where bodies are stored or cre-
mated. While some large veterinary hospitals have their own crematorium 
facilities, most contract with commercial crematoriums. If clients pay for a 
private cremation and wish to receive their animal’s ashes back, the corpse 
will most likely be placed in a black plastic bag and stored inside a large 
refrigerated unit until taken to the crematorium. If the corpse is going to 
group cremation, the body may be stored with others in large buckets or 
plastic containers.

Veterinary insiders, of course, become accustomed to the reality of back-
stage procedures. However, several participants recalled their first exposure 
to the back stage of body storage as particularly upsetting: “It gives you the 
chills the first time you see that bucket of dead animals or the first time you 
see an animal’s body put into a bag. Now it doesn’t really bother me that they 
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are put into bags. I don’t think there is a more appropriate means of disposal. 
I don’t find it disrespectful, but it does take some getting used to.” A few 
participants admitted that they have yet to become completely comfortable 
with the discontinuity between front-stage and backstage handling of bodies:

Where I did my internship, . . . there was a really high volume and 
lots of death and euthanasia; we had that awful big bucket of bodies. 
[Nervous laughter.] That was horrible, and I wasn’t shocked by it but 
maybe a little grossed out. Treatment of the bodies and stuff kind of 
made me sad in a way—that we go through all these efforts to eutha-
nize someone’s pet with all this respect and then it is impossible to 
go through all the body-handling process with that same level of care 
and respect, especially if you have a pretty high case load. I totally un-
derstand [why they store the bodies in that way] for practical reasons, 
but it is just kind of sad.

That most staff refused to allow their own pets’ bodies to be put into plastic 
bags reinforces the importance of keeping owners out of these areas: “If even 
the thought of one of our animals being in a plastic trash bag is that disturb-
ing to people who are used to it every day, then imagine how upsetting it 
would be for owners to see that!”

The Rhetoric of the Back Stage

Safely in the backstage area, veterinarians and staff sometimes employ behav-
ior and language not shown to the front-stage audience. During a euthanasia 
procedure, for example, veterinarians speak tenderly and with care not to 
upset grieving clients. Yet behind closed doors, the same busy veterinarian 
might tersely ask an assistant to help prepare a pet’s body for cremation by 
yelling, “I need a bag and tag in room two.” While conversations about death 
and dying are serious and somber in front of clients, conversations backstage 
can be lighter and even humorous at times. Therefore, the back stage is not 
just a space where upsetting tasks are hidden but a space where performers 
can step out of character without fear of disrupting the performance for the 
audience.

As discussed in the Introduction and Chapters 4 and 5, dark humor is 
often a cathartic expression that allows workers to vent about frustrating and 
emotionally upsetting aspects of their jobs. Because I discuss humor as a cop-
ing mechanism in other chapters, I mention it only briefly here. In the words 
of Dr. Madfis:
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We use that humor to survive. . . . It is not that we don’t have respect 
for the situation, and it is not that we are not sad about the situation. 
In fact, we joke . . . because we have all these emotions that we have 
to deal with in some way. That is why we joke. We don’t really make 
light of it in the sense that we don’t care and it doesn’t matter to us. 
[We joke] . . . because it matters to us and because we care and be-
cause it is awkward and tense and stressful and it is a big responsibil-
ity and we take it so personally—that is why we have to come in and 
[big sigh] say, “Whew! Thank God it is over,” and it may come out as 
something funny sometimes. I think any person that routinely deals 
with death must laugh about it sometimes.

Veterinarians commonly use humor and sarcasm among backstage peers to 
reduce feelings of anger or frustration that are not considered appropriate to 
express in the front stage. For example, backstage talk allowed Dr. Hill to let 
off steam with her colleagues and express anger she felt toward her clients 
because they requested euthanasia for their cat that would not stop clawing 
their expensive furniture. Dr. Hill mockingly pretended to respond to her 
client, “Yeah, no problem. I understand. I had to put down two of my chil-
dren. They were awful, always throwing tantrums and biting and destroying 
my furniture.” With an exaggerated sigh, she threw her hands in the air and 
sarcastically concluded, “It was really for the best.”

In the front stage an animal’s medical condition is exclusively described 
using technical terminology, but dark or clever euphemisms are sometimes 
used by workers in the back stage. For example, a serious medical condi-
tion known as disseminated intravascular coagulation (DIC) would be called 
“death is coming” or “dead in the cage,” but only in front of fellow veterinary 
insiders. Animals nearing death are described as brave and strong in front-
stage conversations, but in the back stage they may be referred to as “circling 
the drain,” “making the Q sign” (with tongue hanging out), or having “a case 
of BSBF” (buy small bags of food). Only behind the scenes would dead or 
dying animals be jokingly referred to as “going PU,” or paws up.

Though most staff members considered the back stage a place to let loose 
from the restraints of their front-stage role, not everyone was completely at 
ease with some backstage rhetoric. For example, many novice veterinarians 
initially expressed discomfort with the gallows humor used by senior staff. 
While newcomers eventually became accustomed to the rhetoric of the back 
stage, level of participation varied from individual to individual. The pres-
sure novices feel to participate in or at least accept the dark humor of others 
reminds us that when performers are in the back region they are nonetheless 
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in another performance—that of a loyal team member. Yet in my experi-
ence among veterinarians, even the most no-nonsense professionals occasion-
ally joke behind the scenes. Although backstage rhetoric can create divisions 
among colleagues, it more often strengthened bonds between veterinary 
coworkers and helped them discuss difficult issues.

Maintaining Strict Boundaries

Backstage rhetoric, preparatory work, and body storage would likely upset 
or shock nonprofessionals or those emotionally connected to the deceased. 
Of course, as with any play, performers have much more knowledge than the 
audience. Audiences are supposed to know only what the performers choose 
to disclose. Veterinarians, like any good performer, work hard to control their 
audience’s access to insider information, especially when the information, if 
accidentally revealed, could ruin the entire show:

There are a lot of things that you try to keep hidden. It is annoying 
when they [owners] are real high maintenance and they have asked 
me the same question twenty times and I am acting like . . . I am 
happy to answer all your questions . . . again for the tenth time. . . . As 
soon as I get in the back, I fucking roll my eyes and I am like, “These 
guys are nightmare high-maintenance clients.” I vent, but . . . I don’t 
want the owners to hear my comments about their picky personality.

Overhearing the backstage colloquy could have serious consequences, not 
just for the immediate performance of a euthanasia but also for the hospital 
as a business. Great care is generally taken to prevent outsiders from hearing 
backstage talk. As Dr. Miller said, “Of all the things that I would not want 
people to know, the biggest one is that we ever joke about death or, especially, 
the death of their pet. I am always really careful. I will get into ICU with the 
door closed, and they have the door closed in the exam room, and I will still 
whisper [a joke] to someone else. But I will never do it when we are walking 
in the hallway.”

Audience exposure to the back stage—areas where animals are prepared 
for euthanasia and areas where their bodies are stored afterward—has similar 
potential to undermine desired impressions. Precautions are thus taken to 
limit knowledge of the back stage and prevent the entry of outsiders. Private 
spaces are protected from public observance by doors, curtains, locks, and 
“Employees Only” signs. Sometimes outsiders are allowed into a few unau-
thorized areas but only in controlled circumstances such as visiting hours in 
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the CCU. Guests must be guided by an escort who has the responsibility of 
signaling to fellow workers the proximity of outsiders and, hence, the need 
for cautious talk.

In addition to locked doors that hide the reality of backstage procedures, 
language is used to disguise procedures such as autopsies: “We have to get 
their permission to do an autopsy, but it is best not to be specific as to what an 
autopsy involves. You usually use the word complete, without getting graphic. 
You want to be careful about how those things are phrased.” To make the real-
ity of body storage more palatable for outsiders, veterinarians borrow from 
the euphemistic language of human body storage:

We have our little morgue, which is the freezer. We never say it is the 
freezer to owners. We call it the morgue. It is not like the morgue on 
Quincy where they have their own little shelves. You may go in there 
and it looks like something out of [The] Godfather with a horse or 
sometimes, well, just a horse head. [Laughs.] Monday morning there 
may be a pile of bodies and dogs with their heads cut off [necessary 
for rabies detection], but owners don’t need to know that. We don’t, 
obviously, let them see that area. If they ask where the bodies go, I just 
say they go to our morgue.

Though most clinics hope that clients find solace in the nondescript but 
familiar language of morticians, some clinics couch the room in much less 
gloomy terms by calling it a groom room, implying that it is a place where 
animals are groomed rather than stored after death.

Naturally, veterinarians are sensitive to the fact that knowledge of these 
spaces could upset outsiders. Dr. Mulford described how she takes special 
precautions to maintain strict separation from backstage activities and hide 
certain realities from clients:

In several of the clinics that I worked [in] you would have to walk 
past the waiting room [carrying a dead animal in a garbage bag] to the 
room where the freezer was [located]. Some people [other veterinar-
ians] might walk by and say, “Oh, well, the owners don’t know what’s 
in [the bag] anyways.” Which I guess is true; I guess they could just 
assume that it’s garbage, that someone is taking out regular trash, but 
I’m always more cautious to make sure that people aren’t going to see 
me with [the bags]. Just because I know it was sort of bothersome to 
me to discover that Fluffy, your beloved cat of fourteen years, is in a 
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Hefty garbage bag. [Nervous laugh.] I guess I’m always a little wor-
ried that someone’s gonna see that and be like, “Oh my gosh, that’s 
someone’s pet.”

Similarly, veterinarians would never place an animal in a body bag in front of 
clients: “The owner knows that no one is going to sit there with their dead 
pet till it gets cremated. They know that is going to happen, but they don’t 
really want to be reminded of it. They don’t want to think about what exactly 
happens to the body.”

Even though the specifics of the backstage region are a mystery to most 
people, much of the time outsiders actively participate in maintaining the 
boundaries separating the back stage from the front. Most outsiders rarely 
express interest in the workings of the backstage area, and those who occa-
sionally make inquires are generally satisfied with the vague answers typically 
offered to them by the veterinarian. Occasionally an owner will push for 
more detailed information, and the veterinarian must carefully consider word 
choice: “I have had some people push me about what we do with the body 
afterwards while they are waiting to be sent off to cremation, and I just try 
and brush it off.” Most veterinarians recognize that separation of stages, or 
spheres, is integral to creating a satisfactory experience for pet owners.

With strict separation of spheres the veterinarian is most easily able to 
control desired impressions; however, the less distinct the front stage is from 
the back stage, the more difficult it is for the veterinarian to control the pro-
cess. A fluid environment such that the activities of the back stage are close 
enough to interfere with the activities of the front stage can have serious 
consequences:

Noise from other animals barking in the background is kind of irritat-
ing because I really do want it to be peaceful and because it’s stressful 
for the patient. Although most of the time the patient is not stressed 
out, but mostly it’s stressful to the owner because of how they perceive 
it affects their patient. So, if it’s a cat, the owner is going to be upset 
if there’s fucking dogs barking, and when one dog is barking, it starts 
more dogs barking. . . . The problem for the staff is that we are so used 
to those sounds that we tune them out, . . . so often even when I ask 
them to [keep the dogs quiet], they don’t do a very good job. . . . They 
aren’t as conscious of it as they would be if they were in an otherwise 
quiet exam room trying to do a euthanasia with freaked-out owners 
and loud barking.
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In some cases, veterinarians have no choice but to perform euthanasia in a 
backstage area because some patients are not stable enough to be moved from 
the critical wards. Because these euthanasia procedures take place directly 
in the back stage, the risk of offending behavior ruining a performance is 
highest.

Backstage wards are generally considered the least ideal locations for eutha-
nasia because these spaces often foster impressions opposite those desired for 
euthanasia: “Euthanasia in the CCU sucks because there are techs running 
around doing things, treating other patients.” Veterinarians typically loathe 
performing euthanasia procedures in the back stage: “It is a little uncomfort-
able to be standing there when people are just screaming and crying and 
wailing. You don’t want the owners to feel like they are making a spectacle, 
even though they are. You want them to feel comfortable.” Moreover, the 
veterinarian has less control over the environment:

Another really bad thing is when people in the ICU are laughing or 
joking. I’ll always warn all the techs [that I am doing a euthanasia in 
the ICU], but you can see there’s a lot of staff on a busy day there, and 
there’s a lot of shit going on. One time, I hadn’t told the receptionist 
there was a euthanasia going on, so someone waltzed back there and 
loudly started talking about something totally inappropriate. And it 
was such an awful situation, and I was so helpless. I was literally right 
in the middle of the euthanasia, so I couldn’t stop what I was doing 
to tell her to shut up.

Euthanasia procedures in the back stage can be complicated by the interfer-
ence of backstage rhetoric. Unaware of the presence of outsiders, staff mem-
bers’ joking and laughing might disrupt the somber mood of the performance.

Setting the Mood in the Front Stage

When the environment is arranged to successfully separate the front stage 
from the back stage, the veterinarian is best able to control desired outcomes. 
Veterinary clinics and hospitals are increasingly building or converting exami-
nation rooms into rooms specifically designated for witness euthanasia. These 
meditation, comfort, memorial, or grieving rooms are designed to make the 
pet and the owner more comfortable and at ease. They are usually located 
in low-traffic areas of the hospital and, when possible, have a private exit so 
tearful clients can avoid going back through the public waiting area. Unlike 
sterile medical examination rooms, the walls are painted with soothing colors 
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and are usually decorated with peaceful, scenic photos. They often have non-
fluorescent, soft lighting and a supply of facial tissues, and they may also have 
plants or other greenery, a bowl with cat and dog treats, scissors for clipping 
fur, or clay for making memorial paw prints. The rooms are usually equipped 
with cozy seating and some may even have padded mats so owners can com-
fortably sit on the floor with their animals.

Allowing for the strongest separation of spheres, designated euthanasia 
rooms are preferred by many veterinarians. Without such rooms available, 
the veterinarian will choose a quiet examination room as far away from noise 
and distraction as possible. A private exit helps the veterinarian avoid poten-
tially awkward interactions with grieving clients:

After I euthanize a client’s animal, I hate going into the hallway or the 
front and they see me laughing with another owner or a colleague or 
something. They are thinking, “Wow, that person wasn’t affected at 
all by our euthanasia. That guy doesn’t care. He has already forgotten 
about Max, and now he is laughing.” That is not right for them to see 
me like that after euthanasia.

Participants fear such interactions may threaten their genuine expressions of 
empathy by leading clients to interpret their actions as insincere: “It can be 
weird if they see you turn right around and be all happy with another pet 
right after you euthanized their pet. That is something you just don’t want 
them to see you doing.”

Changing the sterile medical environment into a more intimate space not 
only enhances and personalizes the experience for the owner but also puts 
the veterinarian in the best position to control the client’s impressions. Des-
ignated euthanasia spaces help veterinary actors achieve what Goffman calls 
“dramaturgical circumspection” by decreasing the risk of expected problems. 
In other words, the veterinarian will not have to work as hard for the audi-
ence to experience the event as peaceful, quiet, and tranquil. To that end, as 
more and more clients express a desire to be present during the death of their 
animals, many veterinary hospitals have invested in creating these specially 
designated euthanasia spaces.

While the right spaces and proper backstage preparation are critical to 
successful performances, the interactions with owners are where the perfor-
mance needs final touches. In Goffman’s dramaturgical model, social interac-
tion is the most important part of the theatrical performance. The “actors” 
must work to consistently manage settings, clothing, words, and nonverbal 
actions to shape others’ impressions. Fittingly, Goffman calls this “impression 
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management.”16 An excerpt from my field notes shows how seriously veteri-
narians can take their role in impression management during euthanasia:

While the novice veterinarian was euthanizing her first patient, she 
noticed that the dog had maggots living in an open wound and they 
were crawling over her hand. She wanted to run screaming from the 
room to express her disgust but could not do so, she said, because 
it was a euthanasia. Had it not been a euthanasia, she said that she 
might not have “freaked out,” but she would have reacted differently. 
Instead, she managed to conceal her actual feelings from the owner. 
However, almost immediately after leaving the room, she vomited.

This veterinarian’s successful performance depended on her ability to hide 
her disgust from the client. Goffman refers to a performer’s ability to main-
tain a consistent performance, especially in the face of challenges, as having 
“dramaturgical discipline.”17 Like all good actors, veterinarians often act with 
the intent to conceal information from the audience that could damage the 
overall performance.

Many professions demand certain attitudes on the part of their workers 
through unofficial rules about the kinds of emotions that are (and are not) 
appropriate to express at work. Inspired by Arlie Hochschild’s work in how 
workers are expected to evoke, suppress, or transform their emotion to meet 
the “feeling norms” of their occupation,18 researchers have noted how workers 
in many occupations must hide or transform their emotions for others to see 
them as competent and to perform the requirements of their job.19 For exam-
ple, a nurse who panics at the sight of blood is of little use in an emergency 
room. Prison officers must push aside emotions of anger, disgust, anxiety, 
fear, pity, and sensitivity to deal coolly and dispassionately with dangerous 
inmates and threatening situations.20 Workers are also expected to shift their 
emotions according to different contexts or interactions with different peo-
ple.21 For example, police officers are expected to convey negative emotions 
to suspected criminals and warmth to victims.22 Similarly, veterinarians are 
expected to be cheerful service providers during standard checkups and som-
ber, empathetic caregivers during euthanasia.

If veterinarians are consistently unable to effectively manage audience 
impressions, they may experience what Goffman terms a “spoiled identity.”23 
Any actor’s performance is, of course, subject to what is known in the theater 
as breaking character. Performers may act out of character by accident (if in 
the front stage) or on purpose (usually in the back stage). When a person 
accidentally breaks character, others try to ignore the performance flaw, such 
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as when someone passes gas, trips over something, or spits when they speak. 
Just as an animal’s physical reactions can mar the ideal euthanasia, so can the 
veterinarian’s faulty presentation. Veterinarians have three major challenges to 
their dramaturgical discipline during euthanasia: a faulty presentation of their 
emotions, a rushed appearance, and seeming robotic or rehearsed.

Disciplined performers have the ability to disguise their spontaneous 
emotions when necessary. Hiding emotions, if they are not congruent with 
desired impressions, is often considered essential to a good performance. 
According to Arlie Hochschild’s concept, veterinarians do “emotional labor” 
by carefully monitoring their own expressions of emotions during euthanasia 
performances.24 Displays of anger, for example, are especially important to 
suppress (albeit difficult):

I was so mad at them because his diabetes was really unregulated, and 
they obviously did not make the necessary efforts to care for him. . . . 
I feel like with euthanasia, though, when we are angry with them, it is 
not the right time to show it. . . . I would not have wanted to do that 
euthanasia because I was really annoyed at them. It would have been 
a challenge to be sympathetic.

Sometimes veterinarians are shocked by owner behavior or think it weird:

The thing that really was the most shocking thing for me . . . is when 
they want to take pictures with the animal before and after death. . . . 
I was completely unprepared for that whole phenomenon of pictures 
of the dead body. . . . Someone wanted to take a picture of me and 
their dead dog. Several times people have wanted me to take pictures 
during and after the euthanasia. That is really weird. Why would you 
want pictures of your dog being put to sleep? I don’t understand. It is 
the most disturbing thing I have ever experienced—ever. I try to act 
like I am okay and it is normal, but it is a very, very strange request.

One novice intern had a concern that he would not be able to keep his emo-
tions under control during his first euthanasia: “My first one, well, all I am 
going to be thinking about is trying not to cry. Man, I really hope I don’t cry.”

Sometimes veterinarians have to guard against the temptation to laugh 
during euthanasia. In one such case, a husband and wife were fighting over 
what to do with the body of their dog. The wife wanted to bury him in the 
same plot as her father because the dog had once belonged to him, but the 
husband didn’t think it possible, given that her father had been dead for a few 
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years. The husband said, “You can’t bury the dog in the cemetery; they won’t 
let you.” And the wife replied, “I’m going to do it anyway, Henry. I’ll go there 
at night, and you’ll come with me, won’t you?” Henry sarcastically agreed, 
“Yeah, yeah; I’ll come with you at night and bury the dog. I’ll come with you 
with my mask and flashlight and bust into the cemetery and bury the dog.” 
After Meredith made it known she was displeased with her husband’s sar-
casm, his anger came out, “Damn it, Meredith! You can’t even plant a flower 
without permission; why do you think they’re going to let you bury the dog?” 
Both the veterinarian and I found it particularly challenging not to laugh at 
such a strange argument.

Laughter is rarely considered appropriate in euthanasia but can be diffi-
cult to stifle. Sometimes a client will have an emotional reaction that catches 
the veterinarian off guard. These reactions can be touching but also funny, 
such as when a big, gruff man begins to sob uncontrollably:

I may have a nurse in the room with me and we will be totally dead 
serious while this man is sobbing. . . . He went from this man who 
you would think had never cried in his life to a little child who is just 
wailing. You are all serious in the room, and you pat his shoulder, and 
you say I am so sorry, and you tell him to take some time. . . . .You 
walk into the ICU, and you and the nurse look at each other, and you 
just fucking crack up, and it is not funny [laughs], but you know how 
unexpected things can be humorous? . . . It is things like that that are 
just fucking humorous.

The incongruity between the reaction the veterinarian expected and the 
actual, reverse reaction may spark laughter for veterinary staff. Sometimes 
unplanned events by the animal during euthanasia can be experienced as 
humorous:

There are horrible things that can be kind of funny, like maybe an 
animal falls in an awkward position, and you are thinking, “Oh shit, 
that didn’t just happen.” They might have, like, blowout diarrhea, 
and that is horrible but [laughs] can be, in a way, funny. Yet in the 
privacy of the ICU, away from the owner and away from the sanctity 
of that room, some acts are hilarious, and you have to vent, because 
sometimes it is so awful that it is funny.

Unusual client behavior has a similar effect: “There was this one lady with 
her cat, and all of a sudden she just broke out into this—I think it was some 
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kind of Latin song or prayer, and she just kept, like, chanting over and over 
again. . . . I kind of bit my tongue a little bit because, honestly, it was hard 
not to laugh. It’s awful to say, but sometimes you are just so uncomfortable it 
is hard not to laugh.”

Laughing, although it does break the somber mood, does not always ruin 
a performance. Owners, for example, sometimes make statements intend-
ing to be amusing or tell a funny story about their animal. The veterinarian 
often responds with a comical retort. For example, during the euthanasia of 
a particularly feisty dog known to bite, an owner commented while simul-
taneously laughing and crying, “That dog was a real jerk. He will probably 
bite dogs in heaven.” Dr. Shelly responded in kind, “Well, you know that 
dog across the ward is relieved, because he hated him, and we all know how 
much he wanted to bite him.” When unsure if the client is open to humor, 
participants often look to cues from clients:

You just try to not laugh when certain things go wrong, like when you 
fart or an owner farts or the dog farts. [Laughs.] Most of the owners 
will . . . laugh along with you, especially when the animal is doing 
something funny—you might as well laugh. You kind of follow the 
owners’ lead. You don’t want to be the one laughing while they are cry-
ing. If they chuckle, then I feel a little bit better about chuckling too.

Although they respond appropriately to clients’ jokes, veterinarians typically 
do not laugh or make comic statements unless the owner does first.

Euthanasia can be sad for veterinarians, particularly when the veterinar-
ian has known the pet for a long time or has invested significant efforts to 
make the animal well again. The outward expression of sadness is not neces-
sarily considered problematic, although most veterinarians try to limit their 
public display of sadness, as Dr. Edwards explained:

I am supposed to be the one who does this every day. . . . I am okay if 
I am teary-eyed and they aren’t, but I don’t want to be unable to have 
some composure and be able to speak when I need to talk. I don’t 
want to be like having to blow my nose while they are just sitting over 
there watching me euthanize their pet. It just doesn’t seem appropri-
ate to show more emotion than they do even if I feel pretty attached 
to their animal. You don’t want to get to the point where you are 
making the client uncomfortable ’cause you are crying. I think that 
there is a certain point that you can let yourself get to and then you 
need to then check it.
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Even when veterinarians do not feel a special bond with the owners or their 
animal, they can unexpectedly feel sadness and an uncontrollable desire to 
cry: “Remember the one where the woman told her dog that she missed her 
already? You lost it a little and so did I, but I really tried not to cry. That one 
was sad. It is hard not to lose it sometimes, but it feels really weird when you 
are crying and you just met this owner and this animal a few minutes ago.”

While some presentations required veterinarians to mask or tone down 
their emotions, at other ones participants felt the need to express emotions 
they were not experiencing. For example, the desired emotions of compassion 
and sympathy can be difficult to deliver:

I used to watch that show Six Feet Under, and I imagine[d] what it 
must be like for funeral directors, because they are always expected to 
feel sympathy for the family or at least look like they are sad. There is 
only so much of that you can maintain day after day. For me it comes 
and goes, but I can sure identify with them on the issue. I always feel 
something, but some days more than others . . . you make the effort 
to transition into that mode if you are not there yourself. I could be 
joking around with a friend right before I walk into the room, but as 
soon as I walk in, I change immediately.

Dr. Madfis explained, “Euthanasia is different because you need to have com-
passion at all times while you are doing it. You need to show it even if you 
don’t really feel it, like if you are tired and it is your tenth one today or 
whatever. It is the owner’s first one of the day—and maybe of their lives. You 
have to be sympathetic looking even if you were just arguing with them five 
minutes ago.”

If the veterinarian fears he or she might not be able to properly manage 
emotional expression, seeking another veterinarian to perform the euthanasia 
can circumvent potential failure. By asking another veterinarian to do a diffi-
cult euthanasia, the veterinarian is practicing Goffman’s “dramaturgical circum-
spection.” Veterinarians often rely on other team members to aid in successful 
presentations, and sometimes even a complete replacement as a last resort. 
However, when actors work together successfully as team members, they are 
said to have “dramaturgical loyalty.” Dr. Miller described the importance of 
trusting her teammates to help each other maintain dramaturgical discipline:

Our nurses are awesome, and I know they feel the same way I do, 
and they are going to wait until we get into the ICU [to laugh or ex-
press inappropriate emotions], and they are going to keep their voices 
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down. The kind that might make a comment on the way out the 
door—I won’t even have them close to me. I will make it really clear 
that it is not cool to be so careless around owners. I will give them 
the look of death. It is so unacceptable to me. Those are things that 
you have to be aware of so they are not giving the wrong impression 
either. . . . It is really my pet peeve, and I will not work with . . . a 
nurse or another doctor who I don’t trust to have some tact.

Although team members work together to maintain dramaturgical discipline, 
some can carelessly or mistakenly disrupt a euthanasia and threaten the vet-
erinarian’s dramaturgical discipline.

Euthanasia performances are considered ruined if the veterinarian appears 
rushed, thus a second major challenge to veterinarians’ presentation of self is 
when they are particularly busy: “Definitely in regular exams I will be very 
different and much more efficient. I will sometimes cut people off and try to 
make them hurry. With euthanasia I am more relaxed and open to their needs 
and I let them talk even when they go on and on.” Veterinarians want to give 
the impression that they are taking their time, especially during euthanasia: 
“I have a different tone and speed. I speak quietly during euthanasia and I try 
to give the impression I am doing things slowly and carefully.” Participants 
wanted owners to feel free to take as much time as they desired before, dur-
ing, and after the euthanasia: “In most exams we try and control everything 
from the conversation on. We control the direction. We control the pace. We 
control what happens, but with the euthanasia you let them run the show. 
This can be very difficult on a busy shift.”

Ideally, euthanasia is scheduled during a time when the veterinarian is not 
booked with other appointments or surgeries, but this is not always possible. 
Then veterinarians have to pretend they are not rushed: “If you have criti-
cal patients waiting . . . you are trying not to rush it, but you are trying to 
rush it. It is hard when you don’t have the time to really sit in there for a few 
minutes. If you don’t have the time, you have to make it seem like you have 
the time.” Thus, a nice feature of the new euthanasia rooms is that they give 
clients a private space where they will not be disturbed, freeing the veterinar-
ian to attend to other duties and to simply check in every so often. Veterinar-
ians must strike a balance between efficiency and spending enough time with 
owners to foster desired impressions.

Performances are considered ruined if clients interpret the veterinarian’s 
actions as rehearsed, cold, or robotic. Veterinarians establish patterns to help 
avoid technical error, but they run the risk of becoming too rigid in their 
routines:
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I have my way of doing euthanasia so it goes smooth[ly], and I 
wouldn’t say it’s rehearsed, but I’m so used to saying the speech I give. 
And I feel like it helps me too. . . . I don’t call it ritualistic but . . . 
when something in the ritual is out of step, it makes you feel uncom-
fortable. Or if the owners try to push to the next step before you’re 
ready, you think, “No, no, we [have] got to do this first, then this, 
then this.” You create this pattern because you don’t want it to be 
uncomfortable for anyone . . . but you have to be flexible so you don’t 
come off as a robot.

Dr. Eggerman agreed: “Everyone is different and their relationship with their 
pet is different, so you are tailoring the standard process to the individual. I 
do special things because I don’t want it to seem like a machine. They don’t 
want to feel like a cog in the machine and [that] the death of their animal is 
just routine to me. They want you to notice their animal is unique.”

Some veterinarians always disdain money collection or paperwork, while 
others worry that these unsavory tasks when related to euthanasia procedures 
made them seem cold or heartless. For the veterinarian, these impersonal acts 
of business have the potential to ruin the desired impression of euthanasia as 
a caring and personal act:

I am not taking a credit card from someone if I am about to kill some-
thing. . . . When the decision is made with me during an exam, I ask 
someone from the front desk to take care of that stuff for me.  .  .  . 
Sometimes the decision is made in an emergency, and in those cases I 
tell them to walk right past the desk and go home. I say that we will 
bill you, and I will take the heat for it, but I never really get in trouble 
for it because these people usually do pay. I try to avoid at all costs any 
sort of formal or administrative interaction after they have watched 
their pet die.

Delegating bureaucratic tasks to receptionists allowed veterinarians to sepa-
rate themselves as medical professionals from the impersonal acts of paper-
work and money collection. When delegation was not possible, tackling 
bureaucratic issues before the euthanasia ensured that the intimacy so care-
fully fostered during euthanasia was not broken down afterward.

Providing owners with choices for customizing their euthanasia experi-
ence leaves clients feeling that their unique relationship to their pet was rec-
ognized by the veterinarian: “What they want is what we do, and we should 
make it clear that they have options. The dog can be standing on the floor 
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[for the euthanasia] or . . . on a blanket or . . . in their lap, or they might want 
to lie on the floor next to him. We do whatever is going to make you and 
the dog the most comfortable.” Veterinarians often go the extra mile for their 
clients during euthanasia:

I ask if they want me to bring chairs, blankets, or pillows or if they 
want me to bring them some water or a cup of coffee or a last meal 
for their pet. I’ve literally listed menus before. I was like “We have 
chicken, and we have tuna. We have a food called AD, and it is for 
anorexic animals—it’s delicious.” If [pets] like kibble, we have all sorts 
of kibble. I can bring them a little buffet. I’ll bring them a plate of dif-
ferent foods and just let them gorge themselves, if they’re still eating. 
No request is too much . . . not when it comes to euthanasia.

Dr. Yang described feeding animals a last meal of their favorite food:

This dog, his favorite thing was cheese, so I went back to the hole 
[intern office] and got some string cheese. And the owners went to 
the little vending machines and got everything they knew he always 
liked, like an ice-cream sandwich and a hot pocket and chips. And the 
dog ate gung ho in the room. And they hung out with him for most 
of the night, just kind of feeding him and talking with him. And I 
stopped by, and they showed me pictures and shared stories, and they 
were there for a good four hours. But it was so good.

Decisions about who will attend the euthanasia are typically left up to the 
owners. Sometimes this may mean that whole families—including children, 
friends, and neighbors—come in for euthanasia. “Because it is, like, their last 
moment, no request is excessive. . . . I’ve had thirteen people in a room. . . . 
And I just squeeze between people.” Veterinarians may also make special 
exceptions to hospital policies for euthanasia:

I never allow owners to hold their animals for vaccinations and such, 
but you try to make exceptions for euthanasia. Cats in particular are 
epinephrine driven, and lots of things can set them off. They may 
freak out and bite the owner. If they want to have the animal on their 
lap, it would depend on the demeanor of the animal. If it is a fifteen-
year-old cat who is old, sick, and quiet, I probably would let them. 
From a liability standpoint, lawyers would tell you never ever, ever let 
the client hold the animal for anything because if they get hurt, they 
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will sue you. That is a judgment call. An old, sick, friendly golden 
retriever that has lymphoma I would let the people put . . . on their 
lap. It may get excited and bite them, but that is a judgment call.

For the convenience of the client or comfort of the patient, euthanasia may 
be done in the owner’s car or outside the hospital in a grassy area. One vet-
erinarian explained:

We ended up taking the dog outside. I suggested we take him outside 
and sat out under a tree over in the corner. . . . And [in] some of the 
stories she had told me when we had been talking a little bit, she had 
talked about how he used to go hiking. He’d recently been up to New 
Hampshire with them on a nice hike. And when we talked about 
it and signed the papers, they were going to take the body to New 
Hampshire with them, and that’s where they were going next to bury 
him. And so I asked her if she wanted to go outside, and then we did 
and took a blanket and went outside. And the dog was, he was slow, 
but he meandered out on his own. When he got out, he tried to sit on 
his owner, which made everybody laugh. And we let him go, and I got 
the most amazing letter from them. [Crying.] They were so thankful.

Although not always possible or practical, a few participants offered to per-
form the procedure in an owner’s home or under a favorite tree in their yard: 
“I really like the idea of at home euthanasia with a terminal animal. The 
owners love it, and it is pleasant and dignified, and people are really happy 
about it.” Home euthanasia is offered only in rare circumstances, as it is time 
consuming and the veterinarian is left without backup medical supplies and 
technical support.

In response to clients’ desires to be with their companion animals when 
they die, veterinarians are increasingly concerned with creating the experi-

ence of a peaceful death of the animal for their human clients. Because of 
the impossibility of redoing euthanasia in the event of mistakes, the veteri-
narian must attend to its performance aspects. Veterinarians recognize the 
importance of showmanship with euthanasia and work to create successful 
performances:

You have to put on a show really. It is not like you are acting but you 
have to have a specific tone about you. It can feel like a performance 
though. . . . Your inflections go down when you are trying to convey 
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something more melancholy. You can totally feel it right when you go 
into the room. The air is different. You change the way you act and 
the way you talk, and you are aware of the way you look and what 
your eyes are doing and your body language is doing. When I am 
talking to owners and getting a history [during everyday examina-
tions], I am standing or doing other things all at once, but when I am 
talking about euthanasia, I am always at their level. If they are on the 
floor, I am with them and touching their pet and trying to demon-
strate to them in some way that this is not insignificant. . . . In that 
sense it is a lot of extra work.

Although many novice veterinarians are quite anxious about their lack of 
experience interacting with clients during euthanasia, nearly all learn how to 
host successful performances:

I have gotten good at doing it [euthanasia] well. I guess it sounds sort 
of heartless, but I feel like I have developed the right things to say 
and what not to say. I think I have gotten a very good feel for what 
works and what doesn’t work. All of my euthanasia experiences go 
very smoothly now. I know which animals I have to put IV catheters 
in and which ones I can just stick in the room, and I know how much 
time to give owners. It is all sort of a sixth sense that I have developed 
about people and euthanasia. You just learn this through the experi-
ence of the years. I have gotten good at that, and I know that it is as 
valuable a service as giving a vaccine. I have gotten a good routine 
down, and I do a good presentation. (Emphasis added)

While each veterinarian develops a core set of routines to help guarantee suc-
cessful euthanasia experiences, he or she also tries to remain flexible enough 
to fit an individual client’s needs and wishes.

Goffman’s dramaturgical metaphor becomes an interpretive framework 
that illuminates the meaning and function embedded in everyday social 
interactions, aspects of our lives we might mistakenly overlook as mere social 
protocol or trivial etiquette. Separating the front- and backstage areas allows 
the veterinarian to better control the performance. The veterinarian’s inter-
actional rituals provide stability and predictability for clients and help limit 
the potential for disorder and uncertainty for the veterinarian. Failed perfor-
mances, veterinarians fear, could cost their professional relationship with the 
client, thus effective staging of the show helps guard against mistakes and 
leads the audience to a favorable impression of the veterinarian.
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Scholars debate the dynamics of impression management and the 
motivations of actors. Some sociologists argue that actors use impression-
management strategies primarily for profit,25 while others argue that the 
actor does not always seek to control impression for calculated advantage.26 
Within the dramaturgical framework, it is not difficult to interpret actors as 
scheming and manipulating to deceive others for their own benefit (perhaps 
especially for profit motives). Jason Ulsperger and John Paul examine impres-
sion-management techniques of workers in for-profit nursing homes to shape 
positive images of the care offered.27 Fortunetellers use backstage deceptions 
to control the perceptions of potential clients and exploit them for profit.28

Veterinarians, unlike funeral directors, are not in the business of death, 
and their income is not directly dependent on euthanasia performances. 
However, veterinarians advertise grieving rooms on their clinic’s web page, 
perhaps as a marketing tool designed to attract new customers. Many clinics 
sell memorial jewelry or containers designed for storing clippings of a pet’s 
hair or an ink print of their paw. Veterinarians, like funeral directors, take 
on the responsibility of dealing with the remains of the deceased, providing 
their own cremation services or contracting with commercial venders. If the 
owners wish to keep their pet’s ashes, they can purchase one of several styles 
of memorial urns. If they wish to take the animal’s body home for burial, vet-
erinarians may offer disposable coffin-shaped cardboard boxes or handcrafted 
wooden pet caskets from commercial venders. In general, however, veterinary 
clinics make very little profit from these items.

Euthanasia procedures are often time-consuming, and veterinarians make 
very little profit from them. Moreover, they will no longer be able to earn 
money from treating the animals they euthanize. Despite this, veterinarians 
increasingly argue that successful euthanasia experiences contribute to finan-
cial success. In a lecture to third-year veterinary students, Professor Allen 
stressed the importance of successful euthanasia performances for building 
long-term relationships with clients:

When I graduated from vet school . . . one of the first things a vet told 
me was, “You know, Ray, there is only one thing that you need to do 
well as a veterinarian.” I said, “What is that?” He said, “How to eu-
thanize an animal. . . . If you can euthanize an animal well, gracefully, 
and with respect and compassion, when they [clients] go home and 
have that visceral response, they will think, ‘My God. I really love my 
veterinarian. He really understands how I feel.’ Even though it was a 
negative experience or an extremely emotional experience, they will 
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feel that way. They absolutely will remember that compassion when 
their future pets need services.”

Impression management in veterinary euthanasia is multifaceted. Drama-
tizing and ritualizing euthanasia procedures has many benefits for the client 
and veterinarian alike. For example, properly staging the euthanasia avoids 
mistakes for the veterinarian, but it also adds weight and significance to the 
event for the client. The amount of effort veterinary staff put into the death 
of the animal reinforces the notion that the companion animal was valuable 
and significant to both clients and colleagues. By memorializing and ritualiz-
ing an animal’s death, veterinarians demonstrate that the animal was valuable, 
worthy of such honor, ceremony, and human grief. Of course, by extension, 
such acts of veneration also serve as a sign that companion animals are worth 
the cost of expensive medical care, a point not lost even on the least-business-
savvy veterinarian.



3

Strange Intimacy

Managing Pet Owners’ Emotions

Today’s companion-animal veterinarians not only attend to the 
death of their animal patients; they must also deal with emo-
tionally distraught clients before and after they have made the 

difficult decision to end the life of their companion animal. As seen in 
Chapter 2, veterinarians work to manage pet owners’ impressions of 
their animal’s death such that they have a good last memory of their 
animal and think of euthanasia as a positive experience. In addition to 
managing owners’ impressions, veterinarians consider managing their 
emotions important to the creation of an overall good death, a success-
ful euthanasia. Yet allowing owners to witness the euthanasia of their 
animals (fittingly described as witness euthanasia by some veterinarians) 
is a fairly new practice in veterinary medicine.

As a profession, veterinary medicine has only relatively recently involved 
the lives (and deaths) of pet animals. Until the middle of the twentieth cen-
tury, veterinarians were almost exclusively charged with maintaining the 
optimal physical condition of economically valuable transportation and farm 
animals.1 Before the mid-twentieth century, pet owners often diagnosed, 
treated, and nursed their own sick animals at home.2 Early pet owners cared 
for their pets’ health and well-being, and when it came to ending the lives of 
suffering or unwanted animals, they did that at home. While some compan-
ion animals were left to die on their own, others were killed by their owners. 
Over time, however, pet owners began to perceive home methods such as 
shooting or drowning as inconvenient, distasteful, and in some cases, cruel or 
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inhumane.3 Though shooting animals was considered a humane method of 
euthanizing farm pets at the time, for example, audiences watching one of the 
most memorable scenes in cinema today feel for the young man in the film 
Old Yeller who must shoot and kill his beloved, but potentially rabid, dog. 
Some urban pet owners, often without access to firearms, began to overdose 
their animals with the anesthetic chloroform, an expensive but more aesthetic 
method of killing. Concerned with how best to alleviate (or simply evaluate) 
their animals’ suffering, pet owners progressively turned to veterinarians for 
assistance—not only in managing their pets’ health but in attending to their 
deaths as well.

Euthanasia became an increasingly common task for modern veterinar-
ians and typically took place in the backrooms of clinics, far from the view of 
pet owners. As late as 1981, articles in veterinary journals strongly discour-
aged client access to the death of their pets out of concern that witnessing 
the death of beloved companions might be emotionally disturbing for clients 
and an additional time-consuming burden for practitioners.4 While some 
old-line veterinarians still ban pet owners from witnessing euthanasia proce-
dures, many of today’s veterinarians criticize such policy as old-fashioned and 
inconsiderate of clients’ desires and expectations. Surveys of veterinarians and 
clients found that between 70 and 77 percent of respondents strongly believe 
a veterinarian should provide the option to clients to be present during eutha-
nasia.5 However, from a veterinarian’s perspective, the presence of a pet owner 
can bring additional challenges in terms of managing the owner’s impressions 
of the pet death and attending to the bereaved’s emotional needs.

Inspired by Arlie Hochschild’s groundbreaking work on emotions, sci-
entific interest in occupational groups’ management (evoking, suppressing, 
or transforming) of the emotions of others has increased in recent years.6 For 
example, scholars have uncovered how physicians influence the emotions of 
ordinary patients,7 patients labeled problematic,8 patients with serious illness,9 
and even the emotions of patients’ grieving families.10 In a variety of other 
workplace settings, researchers have noted the ways workers use emotion-
management strategies to achieve interactional and organizational goals.11 
For example, search-and-rescue workers count on emotion-management 
strategies to make interactions with tearful family members and distressed 
victims less likely to happen and less awkward when they do.12 Bill collec-
tors are taught to manipulate debtors’ emotions to recover their employers’  
revenue—an obvious organizational goal.13

Emotion is a private, internal sensation, and accurately perceiving anoth-
er’s feelings can be difficult. One obvious way people allow others access to 
their inner feelings is to describe them; however, individuals seldom directly 
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state their emotions. For example, victims aided by search-and-rescue vol-
unteers in Jennifer Lois’s study rarely directly stated, “I feel embarrassed”; 
nonetheless, rescue workers commonly identified and managed this emo-
tion during rescue attempts.14 Of course, though workers may label other 
people’s feelings (e.g., regret, joy, fear, anger, or sorrow), there is little guar-
antee that their interpretations are accurate. Yet Linda Francis argues that the 
open discussion of feelings is often not necessary for an emotional exchange, 
because individuals permit others access to their emotions through what she 
terms “interpersonal emotion management” when they allow them to direct, 
mold, induce, or alter their emotions.15 Although a fascinating topic, I do 
not deal explicitly with veterinarians’ interpretation of others’ emotions in 
this chapter; instead, I consider their response to the perceived emotions of 
their clients.

What follows next is a description of the major types of emotions ex
pressed by pet owners and the respective management strategies of veterinar-
ians. In this chapter, I detail veterinarians’ reliance on emotion-management 
techniques applied to the emotions of their human clients, specifically grief 
and guilt. Next, I discuss the affective role veterinarians assume in comfort-
ing bereaved pet owners and how that role initiates an unexpected gratitude 
response from pet owners. To explain this unique finding, I explore how soci-
etal attitudes regarding nonhuman animals shape veterinarian-client relation-
ships.

Pet Owners’ Emotions: Guilt and Grief

Unlike the ordinary, unemotional veterinary consultation, euthanasia-related  
conversations between the veterinarian and client are often marked by at 
least some degree of emotional distress.16 Although I witnessed some seem-
ingly callous decisions by pet owners regarding the death of their animals, 
I more often witnessed emotionally distraught owners who asked to hold 
their companion animals during the euthanasia and spend time with their 
bodies after they died (with the deaths of not just dogs and cats but also 
birds, mice, ferrets, hamsters, and even an iguana). While some pet owners 
self-labeled their feelings, participants described a wide range of emotions 
they believe clients express. However, for the most part participants classi-
fied their clients’ emotions into two main categories: those associated with 
grief (e.g., sadness, distress, and tears) and those associated with guilt (e.g., 
doubt and regret).

How clients experience grief17 and guilt18 over the death of a companion ani-
mal is influenced by factors such as the length of pet ownership, circumstances 
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of death, and level of emotional attachment. However, research suggests the 
deaths of companion animals have increasingly become significant stressors 
in the lives of pet owners.19 Although the experience of grief varies from pet 
owner to pet owner, for many, the death of a companion animal is a highly 
emotional experience that is just as devastating as the loss of a human signifi-
cant other.20 In Geraldine Gage and Ralph Holcomb’s study, males rated pet 
loss as about as stressful as the loss of a close friendship, while females rated it 
as about as stressful as losing touch with their married children.21 Researchers 
find similar grief reactions from people mourning the death of animals and 
from those who experience human loss.22 Thomas Wrobel and Amanda Dye’s 
study of adults whose pet had recently died found that 86 percent initially 
experienced at least one symptom of grief, 35 percent at six months, and 
22 percent at one year.23

The decision to end the life of a companion animal can intensify the grief 
process and cause many pet owners to experience guilt.24 Some pet owners feel 
guilt for merely considering giving consent for euthanasia, and others report 
feelings of guilt and failure long after the animal’s death.25 For example, a 
decision to euthanize based primarily on financial reasons or resulting from 
a medical problem that the client allowed to go unattended can weigh heav-
ily on a pet owner’s mind, causing significant feelings of regret and guilt.26  
Clients even expressed guilt for circumstances they had no influence over, 
such as an animal developing cancer. They may assume responsibility for the 
death of the animal because of not asking enough questions or not getting 
another opinion before deciding on euthanasia.

Cindy Adams, Brenda Bonnett, and Alan Meek found that although 
most respondents to their survey believed euthanasia was a humane option, 
approximately half felt guilty about their decision or questioned whether they 
had made the right decision.27 Pet owners, concerned about their choice to 
euthanize, often ruminate about the timing of euthanasia and may phone 
their veterinarians after their pet’s death seeking reassurance that their choice 
to end their pet’s life was reasonable, appropriate, and in their pet’s best inter-
est.28 For example, some clients of my study’s participants thought they should 
have delayed longer before deciding on euthanasia, while others thought they 
might have waited too long and the animal suffered. A few clients even felt 
guilt that the strength and intensity of their emotions was greater over their 
animal’s death than for the loss of a human relationship.

To manage their clients’ guilt and grief, veterinarians relied on different 
strategies before and after the euthanasia, a finding congruent with studies 
showing that workers strategically apply emotion management techniques as 
dictated by contextual demands. For example, when studying search-and-rescue  
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staff, Jennifer Lois found that they manage the emotions of victims in quali-
tatively different ways from how they manage family members’ emotions.29 
In other words, the targeted emotion work of rescuers allows for the success-
ful rescue of distressed victims in one context and lessens the awkwardness 
of tearful interactions with family members in another context. Drawing on 
Erving Goffman’s insights, Lois describes how rescue workers tightly control 
victims’ emotions and create loose emotional guidelines for family mem-
bers. In Behavior in Public Places Goffman argues that all social situations 
are marked by a certain degree of “tightness” or “looseness”: in “tight occa-
sions  .  . . the participants have many onerous situational obligations, and 
[in] loose occasions . . . [they are] relatively free of these constraints.”30 When 
interacting with family members desperately awaiting news of their missing 
or endangered loved ones, rescue workers allow family members to catharti-
cally “express a variety of emotions related to their grief, such as guilt or joy 
about the past, uncertainty or faith about the present, and fear or hope about 
the future.”31 Rescue workers create loose emotional situations for anxious 
families by holding them to relatively few behavioral and emotional obliga-
tions. However, to rescue distressed victims, workers need to construct rigid, 
or tight, behavioral and emotional expectations for them.

During rescue situations, workers “wield a great deal of authority in 
defining the situation and, thus, the norms and roles that correspond to it. 
They establish power by taking control and demanding specific emotional 
reactions from others, from whom they allow little input.”32 Rescue work-
ers tightly manage emotion because certain emotions interfere with rescue 
attempts. For example, tight emotion work helps victims save face when 
embarrassed regarding their predicament and remain focused when they 
feel anxious during the rescue. Thus workers tightly transform and suppress 
unwanted emotions in the rescue context, but they loosely manage the emo-
tions of family, allowing the open expression of vulnerable emotions. The 
targeted emotion-management strategies of rescue workers help both family 
members and victims “arrive at particularly healthy and useful emotions for 
their situation.”33 I apply Lois’s findings in this chapter to explore how vet-
erinarians strategically apply emotion-management techniques as dictated by 
contextual demands and interactional goals.

Managing Guilt: Veterinarians’ Use of  
Tight Emotion Management

The question of when it is appropriate to euthanize a patient can be a compli-
cated and emotional matter for the veterinarian. Hours can feel like days for 
veterinarians who believe that an animal is suffering but the owner is unable 
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to decide on the course to take. One such case involved a feline patient who 
had been struck by a car and suffered serious but treatable injuries. The owner 
could not afford the emergency fee—let alone the amount necessary to save 
his cat—but he clearly did not want to end his companion’s life. After admin-
istering pain medication to the cat, Dr. Dever desperately tried to convince 
the client to authorize surgery or euthanasia. Explaining her frustration to 
me, Dr. Dever firmly believes her client’s emotions prevented him from mak-
ing a difficult choice for the animal’s welfare: “This man is suffering from 
serious grief at the thought of losing his cat, but he also feels guilty because 
he let her get outside the house. . . . You can’t waffle on something like this. 
They need to be euthanized or treated. You saw this cat’s tail was degloved 
[the skin torn back in a manner similar to taking off a glove]. It is inhumane 
to leave this animal the way it is, and it can be agonizing on us when they 
won’t make that decision.”

In animal emergency rooms, where patients who have consumed rat poi-
son or been struck by a car wait, every moment can count, and veterinarians 
often experience a significant amount of frustration, tension, and stress if 
clients do not make timely decisions. In urgent cases, the client’s emotions 
(particularly guilt and grief ) may impair ability to make timely medical deci-
sions or even lead to bad decisions. Thus, the veterinarian’s goals are typically 
instrumental—helping assuage clients’ emotions so they can make rational, 
emotion-free choices.

Circumstances in which guilt is not easily managed are often particularly 
frustrating for the veterinarian, as demonstrated by the case of Daisy, a golden 
retriever who swallowed a toothpick accidentally left inside her owner’s ham-
burger. When the toothpick perforated her gastrointestinal tract, she devel-
oped debilitating peritonitis. After Daisy’s first surgery to correct the damage, 
she relapsed. Because of the severity of her condition, the intern strongly rec-
ommended euthanasia. However, Daisy’s owner responded, “I can’t kill her. It 
is my fault she ate the toothpick. I have to give her another chance.” Unable 
to change the client’s mind, the intern reluctantly agreed to another surgery. 
After three weeks in intensive care and two major surgeries, the peritonitis 
returned. Despite a bill spiraling past $10,000 and the surgeon’s prediction 
that Daisy would likely not survive another surgery, the client wanted to try 
again. Concerned another surgery would cause Daisy unnecessary suffering, 
a supervisor called the intern into her office to discuss the mounting bill and 
the owner’s refusal to euthanize. The intern, clearly frustrated with the situa-
tion, loudly exclaimed, “What do you want me to do? Put a gun to his head? 
He just feels too damn guilty over that fucking toothpick!”

To avoid outcomes like Daisy’s, participants discouraged feelings of guilt 
by strictly requiring clients to conform to specific emotional directives, thus 
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tightly managing clients’ guilt. More specifically, they neutralized guilt by 
relying on a small selection of emotion-management strategies also observed 
in Vaughn DeCoster’s study of physician-patient interaction: reinterpret, 
redirect, and rationalize.34 Even when euthanasia seems irrefutably in the best 
interest of the animal, simply contemplating ending their animal’s life can 
threaten clients’ positive identity as good and loving pet owners. For these, 
veterinarians reinterpreted their clients’ guilt in favor of more constructive 
emotions. For instance, one participant encouraged a client to reinterpret her 
guilt as love for the animal: “Lots of owners who choose euthanasia feel guilt 
and they doubt their decision, but that’s just a sign of your love for Scratchers. 
It is not a sign that you are making a bad decision, but that you care deeply 
for Scratchers’s best interest.”

Veterinarians continue to tightly squash their client’s feelings of guilt after 
the client makes the difficult decision to euthanize the companion animal. 
Participants often used the same strategies after euthanasia that they had pre-
viously relied on to facilitate timely decisions. For example, clients often felt 
guilty considering euthanasia for terminally ill patients because they feared they 
might be making the decision to euthanize their pets too soon. In response, 
participants redirected their client’s guilt toward the animal’s potential future 
pain. This strategy encouraged the client to focus on the negative emotions 
they would unquestionably feel in the future if they allowed the animal to 
needlessly suffer. However, even after the death of the animal, the veterinarian 
will often continue to redirect clients’ expressions of guilt into concern for the 
animal’s feelings. One veterinarian, for example, redirected her client’s guilt by 
focusing on how her decision to euthanize ended the suffering of her treasured 
pet: “We did everything we possibly could, and at least she is not suffering 
anymore. No more chemo. No more needles. No more throwing up.”

When clients felt guilty for merely thinking of euthanizing their pet, 
rationalizing was an especially helpful tactic in gaining the veterinarian’s 
goal: helping owners make timely decisions. For instance, when Dr. Sanchez 
has concluded that the options to treat or euthanize are fairly equal for his 
patient, he tries to rationalize both options for his clients: “People can feel 
guilt by just considering euthanasia. Guilt gets in the way, so you have to 
make sure that they understand that both options are good. You just have to 
try and help them see some options through the guilt.” Dr. Mulford made 
a similar comment about how she handles guilt being the largest obstacle to 
decision making:

If both the option to treat and the option to euthanize are pretty 
equal—like, in my medical opinion, the case could go either way—I 
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just try and present the options equally. . . . The people that come in 
with a very sick animal—the big thing I will tell people a lot of the 
time is that these are the things we can do, but honestly you could 
have all the money in the world and I couldn’t promise you that you 
would get back a healthy animal. On the other hand, if treatment is 
a medically reasonable option as well, you have to make both options 
equally appealing.

By rationalizing both options as legitimate, participants let clients know that 
they, trained experts, believed euthanasia was a legitimate option.

In the decision-making phase, veterinarians may rationalize euthanasia as 
only one justifiable outcome among other equally legitimate alternatives. Yet 
when the client chooses euthanasia, the veterinarian may shift position and 
rationalize the client’s choice as the most legitimate. Consider a rottweiler 
named Spike. At first his veterinarian rationalized either euthanizing or con-
tinuing life-sustaining treatment: “Though Spike could certainly respond to 
the new treatments, twelve years old is really old for a rottweiler. It is obvious 
that you took really good care of him and gave him a great life, so I know, 
whichever decision you make, it’s the right one.” Yet after the client made the 
decision to euthanize Spike, the veterinarian exclusively rationalized his cli-
ent’s choice: “You did the right thing. . . . This was the right call in my opin-
ion. Many people make the mistake of waiting too late. A big problem we run 
into is when people won’t make timely decisions and the animal suffers. It is 
obvious that you love Spike and you didn’t want him to suffer.”

As Dr. Eggerman explained, veterinarians often rationalized their clients’ 
choices even when they had hoped for a different outcome for their patient: “As 
long as [I] feel like [euthanasia] is somewhat medically justifiable . . . I will tran-
sition from having potentially—usually kind of tactfully—argued for the other 
side to supporting them and making them feel good about their decision.”  
Dr. Kaufman described the transition she makes to help clients deal with guilt:

When they choose euthanasia, I immediately go from [a point] I’ve 
been arguing . . . to “I’m so sorry. I understand this must be really 
hard for you, and Fluffy is a great dog,” even though technically I 
might have been totally opposed to it a minute ago. But all of a sud-
den you align yourself on their side. You have too. You cannot fucking 
hold a grudge. That’s not fair to them. Regardless, it’s a hard decision. 
And they brought their pet into a vet for a reason. They obviously 
care about the pet, so even if it is not the decision that you would 
make, it’s their decision to make.



88  Chapter 3

Thus, some participants validated and rationalized a client’s choice even when 
that choice went against the outcome they desired for the patient.

Given that euthanasia procedures are technically simple procedures, I 
once asked a veterinarian why they do not rely on technicians to do them. 
Like several others whom I asked the same question, Dr. Garrett believed 
her clients would prefer a doctor to euthanize their animals because that role 
reinforces the legitimacy of the owners’ choice to euthanize their animal:

If it didn’t matter to them, then why don’t people drop their animals 
off at shelters to be euthanized? Why don’t they go to a technical 
expert who does euthanasia all day long? Most people go to a veteri-
narian. They want a doctor to be there because the doctor gives their 
choice legitimacy and helps them feel okay with the choice. The doc-
tor is able to validate their decision in a medical way or in a way that 
a technician just cannot do . . . socially speaking.

For many anxious pet owners, having the veterinarian corroborate the dif-
ficult decision to end their animal’s life was often a great relief. As medical 
experts regarding animal health and well-being, veterinarians wield a great 
deal of authority in defining the best interest of animals. And participants 
often relied on this authority to tightly control the meaning of euthanasia as 
a positive, medically appropriate choice.

In their role as tight emotion managers, veterinarians strove to not only 
help clients resolve guilt but also shape euthanasia as a positive and loving 
option for animals. Participants so tightly controlled the meaning of eutha-
nasia that they refused to allow any disparaging remarks from their clients 
regarding euthanasia. For example, in the following exchange recorded in 
my field notes, a veterinarian transformed her client’s pessimistic statement 
regarding euthanasia into a positive sentiment shared by many participants:

After the euthanasia of a couple’s cat, the wife tearfully remarks, “You 
must hate this part of your job.” The veterinarian thoughtfully re-
sponds, “You know, it is really a blessing to be able to end [the] suf-
fering of animals and to help people say good-bye to their pets. I am 
fortunate to be able to do this for my patients. We went through heart 
failure with my granddad, and it was a horrible way to go. Really,  
[euthanasia] can be a special time for me, because I get to see how 
much people love their animals.”

The tight emotion work of veterinarians helped clients resolve their guilt and 
reconstruct their identity as good pet owners who, by choosing euthanasia 
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for their animal, made a kind, loving decision. Veterinarians reassured clients: 
“You gave her a wonderful life, and few people would be willing to go through 
all you did for her right up to the end. It was the best gift you could give her.”

Managing Grief: Veterinarians’ Use of  
Tight and Loose Emotion Management

When managing owners’ grief in the negotiation phase, participants had goals 
similar to those for managing guilt; they strive to control clients’ emotions 
so they can make rational, timely choices. Conversely, after clients make the 
difficult decision to euthanize their companion animals, clients are no longer 
expected to suppress, rationalize, or disregard their grief. Clients are allowed 
to express a wide range of emotions associated with grief (with the exception 
of guilt), from joy or happiness—imagining good times with their compan-
ions—to relief, anxiety, sadness, anger, and nonchalance. Thus, veterinarians 
managed pet owners’ grief after the negotiation phase far more loosely than 
they did before the decision to euthanize. In contrast to the tight manage-
ment of guilt, participants engaged in both tight and loose management of 
their clients’ grief.

During negotiations, veterinarians tightly shape the definition of the 
decision-making process as a nonemotional, rational situation. When clients 
express grief-related emotions at this time, veterinarians strongly discourage 
them by ignoring and avoiding the emotion. For example, this veterinarian 
briefly acknowledged her client’s emotional expression but then disregarded it 
and encouraged him to concentrate on the medical problem at hand: “I know 
that this is upsetting for you, but now is not the time to get upset. We need to 
focus. We have to think about making the best decision we can for Dolce. We 
either need to go ahead with the surgery or decide it is time to stop.” Another 
veterinarian avoided his client’s emotional expression by ending the interac-
tion: “I can see that you need some time to collect yourself and think about 
this decision. Feel free to use the phone if you need to discuss things with 
your son. Dial this number when you are ready or if you have any questions.”

Participants often described the process of ignoring, disregarding, and 
avoiding clients’ grief as medicalizing their interactions with clients, as Dr. 
Hill explained:

The intense philosophical questions [of euthanasia] are naturally 
emotion laden, but we try to get the owners to calm down and fo-
cus so they make the most informed decision. Sometimes they are so 
distraught, . . . you have to go over it as rationally and calmly as you 
can—over and over until their emotions are no longer in the way of 
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the medical facts. You just have to help them push through their emo-
tions until they understand what is at stake for their animal.

Although it was difficult for participants to disregard their clients’ grief, they 
often did so out of concern for their patients, as Dr. Arford explained: “It is 
no good [for the patient] to try and sugarcoat it and be all touchy-feely [and] 
stepping around the truth for the owners. . . . Based on your medical knowl-
edge, if you think the animal is suffering, you sometimes have to use the word 
suffering and not sugarcoat it because you think it might hurt some feelings.”

In line with the belief that emotions interfere with good decision making, 
medicalizing the discussion tightly shapes the impression of the veterinarian 
as an impartial, rational, expert advisor whose advice is based on science and 
rationality rather than feelings and attachment. The veterinarian works to 
maintain a typical veterinary consultation: formal, professional, and lacking 
intimacy. This atmosphere is aided by using sterile examination rooms in 
which veterinarians wear white medical coats with stethoscopes and present 
themselves as the medical model of detached concern maintaining a profes-
sional distance.35 Aside from an occasional handshake, veterinarians carefully 
avoid touching clients. Conversations are generally limited to the animal’s 
current medical condition and discussions instrumental in obtaining a diag-
nosis. When the content is considered irrelevant, veterinarians are quick to 
redirect the conversation by interrupting with questions.

Once a client had decided on euthanasia, participants reacted a great 
deal differently to clients’ grief than they did during the negotiation phase. 
A noticeable change occurred in the demeanor of many veterinarians. No 
longer concerned with the potential influence of emotions on the outcome of 
negotiations, veterinarians acknowledge grief and that coming to such a deci-
sion is often agonizing. Dr. Miller described how she transitioned into what 
many participants described as euthanasia mode:

I make this conscious transition. . . . I may go from a very business-
like or intellectual or even slightly argumentative [position]. If I feel 
that they are giving me shit and they’re not really listening to me, . . .  
I’m going to be pushing for my point just a little. But once they’ve 
made that decision and it’s clear, then I’m transitioning to the totally 
supportive, totally compassionate person . . . to try and help them out 
emotionally [and] to let them know it is okay to let their feelings out.

Participants often had to suppress their own anger, sadness, and disap-
pointment to transition into euthanasia mode. Although most veterinarians 
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considered patient advocacy an important part of their job, they thought 
their job also included helping clients deal with the death of their animal or, 
at least, helping them feel “their grief is appreciated and appropriate.” No 
longer concerned with negotiating possible outcomes for patients, most par-
ticipants’ goals changed to “providing a safe space to grieve for animals” that 
has “an atmosphere conducive to the expression of emotion.”

To achieve this new goal, veterinarians used a variety of emotion-
management techniques concurrently and consecutively (see Table 3.1). For 
example, oral expressions of sympathy and empathy often accompanied non-
oral behavior such as a comforting touch. Some participants relied heavily on 
listening when they were not confident in their ability to offer effective coun-
sel to grieving clients. Of course, a veterinarian’s choice of strategy is shaped 
by the type of relationship between client and veterinarian, the perceived per-
sonality of the client, and the disposition of the veterinarian. Strategies such 
as a comforting touch, for example, might seem inappropriate if the owner is 
standoffish or unresponsive to such gestures. Not surprisingly, veterinarians 
used physical strategies such as a hug more frequently with clients with whom 
they had established some rapport.

After the decision to euthanize has been made, veterinarians expect (and 
consider warrantable) pet owners to express grief over the loss of their ani-
mal. Loose emotion work encouraged clients to see the veterinary office as 
a space where they could let their feelings out and in which it was safe to 
express deep sadness over the loss of an animal. However, in the negotiation 
phase, tight emotion work required pet owners to strictly conform to only 
one context—a context inconsistent with emotionality. In other words, par-
ticipants tightly suppressed clients’ grief to achieve instrumental goals during 
negotiations, but they also achieved expressive goals by allowing a cathartic 
release of emotions. Thus, in the negotiating phase, veterinarians asserted 
significant authority in shaping sentiments and defining the situation, but 
after the death of the animal, they allowed clients greater freedom in express-
ing their feelings.

Creating Affection in a Professional Setting

Upon the death of their animal, clients had the freedom to define the situa-
tion in any way they chose. Some pet owners freely expressed their emotions 
with little prompting from the veterinarian. Yet other pet owners, although 
feeling intense grief, were reluctant to express it. The display of intimate 
emotions disrupts the norms of emotional expression between strangers in 
a professional environment.36 Erving Goffman suggests that people tend to 



TABLE 3.1  Strategies for Loosely Managing Client Grief after 
the Decision to Euthanize

Strategy Definition Examples/Explanations

Catharsis Coaxing the client to express/
talk about felt emotions.

“If you need to talk about anything, I 
am here for you. Would you like me 
to stay with you?”

Empathy Understanding/identification 
with the client’s experience by 
proclamation of similar emo-
tions.

“I lost my cat of nine years to the 
same kind of cancer just last year. It 
was a terrible process. I understand 
exactly what you are feeling right 
now.”

Sympathy Stating or expressing an emo-
tion for the owner (feeling for 
the owner).

“It looks like this was very painful for 
you. You obviously care deeply for 
Scratchers. It was a terrible accident.”

Reassurance Verbally instilling confidence 
in the owner (that his or her 
grief is normal and legitimate).

“I can see that you really loved him, 
and it is natural to cry and grieve 
when we experience loss. Many people 
grieve for their pets. They are impor-
tant parts of our families.”

Redirection Encouraging the owner to 
focus on positive memories of 
the pet rather than on the pet’s 
death.

“I ask the owner, ‘Have you had [the 
pet] since [the animal was] a kitten or 
a puppy?’ And then I try to get [the 
owner] to think of those moments—
the good times—when [the animal 
wasn’t] sick.”

Comforting touch Putting a hand on the owner’s 
body (shoulder or hand) or 
offering a hug. Touching the 
animal may also be included.

“If you are not the kind of person 
who feels comfortable touching the 
person, then make sure you touch or 
pet the animal in the process . . . to let 
the [owner] know that you care.”

Body language/
gestures

Using body language or ges-
tures to provide emotional 
support or convey sympathy.

“I just try to look sympathetic and 
convey through body language that 
I’m sorry. Taking the time to give [the 
owner] a Kleenex is a form of commu-
nication. You are bonding with [the 
person] through interaction without 
words.”

Listening Listening attentively to clients’ 
stories about their animals or 
whatever they choose to talk 
about.

“I think just being there makes [the 
owner] feel better to some extent. 
Even though I am really busy, I try 
to let [the owner] talk. It seems like 
the right thing to do. There is only 
so much you can say to comfort a 
person. You don’t really know [the 
person], but you can listen. . . . That 
is a gift too.”

Note: Several strategies (catharsis, empathy, sympathy, and reassurance) mirror those operationalized 
by DeCoster (1997).
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align their emotions according to the norms of expression expected in social 
settings (the emotional order), and when someone violates the norms people 
are generally upset and embarrassed.37

The emotion work of the veterinarian helps repair the interactional break-
downs during veterinarian-client interactions.38 Under ordinary circum-
stances, the veterinarian-client encounter is a sterile, formal professional one 
between relative strangers, noticeably lacking in emotional intimacy. During 
the negotiation phases I observed, when clients’ emotions were not wanted, 
the veterinarian’s tight emotion management helped restore the emotional 
order by enforcing the norms of emotional expression typically expected in 
professional-client relationships. Veterinarians needed to make only a small 
effort to help owners pull themselves together because, as Goffman notes, 
people are dedicated to maintaining the social order.39 Nevertheless, for some 
clients, the exceptional circumstances of contemplating the death of their 
pet hindered their ability to sustain desired impressions and they required 
considerable emotion management to conform to the veterinarian’s demands.

After the negotiation phase, the veterinarian’s loose emotion work re-
solved awkward interactions with emotional clients. In these situations the 
veterinarian changed the norms of expression for the veterinarian-client rela-
tionship. In other words, through loose emotion work, veterinarians encour-
aged clients to see their office as a safe space where they could express grief 
and feel comfortable enough to freely let their feelings out. For example, in 
Table 3.1 a veterinarian says, “Taking the time to give [the owner] a Kleenex 
is a form of communication.” Although this may not be the veterinarian’s 
exact intention, something as simple as placing a box of tissues in front of 
a client communicates that tears are acceptable under these circumstances. 
Moreover, by encouraging clients to bring friends or family members to sup-
port them and drive them home, participants let the client know from the 
start that emotional expression was typical, acceptable, and expected.

To create an environment conducive to the expression of emotions, the 
formality of the traditional doctor-client relationship—relied on in almost 
every other veterinary encounter—must be broken down during euthana-
sia encounters. Participants let pet owners know that euthanasia was a more 
informal occasion by making special exceptions to formal rules:

With euthanasia I like to be more flexible, so if it is decided that 
they are going to euthanize, they may want to visit and stay with 
their animals and say good-bye [but their animals are in the intensive 
care unit] and it isn’t visiting hours, and they may be in the way, but 
I will let them do it anyway. . . . I always want to have some level 
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of compassion, but with euthanasia I am more willing to bend over 
backwards and break rules.

Although it is not usual, veterinarians sometimes cry, expressing sympathy or 
empathy for their clients: “Probably for the first five years I was in practice 
there was hardly a euthanasia I did with an owner present that I didn’t cry. 
I still often cry with the owners.” Dr. Hill described her transition once her 
clients have decided on euthanasia:

You move out of those medical modes into the compassionate eutha-
nasia mode. It brings in all of that emotion, like the compassion and 
feelings. With men, I try to—I don’t force anything on them, but I 
try to present it so it’s okay for you to feel emotional. So you may have 
used all of your rational facilities to make the decisions to euthanize, 
but now we’re letting that go. . . . I make that transition whether they 
have made it or not—not that I’m going to force them to be like, you 
have to deal with your feelings, but I make this conscious transition 
in terms of my demeanor.

Thus, changes in the veterinarian’s attitude coupled with the loose emotion-
management strategies described earlier change the typical emotional order 
of veterinarian-client interactions and allow the client to feel comfortable 
showing emotions.

Despite the veterinarian’s permission to express emotions during eutha-
nasia encounters, clients were often uncomfortable and even embarrassed 
when expressing their grief. Tearful pet owners frequently dismissed their 
expressions of grief as “stupid,” “crazy,” or “ridiculous” and apologized for 
their behavior with disparaging remarks such as “This is so embarrassing. I 
can’t believe I am crying like this.” Veterinarians helped their clients salvage 
their “spoiled identity”40 by normalizing almost any emotional or physical 
reaction of their client to the death of their companion animal. For exam-
ple, veterinarians normalized crying by telling owners, “Everybody does it,” 
or “Oh, this is nothing. We see a lot worse every day.” Participants helped 
embarrassed clients save face41 by reassuring them their behavior was permit-
ted and understandable given their significant loss: “That’s okay; it’s normal 
you should be upset. This is your dog; this is your baby. You’ve had her for 
this long.”

The incorporation of intimacy between relative strangers into an envi-
ronment that is, under ordinary circumstances, a sterile, formal professional 
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one is frequent. In their research, Stanford Gregory and Stephen Keto found 
that veterinarians and their clients express emotions not usually allowed in 
doctor-patient encounters.42 During euthanasia situations owners and veteri-
narians depart from everyday rules of social interactions regulating the out-
ward expression of emotion in front of nonintimates, as described by this 
veterinarian: “Euthanasia is a very personal and private thing, and here you 
are sharing it with someone who is essentially a stranger. You know it is the 
sort of thing where people will fall apart. People . . . don’t want to be seen cry-
ing, and here they are crying, and they let you see it so they really have opened 
themselves up to you and made themselves vulnerable.”

Euthanasia and Veterinarian-Client Interaction:  
A Strange Intimacy

Through the use of expressive emotion-management strategies, veterinarians 
allow, encourage, or at least accept the expression of intimate emotions during 
euthanasia. Grief, most often expressed through crying, is often accompanied 
by other intimate interactions, such as touching, hugging, and sharing person-
al information with gradually increasing ease. Some clients can surprise even 
the most experienced veterinarians in their eventual willingness to display 
intimate feelings, weep openly, and reveal details of their lives to people who 
are basically strangers. For example, these two veterinarians described their 
experiences with the level of intimacy that clients share during euthanasia:

When they say things during a euthanasia, the kind of stuff they say 
is a lot more intimate in a way. The way they will tell them they love 
them is more—more serious, and they tell them all the things they are 
going to miss about their animal, like going to the park and playing 
with the Frisbee. The animal doesn’t understand them, so when they 
talk to the animal, what happens is that they are actually sharing these 
very personal, private thoughts out loud with me.

I had a guy once whose wife was not present when we euthanized the 
dog, but the two of them had brought the dog in. This relationship 
was a very surface one, as I had not known them before and only just 
admitted their dog into the emergency room. . . . I had just eutha-
nized the dog and was kind of giving him a minute to collect himself, 
and he says to me, “You know, I loved that dog more than my wife.” 
I mean, people just say pretty personal things like that.
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As the next two quotations from participants show, veterinarians were 
sometimes troubled by the personal information that clients revealed:

People share some unbelievable personal information. . . . [A] lot of 
people have shared information with me that I am not comfortable 
with, like very personal illnesses, personal problems with other fam-
ily members—a lot of what’s going on in their life. It’s strange. . . . 
They decide it’s okay to do things that they otherwise wouldn’t. I 
don’t know why that is. . . . Several times I’ve sat with people for half 
an hour, forty-five minutes, where they just talk—sometimes about 
their pet, sometimes about themselves, sometimes about absolutely 
nothing at all.

They might tell me about their own health problems, like right before 
or right after. . . . Afterwards they want to talk to you and just talk 
about weird things, personal things. They talk about everything. I 
have heard about divorces and all kinds of stuff. It is a bit awkward. 
. . . It is awkward when they share things not related to their pet. They 
see you as a person to talk to so they do, and they are really emotional 
so they talk about everything without filter.

Some clients would want to talk with the veterinarians for hours, such that 
the veterinarian had to end the interaction. Owners have even been known 
to ask the veterinarian for their home or cellular phone number. Although 
some veterinarians have given out their private numbers, most offer clients 
the number of grief hotlines or recommend a local grief counselor or pet sup-
port group. While veterinarians want owners to feel comfortable with their 
expressions of emotionality, they sometimes had to set limits.

From the perspective of the veterinarian, being confronted with the emo-
tion of a stranger or nonintimate can make them uncomfortable, ill at ease, or 
even embarrassed. The majority of participants experienced the intimacy dur-
ing euthanasia as at least mildly uncomfortable, if not downright strange. On 
the one hand, participants made it clear that owners’ emotional displays during 
euthanasia were, given the circumstances, acceptable and legitimate. On the 
other hand, they also admitted to varying degrees that the intimacy between 
strangers could be an odd situation. One veterinarian summed it up this way: 
“Although we try to make it seem normal, I think a lot of people are aware that 
it’s kind of weird to want a hug from somebody they don’t know.” Yet veterinar-
ians consistently offer varying levels of social and emotional support.43
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Some participants reconciled their discomfort by resigning themselves to 
a certain amount of uneasiness during euthanasia for the benefit of the pet 
owner:

I have had owners give me hugs, and I have even had kisses—on the 
cheek, but I have had kisses. They kind of creep me out. [Laughs.] 
Strangers literally put their lips on my face. It is kind of scary. They 
will want a hug, and so I will give them a hug. . . . It kind of hurts 
[laughs], but whatever. It’s just awkward to get a hug from someone 
that you don’t even know. You’ve only seen their animal for the ten 
minutes that you saw them—like, it’s just a little weird. . . . There are 
a lot of people that I’ve known for a long time that I’ve never hugged, 
and they are friends. So I’ve never hugged certain friends, let alone 
[initiated a hug with] someone that I just met.

Moreover, rejecting a pet owner’s request for counsel or a hug might disrupt 
the interaction and make the veterinarian feel worse: “I am not a huggy or 
touchy person, but if they go to hug me, I will go along with it. It is not 
the time to be like, ‘Wow, buddy!’ It would be more awkward to not hug 
them. . . . You don’t want any client to feel weird and awkward and embar-
rassed that they want to shake your hand or hug you and you pushed them 
away on top of they just euthanized their pet.” Although difficult at times, 
most participants attempted to hide their discomfort from the owners to 
minimize disruption.

Participants carefully monitored their expression of emotions even with 
clients for whom sympathy and compassion were not easy to muster. As illus-
trated in Chapter 2, veterinarians do emotional labor by carefully monitor-
ing their expressions of emotions during euthanasia performances to create 
a good last memory of their pet for their clients.44 I argue, and Goffman 
might agree, that veterinarians tend to have excellent dramaturgical discipline 
because they are able to maintain a consistent performance in the face of chal-
lenges.45 As mentioned previously, participants validated euthanasia choices 
even when they were upset or angered with clients, supporting even those 
seen as not worthy of sympathy and compassion. Similar to the experience 
of prison officers and criminal justice workers, veterinarians sometimes had 
trouble managing their anger and instead displaying compassion and sympa-
thy for individuals perceived as unworthy of such emotions.46 Yet participants 
often suppressed their own anger, sadness, and disappointment to transition 
into euthanasia mode.
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Most participants felt obligated at some point in their career to listen 
to the adventures of a client’s pet for an hour or hug a stranger because the 
context of euthanasia warranted their inconvenience or discomfort. Some-
times the context of euthanasia provides enough rationale for intimacy with 
a stranger that it renders the intimacy benign: “Tons of people hug us, tons 
of people. With euthanasia you almost expect them to hug you. It doesn’t 
bother me because I know that it is a totally different type of contact. We all 
know that it is related to euthanasia, so it really doesn’t make us uncomfort-
able.” Thus, when veterinarians feel ill at ease because owners express emo-
tions, share personal details regarding their life, and seek physical contact, 
they think of the intimacy as legitimate or acceptable because it is within the 
exceptional and temporary context of euthanasia.

Participants defining their clients as strangers made the intimacy feel 
strange or uncomfortable; however, feeling connected to the owner alleviated 
some of the awkwardness. For example, Dr. Miller explained how her dis-
comfort with hugging clients was lessened when she had developed a special 
connection: “With those people I get to know more I would reciprocate [the 
hug] and not think about it versus reciprocating and thinking how uncom-
fortable it is with more of a stranger and be really glad when it is over.” For 
some veterinarians, like Dr. Jones, this strategy worked well because they were 
able to easily redefine the client’s status from stranger to familiar:

There are some people [clients] who come in and sit with their animal 
at every visiting hour and beg you to let them stay longer. . . . Most 
are about a week, I would say, but I mean, it is contact every single 
day—two to three times a day or at least twice per day contact. You 
are their connection to their pet when the pet is in the hospital. It can 
be an intense time. . . . You can really get to know an owner when 
they are around like that.

This veterinarian could feel more at ease with intimacy because she was able to 
reframe the relationship. However, this strategy did not work as well for other 
veterinarians, such as Dr. Arford, who more narrowly defined familiarity:

We don’t tend to develop long-term relationships with clients just 
’cause of the nature of our service [emergency medicine]. You are a 
stranger to them really. You sort of bond over the few days or weeks 
that the patient is in the hospital, and there is a level of trust, and they 
trust you and your competency and medical judgment, but they are 
still strangers. . . . I don’t think that I have established relationships 
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with clients; . . . probably most vets who do that are people who have 
[clients] that they have seen those animals from a puppy to an older 
pet. . . . I can imagine it would be different if I had more of a relation-
ship with the family or the people.

Notice that Dr. Jones and Dr. Arford are both emergency veterinarians, work 
in the same department, and describe similar experiences with clients, but 
Dr. Arford views her clients almost exclusively as strangers and continues to 
have difficulties with intimacy. Nonstranger relationships are generally deter-
mined by how much time the veterinarian spends with clients, the veteri-
narian’s identification with the client or the animal, or the intensity of the 
interaction for the veterinarian (e.g., dramatic critical cases). Compared to 
participants with attitudes similar to Dr. Arford’s, participants like Dr. Jones 
reported little strange intimacy because, for them, many of their clients were 
not defined as strangers.

For a few veterinarians the strange intimacy of euthanasia is rarely 
problematic—regardless of their relationship with owners—because the inti-
macy informs their professional identity. For these veterinarians the physical 
contact and intimacy with owners during euthanasia enhances their identity 
as a veterinarian who is kind and compassionate. Similar to Dr. Ferguson, 
several participants suggested that helping grieving clients with their emo-
tions was part of what attracted them to the profession in the first place:

When I was in college, I always said that I was going to go into hu-
man medicine. And . . . probably . . . half the reason I went into vet-
erinary medicine—not human medicine—is because my veterinarian 
was a much more emotional person. When my horse was sick, he 
would give me a hug, but my own family doctor probably would not 
give me a hug if he were telling me that Mom had just passed away. 
Human doctors are more—in my experience—much more emotion-
ally distant and [have a] rigid bedside manner that I have never ex-
perienced with veterinarians. Veterinarians have always seemed more 
emotional or comfortable people.

Compared to some of his colleagues, Dr. Black took pride in having more 
compassion and willingness to allow intimacy into euthanasia encounters:

When owners tell you they had their other dog put down with an-
other vet who was just much colder and they appreciate your compas-
sion, that is great. What you did for them was nicer and made it easier 
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for them than what they have had in the past. . . . It is the compassion 
and the little things like a hug or going slow and taking the time to 
listen to them and saying nice things. . . . I don’t mind it, but I think 
that some vets do. Some people are not like that. Some veterinarians 
I won’t say are not capable, but that is just not something that they 
are wired to do. For me, compassion is a very important part of being 
a vet.

Having empathy and, more importantly, the ability to convey it to clients 
during the stressful time of pet loss is a key part of these veterinarians’ defini-
tion of what it means to be a good veterinarian.

Regardless of their comfort level, participants’ actions outlined in this 
chapter demonstrate that veterinarians are rethinking old notions of profes-
sional responsibility to include offering comfort and counsel to clients whose 
animals they euthanize. Even those participants for whom intimacy is less eas-
ily negotiated still reported feeling responsible to their clients when it came 
to the death of their patients. For example, Dr. Green nicely articulated her 
sense of responsibility when it comes to euthanasia:

Most of what we do in euthanasia with owners is not technically a 
part of our job as veterinarians. I know this stuff is above and beyond, 
but I feel like that is my job. It’s like that is our part as part funeral 
director. It’s not like we’re just doctors. We’re part healer, part grief 
counselor, part funeral director, so of course we have that feeling that 
[it] is our responsibility to make euthanasia go well for the animal 
and the owner.

Most participants believed that it is the responsibility of veterinarians to vali-
date and legitimate owners’ grief over their animal. They often reported a 
duty to be there for owners, especially given that others in society may not 
understand their grief or demonstrate sufficient sympathy toward their loss. 
For some veterinarians the comfort they offered clients felt natural because 
they were extremely empathetic to animals and the bonds people share with 
them, yet for other veterinarians the bonds they felt toward animals offered 
them little help when it came to comforting clients.

During my research it became clear to me that small-animal veterinarians 
consider the business of veterinary service to include maintaining the health 
and well-being of animals and attending to the emotional needs of their cli-
ents. Participants provided literature on pet loss and recommended books to 
their clients. Across the country, veterinarians are joining with mental health 
professionals to offer referrals to local therapists specializing in pet loss, and 
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some even employ full-time counselors to assist grieving pet owners.47 Some 
clinics sponsor regular support-group sessions. Recall from Chapter 2 that 
veterinarians sell urns, caskets, jewelry, and other products designed for 
memorializing deceased pets. They increasingly invest in designer spaces for 
euthanasia known as meditation, comfort, or grieving rooms with soothing 
wall colors, comfortable seating, and low lighting. Although helping owners 
through the death of their animals may be a big practice builder, these acts 
show a growing commitment by the veterinary profession to recognize the 
intense grief, pain, and sorrow resulting from the death of a pet.

Euthanasia and Veterinarian-Client Interaction:  
A Unique Socioemotional Exchange

The affective role veterinarians assume in comforting bereaved pet owners 
initiates an unexpected response. Compared to times when veterinarians cure 
or restore health to the animal, clients are far more likely to offer their vet-
erinarians gratitude for ending the lives of companion animals. Dr. Black 
explained the curious gratitude response:

People love you if you kill their animal right. If you save an animal, 
they might be like, “Oh, thanks,” and then they leave. The people 
whose animals you euthanize and show them compassion and you 
are nice to them, they love it. I have more letters from people whose 
animals I have killed compared to animals that I have saved. There are 
people who are very grateful when you help their animal, but when 
you euthanize an animal, they are much more grateful and much more 
thankful.

Participants received four to five times the cards or gifts from clients after 
euthanasia than from other veterinary consultation. Most cards, letters, pho-
tographs, gift certificates, gourmet food, flowers, gift baskets, and monetary 
donations to special hospital funds come from clients after the death of their 
animal. Some clients go to similar lengths to show gratitude for the veterinar-
ian’s life-saving efforts but most do not, and the difference between the lat-
ter and euthanasia clients is striking. Indeed, not long into their internships 
the desks of novice interns quickly filled with displays of euthanasia-related 
gratitude, and seasoned participants estimated they have received several hun-
dred such gifts over the course of their careers. Although appreciative of their 
clients’ gestures, veterinarians are often baffled by the level of gratitude for 
what they see as essentially an unsuccessful service—ending with the death 
of the pet.
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That veterinarians are far more likely to receive gratitude for euthanasia 
compared to times when they restored the animal’s health is curious. This 
gratitude pattern stands in sharp contrast to the gratitude pattern experienced 
by Lois’s rescue workers.48 Rescue workers experienced a complete opposite 
response from family members when their loved one died. When victims 
were saved gratitude was lavished on the workers, yet when death occurred, 
family members rarely offered gratitude for the service provided them. Lois 
speculates that, when the victim died, family members did not feel obligated 
to provide gratitude because “socioemotional norms dictated that the fami-
lies’ emotional grief and bad fortune far outweighed the emotional support 
the rescuers had provided during the mission.”49 By comparison, why did 
clients send so many more gestures of gratitude when their companion ani-
mals died than when the veterinarian saved the animal? Shouldn’t pet owners’ 
bad fortune—loss of a pet—also outweigh the emotional support they were 
provided?

Candace Clark’s notion of the “socioemotional economy”50 coupled with 
Arnold Arluke and Clinton Sanders’s concept of a “sociozoologic scale”51 help 
answer these questions. Clark’s socioemotional economy suggests that sym-
pathy is an important emotional resource such that when exchanged between 
people they “limit sympathy depending on what they know, think they know, 
or suspect about a person’s social value. Social value entitles a person to sym-
pathy margins. The greater one’s social value the wider and deeper the margins 
others create for him or her.”52 At the same time, societal value is determined 
by one’s position along the sociozoologic scale. As a person’s position changes 
over time, society may worship, protect, segregate, or seek to destroy the per-
son. Most humans are on top at any given time, and the closer an animal is 
to humans’ position, the less society will tolerate, ignore, or condone their 
mistreatment. The higher an animal’s position on the sociozoologic scale, the 
more its death is seen as worthy of human grief and the sympathy of others.

Dogs and cats sit much higher on the sociozoologic scale compared to 
other animals such as mice and poultry, and those who cherish their canine or 
feline companions often do not understand the grief felt by mice or chicken 
enthusiasts over the loss of such animals. Recall the cases of the euthanasia of 
the chicken and the mouse from the Introduction. Although many of us try 
to keep mice out of our homes—exterminating them as pests—others cher-
ish their companionship and consult veterinarians to ensure their health and 
well-being. Nevertheless, the owner’s grief at the loss of his beloved Sam and 
the staff ’s inability to understand his reaction to the mouse’s death reflects the 
logic of the sociozoologic scale. In other words, despite some people’s attrac-
tion and dedication to a mouse or chicken, the sociozoologic scale suggests 
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that most people in society will relate to their death in much the same way 
the young veterinarian did of his patient: “It’s no big deal—it’s just a chicken.”

Grief over the death of a companion animal is socially less legitimate than 
grief over the loss of a spouse, child, or parent because of their different posi-
tions on the sociozoologic scale. When a human family member dies most 
people are surrounded by nurturing friends and family, but they rarely receive 
the same attention when their companion animal dies. Despite some pet 
owners experiencing greater bonds with animals than they do with humans,53 
scholars note a broad societal tendency to trivialize grief over the loss of an 
animal companion.54 Kenneth Doka coined the term “disenfranchised grief ” 
to describe situations in which someone experiences a significant loss but is 
denied the “right to grieve” because the bereavement is not openly acknowl-
edged, socially validated, or publicly observed.55 When people grieve for the 
loss of their pets, their grief may be exacerbated by the social negation of 
their loss.56 One survey of pet owners found that more than 50 percent of 
respondents believed that society did not view the death of a pet as a loss 
worthy of grief.57

In light of the often documented ambiguity inherent in human-animal 
relationships discussed in the Introduction,58 some simply do not understand 
pet owners’ intense feelings of grief over the death of their companion animal 
of whatever species. Although some friends and family may want to comfort 
loved ones after the death of a beloved animal, they may not fully understand 
or appreciate the loss. For example, the well-intended suggestion, “You might 
feel better if you just go get another dog,” can seem to some pet owners the 
same as if someone were to say to a grieving widower, “Don’t worry; you can 
easily get a new wife.” Other acquaintances, colleagues, and friends may even 
believe that grieving for animals is silly or overly sentimental and respond to 
the loss with an insensitive remark, such as “It’s only a cat. What’s the big deal?”

According to the sociozoologic scale, people accord humans a higher sta-
tus than to nonhuman animals. And according to the socioemotional econo-
my, differing sympathy reactions reflect the narrow sympathy margins for the 
loss of those deemed less worthy. By combining the sociozoologic scale and 
the socioemotional economy, we see that pet owners are not owed the same 
kind of sympathy reserved for a death in the family because society creates 
restricted sympathy margins for the loss of nonhuman animals. Yet as we have 
seen in this chapter, veterinarians encourage clients to see the veterinary office 
as a safe place to express deep sadness over the loss of companion animals. 
This is the reason that pet owners feel obligated to provide gratitude: because 
reciprocity norms dictate that they are not owed the sympathy and emotional 
support they received from veterinarians for their loss.
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While veterinarians are often baffled by the level of gratitude they receive 
for euthanasia, evidence suggests that clients respond, at least in part, to the 
affective role veterinarians assume in validating grief over the death of ani-
mals. Hochschild, in her concept of economy of gratitude, argues that people 
offer each other gratitude only when their behavior is thought to go above 
and beyond what is expected.59 Clients, according to economy of gratitude, 
feel obligated to respond to euthanasia with gratitude because they believe 
they are getting something extra that is not paid for in the typical fee-for-
service exchange. In the typical veterinary consultation, no extra gratitude 
is deemed necessary because veterinarians receive monetary fees in equal 
exchange for services they provide the client. However, when it comes to 
euthanasia, clients are never billed for the extras such as the time veterinarians 
spend providing emotional support. When veterinarians receive many more 
gestures of gratitude related to euthanasia compared to other services, this 
seemingly paradoxical response of pet owners is a logical, appropriate reaction 
to a valuable service—veterinary emotion work.

In further support of these interpretations, the content of euthanasia-
related cards and letters sent by clients demonstrates that clients recognize 
and appreciate the emotion work of their veterinarians. For example, clients 
wrote, “Thank you for helping us through such a tough time,” “Thank you 
for your kindness, compassion, and understanding,” and “Thank you for 
helping us come to such a difficult decision.” Clients often mentioned specif-
ic emotion-management strategies such as listening and “being there” for the 
client. Pet owners often wrote that they appreciated the veterinarian’s valida-
tion of their grief: “You really get my loss in a way that other people who don’t 
have pets just can’t understand—that bond we have with our animals.” In 
addition to grief, clients also frequently mentioned the veterinarian’s efforts 
to help them resolve feelings of guilt: “I just had so much guilt over not catch-
ing his cancer earlier, but you helped me know how difficult it is to see when 
some animals are sick because they are stubborn or brave like Dawson. You 
helped me to finally say good-bye to my beloved friend.”

As we have seen, the emotion-laden encounters between veterinarians and 
bereaved pet owners provide a rich context for examining professionals’ 

management of the emotions of clients in the workplace. To accomplish their 
task, veterinarians assuage emotions to facilitate timely, rational decisions, but 
they also create space for the expression of intimate feelings between strangers 
in a professional setting. Veterinarians express empathy and sympathy—they 
listen to owners, reassure them, offer a comforting touch on the arm or stroke 
the animal’s fur, and may even hug the owners. Denying the legitimacy of 
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guilt, veterinarians reassure pet owners that they made a loving decision in 
the best interest of the animal. Grief over the death of an animal companion 
is reinforced as normal and appropriate given the situation and indicative of 
the behavior of good and loving pet owners.

My research for this book did not explore the pet owner’s perspective, 
but many veterinarians strongly argued that dealing with client emotions is 
essential to client satisfaction and building long-term relationships with cli-
ents. Dr. Mulford hypothesized that creating a safe space for grieving clients 
strengthens veterinarian-client relationships:

I find that, if anything, you know they appreciate that you are a pro-
fessional, but they also appreciate that you empathize because we 
all—as pet owners—get attitude from people: “Oh, it’s just a dog” or 
“Oh, it’s just a cat.” You know the flippancy of how pets are consid-
ered in the press or in the media or society or whatever, and I think 
people really appreciate knowing that, while you are a professional, 
you are also empathetic. . . . You understand their bond.

Perhaps, as Dr. Mulford suggested, pet owners appreciate veterinarians’ cre-
ation of rituals for the death of animals (as described in Chapter 2) and are 
grateful for the emotional support and validation of their loss. And as we have 
seen, veterinarians must manage their clients’ grief within a cultural context 
that often fails to provide pet owners with sufficient emotional support for the 
loss of a beloved animal companion. Though memorial gardens and pet cem-
eteries have long existed to entomb the remains of companion animals, rituals 
for the public expression of grief over the death of animals are still rare.60

Although evidence from this study suggests that clients respond, at least 
in part, to the affective role veterinarians assume in validating grief over a 
pet’s death, more research is needed on clients’ perspective. This research has 
important implications for veterinary practitioners because it illuminates an 
often veiled or ignored aspect of the profession. Though managing clients’ 
emotions is not generally considered an official aspect of a veterinarian’s job 
description, my research suggests that small-animal veterinarians are doing 
emotion work. Veterinarians believe they provide important emotional sup-
port to clients,61 and pet owners thank their veterinarians specifically for pro-
viding them comfort and counsel. Although some veterinarians consider such 
emotion work outside their domain of knowledge, experience, and responsi-
bility, my research reveals that many veterinarians are rethinking old notions 
of professional responsibility to include managing the emotions of clients 
whose animals they euthanize.
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Learning to Euthanize

Death and the Novice Veterinarian

Similar to any novice to an unknown subculture, I entered the 
daily lives of veterinarians with only anticipations of what I might 
experience and how I might think, feel, and behave. First and 

foremost, I had to adjust to sights and smells that initially made me 
woozy. During the early stages of my fieldwork, I found it especially 
difficult to hide my physical discomfort with nauseating puss-filled 
wounds and the body storage and cremation areas. However, after a few 
solid weeks of transporting dead animals’ remains, I became so accus-
tomed to them that I could easily eat food in the same room with them. 
Moreover, the previously overwhelming sights and smells no longer 
fazed me as I became caught up in the drama of medical mysteries, and 
I began to watch in curious amazement as the veterinarians around me 
dealt with the various colors and textures seeping from open wounds.

Given that I had never spent much time in the backrooms of a busy ani-
mal hospital, I had to get used to the flurry of activity and commotion. When 
it came to interacting with animal patients, I quickly learned of the potential 
hazards and how to avoid dangerous mishaps. I learned my first lesson when a 
young, approximately seventy-pound Alaskan malamute lunged at me while 
the veterinarian tested his reflexes. Luckily, it was only a warning to back off; 
however, his angry growl and serious intent to perhaps eat my face off did 
make me question my commitment to the research. In any event, I grew quite 
comfortable around patients, even those who were not altogether pleased by 
their trip to see the veterinarian. Over time, I adjusted to the hustle and 
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bustle of a busy emergency hospital and began to gather information that 
both confirmed and challenged my initial beliefs.

In the beginning many of my expectations about the job were chal-
lenged. For example, I was amazed by the number of stressed-out clients who 
brought healthy animals to the hospital during emergency hours for minor 
or imagined conditions. At the same time, other, dispassionate clients, either 
unconcerned about the severity of their animal’s condition or unaware of it, 
brought them to the hospital days or weeks too late. Many pets were killed 
because owners were ignorant of the animal’s basic needs, preventive medi-
cine, or proper care. Some simply did not understand the time and financial 
commitment that comes with owning a pet.

As an academic interested in human-animal relationships, I was well-read 
on the ambiguous and contradictory attitudes of people toward nonhuman 
animals; however, I was often taken aback by the reality. Some people gen-
erously paid for the medical care of injured wildlife or stray animals found 
in their neighborhood, while other people tried to poison their neighbors’ 
animals for trespassing onto their property. One case I will not soon forget 
involved an elderly man who, while out walking his dog, was pushed to the 
ground while a stranger nearly kicked his dog to death. Another client wanted 
to euthanize her cat because she had family members coming into town who 
were allergic to cats. She said she was not much of an animal person and the 
cat whined too much anyway. At the same time, I could tell that many partic-
ipants took pleasure in their work, in part because they enjoyed being around 
animals and often had strong bonds with their own companion animals.

As a novice to the world of veterinarians, my initial expectations about 
how I might feel were seriously tested. First, I have been told I am much 
more of a rational person than an especially sensitive one—meaning I am not 
a stone, but my heartstrings are rarely pulled, so to speak. Although I antici-
pated seeing animal suffering and watching bereaved clients, I quickly real-
ized that imagining those situations was an entirely different matter to seeing 
them for myself. My first lesson came in the form of an Irish wolfhound 
named Murphy brought into the hospital in the wee hours of the morning 
following Thanksgiving Day. While the family enjoyed their post-turkey naps 
and television, Murphy snuck into the kitchen to finish off the leftovers on 
the table. I learned that the stomach of large-breed dogs like Murphy who 
eat and drink a lot and then roll around playing can twist around itself—
potentially a life-threatening situation. It was now several hours since he had 
first started to show symptoms and he was in critical condition. The surgery 
would be expensive and was not guaranteed to save his life. Murphy’s owners, 
a local firefighter and second-grade teacher, were clearly distraught over his 
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unexpected condition. It was obvious that they were not wealthy people and 
were clearly torn about the financial sacrifice they would have to make, but 
they did not take long to decide to go for the surgery.

Even though I had been on shift since about 6:00 p.m. Thanksgiving 
Day, I stayed for the surgery and went back and forth updating the clients 
as instructed by the resident I was shadowing. When the surgeons opened 
the dog’s stomach I was incredulous at the amount of food and water he had 
consumed. Joking with his owners, I listed some of the contents Murphy 
had inhaled. Proud of their Irish heritage, the couple explained that Mur-
phy’s name comes from a Celtic word meaning “hound of the sea.” Because 
the man sometimes referred to Murphy as Madreen, I asked if that was the 
Celtic pronunciation. He laughed and explained that madreen was a Celtic 
word meaning “little puppy” but also a slang term for “tramp.” Mistaking 
his meaning of “tramp” as a term for a promiscuous woman, I made a joke 
about Murphy being a lady’s man. The man laughed and responded in his 
thick Boston accent, “No, like a bum, ’cause he’s always scavenging about for 
food.” I never expected I would get that emotionally invested in a patient, but 
I also did not anticipate how good it would feel to get to know people who 
have such intense and special relationships with their animals. In the end, the 
little tramp pulled through.

The euthanasia procedures I observed were difficult at times but also 
warm, funny, touching, bittersweet, and sometimes heartbreaking. Pet 
owners told the most hilarious and heartrending stories as they reflected on 
their life with the animal: The cat who seemed to never pay her owner any 
attention but always came to sit with her when she cried. The police dog 
who took a bullet for his owner and survived ten more years. We heard sto-
ries of puppies getting into all sorts of trouble and ruining family treasures. 
Behavior that clearly annoyed the owners in life seemed cute and endearing 
after the animal’s death. For example, one client’s dog, after indulging his 
taste for decomposition by rolling on a dead badger, ran up to his owner for 
a big kiss. People loved to talk about the simple pleasure of their animals—
a pond, a bird in the window, a treat, a laser pointer, or a nap in the sun. 
In their storytelling during euthanasia, these pet owners clearly wanted to 
honor the life of a cherished and loyal four-legged family member: “He 
taught me to roll with punches, live in the moment, and appreciate all the 
simple joys of life.”

After all these experiences, I often thought, “Are these vets made of steel?” 
Trained and committed to saving the lives of animals, how do they resist 
adopting all those animals they would rather not euthanize? Whether a pet 
faces a life-threatening illness or needs an allergy shot, veterinarians have to 
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be prepared to assume the appropriate mood required by the job. They walk 
into euthanasia scenes, focus on the animal, stroke their fur, administer the 
injection, and say to the grieving client, “She’s gone.” How do they go from 
that scene directly into the next room and smile at the puppy with a lacerated 
paw? How do they not cry when someone leans over her dog or cat as he is 
dying and says, “Yes, yes, darling, you are a good boy. Everything is going to 
be all right. You are such a brave boy. Mommy loves you.” Many times I had 
to ask myself, “How do they do it?”

The answer is, in part, that in the beginning they did not. There are a 
lot of veterinarians with one-eyed, three-legged diabetic pets who had been 
slated for euthanasia. Many veterinarians shed tears during euthanasia proce-
dures, while others tucked themselves away in a bathroom only to emerge red 
eyed from crying. Before I began my fieldwork among veterinarians, I had 
read studies showing that the practice of euthanasia was particularly stressful 
for novice veterinarians.1 Still, I wanted to learn more details about aspects of 
euthanasia that novices felt ill prepared or confident to handle as they entered 
their first year in the real world of veterinary medicine. The techniques veteri-
narians use to cope with the stressors associated with euthanasia are the focus 
of Chapter 5, but this chapter is concerned with the experiences of recent 
veterinary school graduates.

My fieldwork allowed me to shadow an entire cohort of veterinary interns 
from before their first days in the hospital until their last day of the intern-
ship. In the initial interviews, before their internship officially began, I asked 
interns to recall how and what they had learned about euthanasia in veteri-
nary school from formal classes, laboratories, and clinics, as well as informal 
interactions with professors and anecdotes shared among students. I asked 
them what they anticipated the positive and negative aspects of euthanasia 
would be. I asked them to reflect on their time in veterinary school and evalu-
ate the merits of their euthanasia-related training. I documented their initial 
fears, anxieties, and concerns in the interviews, and then I remained with 
them as they grew and matured from apprehensive novices into more sea-
soned professionals.

I was alongside many of the interns the first time they had to give an 
owner bad news, negotiate with a client on when to euthanize a pet, and for a 
few, euthanize their first patient. During their four years of veterinary school, 
interns had seen enough to know what to expect in broad categories, but 
they had not spoken at length with clients or been directly confronted with 
the day-to-day dilemmas inherent in the work routine. For example, veteri-
nary students go through several years of intense training in how to save lives 
and treat diseases using the best technology available at their institutions; 
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however, many pet owners are not able or willing to pay for sophisticated 
diagnostic technology and expensive treatment strategies.

Research indicates that novice physicians often hide uncomfortable feel-
ings behind a cloak of confidence to prove themselves worthy and ready to 
enter the world of medicine.2 In contrast, although they did sometimes put 
on their cloak of confidence when among supervisors, I was surprised at how 
many concerns and vulnerable emotions the interns shared with me about 
euthanasia throughout their first year in practice. Perhaps the interns felt 
more at ease with me because they saw me as a pseudopeer, a humble grad-
uate student sincerely interested in their experiences. Some interns at the 
beginning expressed few concerns and reported little anxiety, while others 
were quite open about many concerns and anxieties. By the end of their first 
year, all the interns had been overwhelmed many times by nuances of the job, 
ones that they had not anticipated as well as those they knew to expect from 
their earlier training.

Entering the Internship

Students enter veterinary school focused more on animals than pet owners 
and generally place low importance on their ability to interact effectively with 
people.3 However, by the end of their education—right when they are about 
to enter the professional workplace—their attitudes toward animals and people 
usually begin to even out. In the beginning of their internship, the interns I 
studied were particularly concerned with four elements of client interaction 
regarding euthanasia: negotiating the decision to euthanize, discussing related 
financial issues, managing the impression of a good death for owners, and deal-
ing with subsequent client emotions. In addition to these concerns, I asked 
them to talk about their own feelings and emotions regarding euthanasia.

Negotiating the Decision to Euthanize

As veterinary students, many of the interns were rarely involved in the deci-
sion-making process leading up to euthanasia. Although interns could recall 
witnessing exchanges between clients and clinicians, most rarely communi-
cated directly with pet owners during veterinary school. Regardless of their 
earlier experiences, it was clear in our initial interviews that this issue con-
cerned them, and several cried just thinking about the challenges they might 
face. Almost all of the interns expressed concern about potential disagree-
ments they might have with clients’ decisions. Many were unsure what they 
would do if pet owners asked them to do something that challenged their 
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ethical beliefs. Some worried about what might happen when their ethical 
choices or opinions did not match those of their superiors.

When asked what they thought would be the most challenging aspect of 
euthanasia, several of the interns thought disagreements with owners would 
be their number-one concern. One intern anticipated difficult disagreements: 
“A situation that I haven’t really had to come into contact with yet but I know 
it’s going to happen this year is euthanizing pets that could easily be fixed or 
you know are being euthanized for issues that aren’t necessarily . . . behavioral 
or medically necessary. That is definitely something that is going to be very 
hard for me.” By contrast, the most popular response to the question of what 
they thought would be the most rewarding aspect of euthanasia—next to the 
ability to relieve suffering—had to do with the owners “doing the right thing 
at the right time.” As one intern put it, “The most rewarding thing, I guess, 
will be when they know it’s time, they know it’s right . . . and you know at 
the same time, . . . and then you do it, and it goes smoothly, and they are so 
appreciative—that will be rewarding.”

Given their relative lack of clinical knowledge and experience, several 
were concerned that they might miss something or make a mistake that could 
end in the death of their patient. Specifically, when it came to euthanasia, 
their concern was that they might influence an owner to choose euthanasia 
when it was based on an incorrect diagnosis. Before he began his internship, 
Dr. Marshall expressed his concerns: “Going home the next day and wonder-
ing whether I recommended the right thing or not is going to be hard, espe-
cially when what I say leads to the killing of an animal.” Like a lot of his peers,  
Dr. Marshall reiterated these same concerns a few months into the internship:

Being a new vet that doesn’t really have a lot of experience, there’s 
been times in the back of my head where I’ve thought, “What if we 
could have done something for this pet? What if somebody else had 
seen it and said, ‘Oh, this is easy; you just give it this and send it 
home’”? . . . Am I killing something that somebody else could have 
fixed easily? But that’s the hardest part that goes through the back of 
your head—that maybe there is something, and you’re missing it, and 
the animal ends up dead. You can’t take back euthanasia. It is final.

Knowing they could be called on to euthanize an animal added to the anxiety 
novice practitioners often felt regarding their lack of clinical knowledge and 
experience.

In the beginning of their internships, the thought that they would be 
euthanizing only animals with serious illnesses comforted many interns; 
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however, as their first year in practice progressed, they began to run into 
difficult cases that challenged their idealistic expectations. Not surprisingly, 
moral conflicts were especially challenging for novice interns. The conflict 
veterinarians often have between caring for animals and inflicting death is 
heightened when veterinarians are asked to euthanize animals because of a 
rationale they believe is illegitimate or morally problematic.4 Dr. Conrad 
described her frustration with owners who request euthanasia for reasons she 
considers merely convenience:

I will support euthanasia [for] severe aggression . . . but the others, 
for convenience, like “I am moving” or “He scratches the couch” or 
“[He] is peeing on the carpet,” no. If your landlord doesn’t allow pets, 
find a different apartment. Show some responsibility. This is your pet 
and your responsibility. I firmly believe that pets are not rights but are 
luxuries, and if you can’t provide for one, then you should not have 
one. It sounds harsh, but I believe that because I see horrible cases day 
in and day out where people just want to pass the buck and neglect 
them. They were great when they were this fuzzy, fun thing, and now 
that they are vomiting, it is inconvenient. [It] makes me extremely 
mad when they want euthanasia for stupid reasons.

Interns disliked being confronted with the euthanasia of an animal for trivial 
reasons, especially those related to the owner seeing the animal as a nuisance 
or no longer wanting to care for the animal.

Although many interns expected to struggle with aspects of life-and-death 
decision making, they were surprised how far from clear-cut most decisions 
seemed. For example, what some clients and colleagues considered legitimate 
reasons to euthanize seemed more like matters of convenience to the interns. 
Ideally, many of the interns believed, euthanasia should be a tool for reliev-
ing pain and suffering. But they are also called on to euthanize animals when 
owners cannot afford to treat them or for a rationale not related to illness. 
Early in their internships, many were upset when approached to euthanize 
animals with behavior problems such as digging up the yard or loud barking. 
Because interns saw euthanasia as a tool to end suffering, they also had dif-
ficulties with clients who refused to euthanize certain sick animals. In fact, by 
the end of the internship, several interns suggested that this disagreement was 
the most upsetting and the most difficult to resolve.

Confronting owners with whom they have disagreements can be a major 
source of stress for novice practitioners. When asked to euthanize for behav-
ioral problems, for example, many initially felt uncomfortable negotiating 
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alternatives for the patient: “It’s hard to just look a client straight in the eye 
and tell them, ‘Look, you’re being unethical about things.’” Despite interns 
anticipating conflict with their clients when negotiating life-and-death issues, 
they often underestimated how difficult it would be to confront clients them-
selves:

It is hard when people bring an animal in to be euthanized that really 
shouldn’t be, because it can get nasty. You can get confrontational. 
I have had people take their animal and leave. I won’t euthanize an 
animal just because the owner wants me to because it crapped in the 
house or something like that, but . . . the hardest thing, I think, [is] 
to have to confront them. We live in a society where people have re-
ally different views about animals, and so you are going to get those 
people who have radically different views than you do. Yeah, they 
are going to crap on the floor sometimes. Shut up and deal with it. 
[Laughs.] I say that now, but it can be really, really difficult to actually 
confront these owners. What you are essentially doing in so many 
words is saying they are morally wrong.

As the interns had anticipated, many struggled with negotiating life-and-
death outcomes for their patients and resolving disagreements with clients.

Discussing Financial Issues in Euthanasia

Interns had many concerns about talking with clients over financing an 
animal’s care and what to do when owners cannot or will not pay for care. 
Several interns reported financial restraints as their number-one concern, as 
expressed by this intern: “I think the hardest thing about euthanasia is going 
to be trying to accept the fact that people aren’t going to pay for everything 
that you want to do for the animal in regard to tests and treatment options.” 
At the start of her internship, financial limitations were also Dr. Buford’s 
greatest concern: “It will be euthanizing animals because people don’t have 
enough money to fix them. I’m okay if your pet is very old and very sick and 
there’s really not any other option. I’m comfortable with that. But [I’m not 
comfortable if ] your pet is young and, given $1,000, we could fix it, but you 
don’t have $1,000, so we have to euthanize your pet.”

Several participants shared a belief that pet owners who are referred to 
university hospitals are more financially able to pay for treatment and less 
negotiation will be needed between the veterinarian and the owner. As 
a result, interns leaving their internship expect they will have to deal with 
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financial limitations more than they did in their university hospital. A few 
interns believed the university setting shielded them entirely from purely 
financially based or unjustified euthanasia: “I think it has been easy for me 
because I haven’t seen any animals I think should not have been euthanized 
being euthanized. . . . All the cases I have shadowed have been very, very easy: 
animals that really didn’t have any other options. They were in bad shape, 
and we did all that we could for them.” Most of the interns anticipated being 
asked to euthanize animals for a larger variety of health conditions than they 
were exposed to at their universities, which in turn would lead to an increase 
in disagreements with owners.

Many participants believed veterinary school taught them how to diag-
nose and treat illness without consideration of how finances might influ-
ence this process. Thus, many interns felt ill prepared to deal with financial 
constraints because of a lack of realistic experiences in school, as expressed 
by this intern: “It would be great if you had all the resources in the world—
which is what they teach you in school—if you had everything, what would 
you do for the animal, hypothetically? But you also have to keep the owners 
in mind. . . . The owners might not be financially capable of doing every-
thing that they could possibly do for the pet, . . . and then what do you do? 
They don’t teach you that.” When clients can’t afford the textbook treatment 
interns learned in school, the interns fear they lack the clinical street smarts, 
or knowledge of less expensive treatment plans, that could save the patient 
from euthanasia.

Novices recognize that a veterinarian’s ability to accurately estimate the 
cost of a patient’s treatment can have life-and-death consequences for animals 
in their care. However, as Dr. Arford explained, accurate financial estimates 
in medicine are inherently difficult:

We are like mechanics bargaining with people over things, but it is so 
much worse because medicine is so much more unpredictable. Physi-
ology is way more complicated than a car and exceeds your ability to 
predict like a mechanic could. Things may go from a $600 estimate 
to a $3,000 estimate, which is totally realistic, . . . and I bet a lot of 
medical doctors never really learn how to do this like we have to. It is 
a necessary skill for us.

Underestimating the cost of treatment can cause mistrust between the veteri-
narian and the owner as prices gradually rise, while overestimating may lead 
the owner to choose euthanasia rather than pay to treat. Dr. Turner added, 
“Underestimating is hard because that ends up bringing out a lot of hard 
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feelings from the owner because then they feel taken advantage of, . . . but I 
also don’t want to discourage people from treating a problem.”

Accurate estimates are especially difficult for novice interns who lack the 
clinical knowledge for precise estimates. Dr. Buford explained how a lack of 
clinical skills makes it all the more difficult to predict costs:

It was a learning process of how long do they really need to be in the 
hospital to treat condition X or Y? What do you really need to do to 
treat them? Oh, you forgot to estimate for a chest tube or radiograph, 
things that people tell you that you should do, but maybe when you 
first initially start out as a doctor you’re just not as aware of exactly 
what you need to do in your workup. You don’t have the clinical skills 
to predict a lot of the costs behind treating different illnesses.

Interns reported significant stress in learning to make estimates and predict 
costs. Every intern occasionally took heat from hospital administrators who 
had to fight with angry clients over bloated bills. And every intern expe-
rienced stress when he or she believed a high estimate caused the client to 
choose euthanasia. Naturally, more clinical experience means greater accuracy 
in predicting outcomes, but it is not a guarantee. Because of the uncertain-
ty inherent in clinical medicine, it is difficult—even for highly experienced 
veterinarians—to always make accurate estimates.

For many interns, simply talking about funding a patient’s care can seem 
distasteful, and discussion of finances can be especially stressful when the 
outcome is euthanasia. About midway though her internship, Dr. Clark 
described her embarrassment and discomfort with discussing the business 
aspects of veterinary medicine:

I dread bringing up money when I think it is going to play an im-
portant role in the decision to euthanize, because finances are very 
private—money for a lot of people is a badge of pride. You can see them 
uncomfortable that they have to make a decision that involves money 
when it comes to their animals’ lives. . . . They don’t want to seem like 
they don’t care about their animal. They don’t want to seem like they 
don’t have money. And it sucks. It embarrasses me. But it happens a lot 
that they have to make that decision, and it comes down to money, and 
that is awkward, and we have to kill their pet because they can’t pay.

I was not surprised to hear interns describe feelings of discomfort when dis-
cussing finances and even guilt over the cost of care because I often heard the 
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same from experienced veterinarians. After six years in practice, Dr. Dever 
described her feelings of guilt over finances and euthanasia:

As medications for animals get better, it gets more expensive to treat 
animals. Sometimes owners go into debt, and I feel guilty about what 
it costs. I can’t lay the smack down on this guy’s owner. My heart re-
ally goes out to him because I can tell that this dog is really his buddy. 
The dog can’t move his hind legs, and I was ready to euthanize be-
cause I know he doesn’t have the money, but the guy says, “Let’s see 
what we can do.” I feel horrible because I know that this dog is not 
going to do the Charleston tomorrow, and I know this will cost the 
guy more money than he really has. He managed to gather up $500, 
and I don’t want him to spend all this money and the dog not even 
get better.

Although the veterinarian wanted to help the animal recover from illness, she 
also believed it important to weigh the cost of treatment against the odds of 
recovery for the benefit of the owner. Thus, stress comes from the occasional 
conflict between serving the animal patient and the interests of the client.

Interns were often frustrated when the cost associated with obtaining 
a diagnosis, such as taking radiographs, getting a blood analysis, or doing 
exploratory surgery, exceeded what the client was willing or able to pay. 
Interns feared they would euthanize a sick animal with a treatable problem as 
Dr. O’Neal explained, “I think the stressful situations are when you can’t do 
the diagnostics so I don’t know for sure that this is the right decision. . . . It is 
something that may be completely treatable, but the owners don’t even have 
the money to find out, so we may be killing treatable animals.” Over time, 
novices like Dr. Jacobs increasingly expressed disappointment and frustration 
with what some called a fundamental unfairness in financing their patients’ 
care:

The people who have unlimited resources that they are sinking into 
this animal—an animal who won’t ever walk out of the hospital and 
won’t ever spend another night at home—it is almost kind of the 
opposite of the other financial problem where they don’t have the 
money to treat. That money could be used to do so much other stuff. 
You could donate to the shelter or help homeless animals that have 
broken legs that could easily be fixed, but instead you are just pour-
ing resources into an animal because you can’t let it go. To watch one 
person do that and then to turn around and watch a family put down 
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a dog because they had to choose between eating and fixing a broken 
leg—that will always be the worst.

While so many animals in veterinarians’ care have to be put down because 
of a lack of resources, some clients are willing to spend seemingly limitless 
amounts of money on a few animals with poor prognoses. Novices learn that 
both types of cases often end in disappointing outcomes for the veterinarian.

Managing the Impression of a Good Death for Clients

As Clinton Sanders notes, client presence during euthanasia can cause dif-
ficulties for practitioners, particularly those just beginning their careers.5 
Interns were unanimous that veterinarians must do a good job euthanizing 
animals because it would be the last memory an owner had of a pet. Interns 
were fairly confident of their ability to perform the technical aspects of eutha-
nasia, but they reported feeling anxiety that a euthanasia could go wrong in 
other ways. Some expressed concern that they would cry, and one intern 
sheepishly recalled a time when he “cried more than the owner” as a student. 
A resident recalled his early anxieties as an intern: “My main concern was that 
I didn’t want the owners to have a bad experience because of my inexperi-
ence in doing it . . . and in saying the right things . . . because it is such an 
important experience for many of us as pet owners.” Although not as looming 
as their other concerns, lack of experience with client-witnessed euthanasia 
made the interns quite anxious at the beginning of their internship.

Dealing with Client Emotions

As shown in Chapter 3, veterinarians must deal with the emotions of dis-
tressed clients. Novice veterinarians soon recognize that veterinary medicine 
often involves offering comfort and counsel to clients whose animals they 
euthanize. Several interns were concerned about time management when it 
comes to dealing with emotional clients. For example, Dr. Foner had the com-
mon worry that his busy caseload would interfere with his ability to attend to 
the emotional needs of clients: “I think the most challenging will be giving 
those owners the time and the energy that they need emotionally. I want to 
always be able to give that, but I’ve also seen [veterinarians] on emergency . . . 
[who got] really busy and . . . [attending to clients was] very challenging.”

While some interns arrived at their internship after having shadowed resi-
dents and been present at euthanasia procedures involving grieving clients, 
over half had never been present at an owner-witnessed euthanasia. Some  
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clinicians did not allow students in the room during euthanasia as they 
thought that the student’s presence might further upset clients. Even when 
they were allowed, many interns recalled trying to avoid experiences with 
emotional clients. Afraid that they would either not know what to say or 
that they would say the wrong thing, many tried to get out of the room as 
quickly as possible. If they had no defined role in the process, students often 
felt as though they were imposing on clients and their grief. Rather than 
being asked to strictly observe, students preferred to have some role to play  
such as holding off a vein or restraining an animal. Even minor roles could 
give them a sense of legitimacy in a situation in which they felt markedly out 
of place.

When I asked the interns what they took away from watching exchanges 
during their school years between clinicians and their clients, most reported 
both positive and negative examples of veterinarian-client interactions. One 
intern recalled a negative example, a time when she thought a resident was 
insensitive to a client:

In school a dog came in that was just wasting away. The owner came 
in crying because apparently her vet had refused to treat and told her 
she was being cruel by keeping the dog alive, but my resident also ba-
sically told her she was being cruel and that she should euthanize this 
dog. I don’t think that was the right way to deal with that, but I don’t 
know what the right thing to do would have been either.

Most of the interns anticipated feeling awkward or uneasy watching grieving 
owners and unsure of how to respond to their displays of strong emotion. Dr. 
Huburt had one such experience during veterinary school: “This woman got 
really emotional, and it was terrible to watch. So that’s hard because it is one 
of those things that you have to almost be a psychologist or counselor and 
you have no training for it. I have no idea what to do with these emotionally 
vulnerable people.”

For physicians, especially novice practitioners, communication with 
patients and relatives when emotions are high is associated with higher levels 
of stress.6 Veterinarians and physicians struggle with life-and-death commu-
nication, starting from the delivery of bad news7 to communication regarding 
the terminally ill.8 According to surveys of veterinary practitioners, interac-
tions with emotionally distraught owners can be uncomfortable for expe-
rienced veterinarians as well as interns.9 Interns felt especially unprepared 
to deal with this aspect of their job. As they entered their internships, most 
felt their formal education failed to adequately prepare them and expressed  
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considerable concern that their skill sets were insufficient to meet the pro-
jected emotional demands of the job.

Dealing with Their Own Emotions

Grief over the loss of patients is not unique to veterinary medicine; it is also 
common to medical professionals caring for humans.10 Given that many stu-
dents of veterinary medicine report they went into the profession because 
they love animals and have had strong bonds with animals throughout their 
life, it is not surprising that many veterinary professionals experience grief 
over the loss of patients from time to time.11 Although interns had vary-
ing experiences with grief over the loss of animals in their care as students, 
they all anticipated they would experience sadness and grief over the loss of 
patients. Nearly all participants, regardless of experience level, described feel-
ing haunted by the death of some patients and feeling physical signs of grief 
such as crying, numbness, nausea, tightness in the chest, restlessness, fatigue, 
insomnia, and appetite disturbance.

Unlike principles of human medicine that assume all patients are in some 
sense equal in value, there is considerable disagreement about the value of 
a veterinarian’s patients.12 Not surprisingly, participants often reported that 
many outsiders did not understand their grief over patients: “So many people 
can’t understand why I get so upset over an animal, especially one that is not 
even mine, and they don’t get why my job can be so hard because they don’t 
value animals like I do.” As discussed in Chapter 3, pet owners experience 
“disenfranchised grief ” over the loss of an animal companion, compared to 
socially recognized grief over loss of a spouse, child, or parent.13 When veteri-
narians grieve for the loss of their patients, their grief may also be exacerbated 
by the social negation of their loss.

Interns at both teaching hospitals where I did my fieldwork expected 
their internships to be intellectually and physically demanding, but many 
were also told by professors and friends to expect to do a lot of euthanasia 
procedures, which induced anxiety in many. Dr. Conrad, like many interns, 
felt overwhelmed by the frequency of euthanasia during his internship:

The most challenging aspect of my internship regarding euthanasia, 
I think, is just the quantity that we have. There were some . . . shifts 
where I did six or seven in a night. . . . I assumed that there would 
be a high number of euthanasias, . . . but it is just a lot harder than I 
thought to actually do them. Something I learned this year is . . . how 
incredibly prevalent euthanasia is or can be in veterinary medicine. 
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You can have, like, five euthanasias in a day—something like that can 
totally get to you. I feel like a murderer because all I have done all day 
is kill things. That doesn’t escape you.

Nearly every participant, regardless of how many years in practice, reported 
feeling stress related to unusually high volume of euthanasias. With over two 
decades of experience, Dr. Garrett explained that she still feels stress even 
when she is in agreement that euthanasia is the best course of action: “I will 
have days go by where nearly every single patient I see I put to sleep. . . . 
Mostly there’s not a whole lot else that we can offer the patient, and . . . the 
decision to do it is good; I just get tired of doing so many of them—just kill-
ing everything I touch.”

The prospect of having to kill animals with whom the interns had developed 
an attachment was a huge concern to them. As they had predicted, by the end 
of the internship, every intern could recount several times when he or she had 
an emotional attachment to a euthanized patient. Anticipating that pet owners 
might choose euthanasia for some patients was agonizing for some interns. At 
the same time, nearly all the interns expressed concern that they would become 
jaded to the point that they would no longer be upset over the death of animals 
and they would lose their ability to empathize with patients and clients. The fear 
came, in part, from what they perceived as the callous attitude regarding death 
and euthanasia of the more experienced residents and specialists.

Specific stressors have been associated with the care of terminally ill hu-
man patients and their families.14 For example, physicians wish for a patient’s 
good death—however this is defined—and are disappointed if this does not 
occur.15 The same is true for veterinarians. Because attitudes regarding ani-
mals vary so widely, veterinarians can find themselves in conflict with clients 
over the appropriate time and rationale to kill animals. Thus, when the vet-
erinarian is not completely comfortable with the rationale for the patient’s 
death, euthanizing the patient may challenge the veterinarian’s identity as a 
doctor working for the interests of patients—so much so that the veterinarian 
may feel like an executioner, a murderer, or a killer instead of a doctor. Yet 
even when a veterinarian is in complete agreement with an owner’s decision 
to euthanize, performing euthanasia can be emotionally difficult.16

As interns gained experience, they had trouble adjusting to a role that 
changed from doing all they could to improve and prolong an animal’s life 
to ending it. Like their physician counterparts,17 participants often described 
feeling frustrated at having invested large amounts of energy in caring for 
patients who then die (sometimes euthanized by the veterinarian). Brit-
ish researchers sent questionnaires to veterinarians asking them how they 
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responded to euthanizing an animal they could not save:18 87 percent felt 
that they were a failure, 67 percent felt depressed, and 46 percent felt guilty. 
While my study’s participants felt guilt and frustration when euthanizing ani-
mals they could not save, they often felt worse when the client decided to 
stop treatment before they were ready to stop. As Dr. Shelly described it: “It 
is frustrating when owners change their minds or run out of money to treat 
and . . . all of a sudden they call and say we want to stop . . . and then we have 
to kill this animal we have been working nonstop to save.”

Euthanasia in Veterinary School

Once accepted into veterinary school, students usually complete three years 
of coursework and then spend most of their final year shadowing clinicians 
in veterinary hospitals. Within formal clinical environments, students act as 
aides to experienced veterinarians (interns, residents, and clinicians) caring 
for hospitalized animals. In addition to the clinical-year experience, many 
veterinary students worked in veterinary practices before entering school and 
continue to during summer breaks. Over the past several decades, veterinary 
schools have been criticized for a lack of formal training related to end-of-life 
issues; however, a recent survey of the curricula of all twenty-eight veterinary 
schools in the United States reveals that these trends are changing.19 Although 
the level and depth of formal instruction varied widely, most of my study’s 
participants reported at least some coursework related to euthanasia and end-
of-life issues, often introduced as a part of a professional ethics, problem-
based learning, or client communication course.

Storytelling is an important part of the oral tradition of physician train-
ing, although not an official part.20 The narrative themes tend to focus on 
sources of stress students face in medical school or those they can anticipate 
experiencing in a practice. Medical students tell stories about “dog lab”21 (in 
which a group of students practice surgeries on an animal over several weeks 
and then euthanize the animal) and anatomy laboratory22 but also about 
undesirable patients, medical error, and accidents.23 For example, among the 
many cadaver stories told about anatomy laboratory by physicians in train-
ing, one involves incidents in which the cadaver is suddenly revealed to be the 
mother, uncle, or sixth-grade teacher of the scalpel-wielding student. Frederic 
Hafferty argues that these stories demonstrate that students can overcome 
even the most shocking situations.24

While sometimes horrific and dark and other times humorous and enter-
taining, the narratives often have a serious underlying lesson, offering warn-
ing to those who disregard the significance of the lesson or fail to take heed.  
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Erving Goffman calls such cautionary tales “anecdotes from the past” and 
notes that they serve a variety of purposes: a source of humor, a cathartic 
expression of anxiety-producing aspects of their job, and disapproval of 
unacceptable behavior.25 Nearly every participant in my study could share at 
least one story heard while in school related to death and dying or euthana-
sia. Euthanasia-related storytelling falls into two categories, both reflecting 
the anxieties and concerns of students regarding the real world of veteri-
nary practice: tales of ethically outrageous situations and tales of euthanasia 
gone wrong.

Ethics-based storytelling reminds students of the ambiguity, contradic-
tion, and paradox in the practice of veterinary medicine. It asks them to 
anticipate what they would do in a similar situation. Storytellers often pre
sent the veterinarians as victims of outrageous adversity and clients’ disturb-
ing actions. In the ethically outrageous situations, veterinarians are asked to 
euthanize animals for what they see as frivolous reasons. In one story a vet-
erinarian was asked to euthanize a client’s healthy poodle because poodles are 
no longer in fashion and she wished to get a more fashionable replacement. 
The stories of treating animals strictly as property reflect veterinary students’ 
concerns about the ethical dilemmas they will face in the real world.

Some euthanasia-gone-wrong stories involve the unpredictable, strange, 
or outrageous behavior of clients: “There are folktales out there about clients 
regretting their decision to euthanize and taking their anger out on the veteri-
narian by punching him in the face. I don’t know if that ever happened, but I 
think clients can get out of control.” Stories of irrational clients are of particu-
lar interest to students because they are anxious about dealing with emotional 
clients and often do not have much experience with them. The general lesson 
of these stories is to expect the unexpected regarding interactions with clients 
but that good client communication skills can prevent misunderstandings.

Many of the horror stories focus on animals that do not die after the 
solution has been administered. In some stories the euthanasia fails because 
of veterinarian error, but in others the patient can withstand an abnormal 
amount of solution: “We heard stories where the heart won’t stop or you give 
it an unbelievable amount of medication and the animal still walks around 
the room.” In yet another version of the story, the veterinarian mistakenly 
believes the animal is dead, but it is only deeply anesthetized: “Everybody 
has heard the stories where the veterinarian goes into the freezer and hears an 
animal scratching inside the garbage bag or they give the animal to the owner 
and it wakes up in the car.” Several participants told a similar story, one most 
had heard in their respective veterinary schools, involving a horse:
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Intern: There are the urban legends of euthanasia like the one where 
the horse wakes up going down the highway on the flatbed trailer 
as it is being taken to the rendering plant because the vet did not 
give enough of the euthanasia solution.

Author: What do you take away from this story?
Intern: I don’t know if it is true or not, but it seems possible, and I 

know that I am really going to make sure I give enough solution 
and the animal is dead. I hear that story but—knock on wood—
I have never had one animal come back that I know of [laughs 
nervously].

The stories introduce students to the potential problems and technical chal-
lenges of euthanasia.

Other stories that involve technical issues teach students that euthanasia 
can be unpredictable and the potential for disaster is ever present, especially if 
certain precautions are not followed. In these stories the owner might be bit-
ten during the euthanasia (usually in the face) or the animal falls off the table 
while succumbing to the euthanasia solution. Some stories involve medical 
mistakes such as a careless veterinarian accidentally euthanizing the wrong 
animal. Researchers find that this sort of storytelling enables doctors to cope 
with stress and adverse emotions that tend to accompany medical-clinical 
failure26 and may even prevent error.27 Although these tales of disaster might 
be difficult to hear, the veterinarians involved overcome the disasters and 
lived to tell the tale. The stories also promote discussion of insider tricks and 
tactics to help avoid problems and manage technical challenges.

Although mostly legends, these stories present extreme versions of events 
that do occur in veterinary practice. I should also note that, although these 
stories were told as true events, I could verify none nor even get two respon-
dents to give the same details. Sometimes the story supposedly happened to 
someone close to the teller, but names of specific people involved are rarely 
known. From a sociological perspective, however, I am less concerned with 
the truth of the stories and more concerned with what they mean for the 
people who tell them and listen to them. Professional storytelling acts as a 
teaching tool to help novice practitioners cope with potentially ethically or 
physically stressful situations. These stories often bonded the group in their 
mutual horror and sometimes led students to brainstorm creative solutions to 
potentially challenging future problems.

Although the level and depth of formal and informal instruction varied 
widely among participants, common themes emerged from the interviews. 
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Of all of their concerns, interns felt most prepared to handle the technical 
aspects of euthanasia because those were procedures most interns mastered 
in clinical contexts. Administering the euthanasia solution involves a routine 
injection; however, if the intern does not feel confident about hitting a vein, 
he or she can put in a catheter before the euthanasia to simplify the technical 
aspect of the procedure. In short, most interns either felt confidence in their 
ability to handle the technical aspects or saw them as easily manageable with 
backstage preparation.

In contrast, all interns believed in one way or another that interacting 
with clients can be complex and unpredictable, requires patience and skill, 
and involves subtle, conditional aspects rarely made explicit during their 
schooling. Interns were anxious about giving owners bad news, negotiating 
the decision to euthanize, discussing financial issues, facing difficult ethical 
challenges, and dealing with clients’ emotions.28 Although surveys indicate 
that veterinary students identify these issues related to euthanasia as some 
of their greatest concerns, veterinary schools have been slow to incorporate 
training for these into the formal curriculum.29 Training in work-related skills 
such as communication, conflict management, and stress management may 
be helpful when lack of these skills contributes to stress.30

As in surveys of other veterinarians, my study’s participants complained 
that their veterinary education placed too much emphasis on the accumula-
tion of information and too little on the ability to think critically and solve 
real-world problems.31 Interns’ coursework related to ethical decision making 
and end-of-life issues varied from some to none, but most reported at least 
some, often introduced as a part of a professional ethics or client communi-
cation course. Many participants spoke highly of panels on communication, 
ethics, and euthanasia in which practitioners were brought in to talk about 
their experiences in their practice. However, many participants were criti-
cal of their ethics-related coursework as lacking realism and social context. 
Researchers have found evidence for this criticism and argue that the teaching 
of ethics, for example, could be improved with a focus on the everyday world 
relevant to practitioners.32

Participants often disagreed about the best formats for teaching subjects 
such as ethical decision making, communication, and end-of-life issues. For 
example, some practitioners support heavy reliance on clinical instruction, 
arguing these are skills best learned in the field rather than a classroom: 
“Everybody can say whatever it is they want to say and how they think they 
are going to respond in a given situation, but until they get there and they’re 
faced with it, well, it is nothing until you have a family in front of you.” 
Critical of their ethics-related coursework, these veterinarians minimized the 
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practicality of what they learned in the classroom: “We talked about these 
cases in school, and everybody’s got an opinion in the lecture hall of what’s 
right and what’s wrong, and that’s so stupid. It’s so stupid to just sit and talk 
about it in a room. You don’t know how you’re going to react when you get 
there.” However, most participants wanted to see more classroom attention 
given to these topics.

Many scholars of philosophy and biomedical ethics argue in favor of 
teaching ethical decision making in the classroom because it involves skills 
that can and should be taught.33 While research in other medical profes-
sions indicates that students can improve their ethical reasoning capabili-
ties through didactic and problem-solving experiences, veterinary students’ 
ethical-reasoning development falls short of these goals.34 Surveys of the cur-
ricula of veterinary medical schools in the United States reveal shortcom-
ings in formal coursework devoted to ethics and ethical decision making.35 
Moreover, Bernard Rollin notes the importance of integrating ethical lessons 
into the overall curriculum instead of isolating them into one professional 
ethics course.36 Yet in some schools, ethical issues associated with end-of-life 
decision making may be taught only informally during clinical rotations or 
briefly in conjunction with other subjects such as jurisprudence, professional 
responsibility, veterinary regulations, and small-animal-practice courses.

Proponents of veterinary communication argue that good communica-
tion is essential to a successful veterinary practice and should be taught as 
part of the formal veterinary curriculum.37 Research on the teaching of com-
munication in human medicine has demonstrated subsequent improvements 
in the diagnostic process, medical problem solving, and outcomes of care at 
all levels of experience.38 Instruction on end-of-life issues, including relating 
to patients, can make a positive difference for medical students.39 Research 
on veterinary communication suggests that some veterinarians would benefit 
from improved communication, as they are not fully exploring client con-
cerns or facilitating client involvement in euthanasia decision making.40

Unfortunately, few empirical studies examine the effectiveness of vari-
ous types of communication training in veterinary education. For example, 
although using trained actors as simulated patients to teach communication 
skills is well established in human medicine training,41 it is rarely used in 
veterinary training and only a few studies have tested the effectiveness for 
veterinarian-client communication. One study found significant improve-
ment in communication skills of students who received the training com-
pared to control groups.42 In another study, the use of dramatic scenarios 
combined with discussion was shown to be more effective than discussion 
alone.43 Adding humor to this exercise made it more entertaining than general 
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discussion and the scenarios appeared more realistic to students because they 
were scripted from actual clinicians’ experiences.

For some participants the comfort they offer owners feels natural because 
they empathize with the humans and the bonds they have with their com-
panion animals, but for others this counseling aspect of the profession is 
especially challenging. In a study of veterinary students who received pet-
loss hotline-support training, students who worked on the hotline reported 
themselves to be more confident and effective in responding to upset clients 
compared to those who had no experience on the hotline.44 Throughout my 
study, interns, residents, and clinicians continued to experience anxiety and 
stress related to client counseling and many desired formal training focused 
on grief management. Surveys of recent veterinary college graduates reveal 
they are anxious about euthanasia and do not feel competent in delivering 
bad news or dealing with emotional clients.45

While some practitioners call for courses devoted solely to the human-
animal bond and grief management to become a standard part of the veteri-
nary curriculum,46 others argue that this role is outside the domain of knowl-
edge, experience, and responsibility of veterinarians and should not be added 
to an already full curriculum. Given this disagreement, this book has impor-
tant implications for veterinary practitioners because it illuminates an often 
hidden or ignored aspect of the profession. Some veterinarians are actively 
engaging in the counseling aspects of veterinary medicine (as shown in Chap-
ter 3) with minimal formal training (as shown in this chapter). Although 
managing client emotions is not generally considered an official aspect of a 
veterinarian’s job, my research suggests that small-animal veterinarians are 
rethinking old notions of professional responsibility and including managing 
the emotions of clients whose animals they euthanize.47 In addition, as shown 
in Chapter 3, pet owners thanked their veterinarians for providing them 
comfort and counsel. Studies repeatedly reveal that veterinarians and their 
clients believe interpersonal skills are one of the most essential characteristics 
of an effective and successful veterinarian.48 More specifically, in surveys of 
client and veterinarian satisfaction regarding the euthanasia experience, both 
believe that veterinarians should be trained to attend to the emotional needs 
of the client.49

Because dealing with grieving clients is unavoidable, some veterinarians 
take a more pragmatic view, arguing that grief management might as well 
be done skillfully and compassionately so that clients will remember this 
thoughtfulness when it comes time to seek veterinary care for another animal 
in the future.50 A sentiment shared among most of my study’s participants is 
that those veterinarians who are more caring and sensitive to the anxieties and 
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emotional needs of clients are better veterinarians and will be more successful 
in building profitable practices. As demonstrated throughout this chapter, 
many scholars and veterinary practitioners believe that the skills veterinar-
ians gain from academic coursework help them build profitable practices, 
improve veterinarian-client relationships, and reduce stress related to ethical 
decision making, communication, and end-of-life issues.

The Graduates

Veterinary students receive so much more experience with back-stage ani-
mal procedures that those procedures become normalized, whereas much 
of the front-stage work of dealing with clients remains relatively unknown 
to them (and anxiety producing). In other words, students become familiar 
with dealing with sick, diseased, and dead animals, whose sights and smells 
most of the lay public would find disgusting, but they are kept isolated from 
most interactions and discussions with grief-stricken owners. Thus, looking 
back over their internship, novices described feeling initially overwhelmed by 
front-stage matters but gradually becoming more comfortable as they gained 
experience.

Because the interns valued creating a good last memory for clients (as out-
lined in Chapter 2), their lack of experience with client-witnessed euthanasia 
made them anxious. However, as they gained experience, most of the interns 
became confident in their ability to stage successful euthanasia. Although mis-
takes happen and technical calamities crop up even for the most seasoned 
professionals, interns learn techniques to save spoiled performances and create 
favorable impressions of the death of their patients. By the end of the intern-
ship, each intern could list a series of behaviors and skills he or she used to 
create a good death for animals and a pleasing last memory for the pet owner.

Veterinarians patiently, tirelessly, and daily helped clients deal with the 
emotional watershed that often accompanies life-and-death decision making. 
Although dealing with bereaved clients was initially awkward and uncom-
fortable for most interns, they eventually felt more at ease around emotion-
ally distraught clients. At first, interns were simply reacting to clients’ desires 
and emotions, but they eventually learned to anticipate and deal with clients’ 
emotions (as outlined in Chapter 3). For example, nearly every intern men-
tioned the need to reassure clients who chose euthanasia for their pets that 
their choice was appropriate. Although many gradually became more com-
fortable and competent in this role, others did not.

Time and time again, interns, residents, and more experienced veteri-
narians told me that one of the first lessons they learned in their internship 
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year was how much of veterinary medicine involved dealing with death and 
money. Thus, I was not surprised to read that researchers found veterinarians 
had low confidence specifically in the areas of handling emotional clients and 
discussing costs of care and payment.51 Because I repeatedly heard the phrase 
“Vet school doesn’t teach you about death and money,” it became crystal clear 
to me that participants wanted more from their education. Specifically, they 
wanted to improve their ability to negotiate difficult disagreements with cli-
ents, deal with emotional clients, and navigate the business aspects of veteri-
nary medicine. Regardless of their experience level, participants disdained the 
academic emphasis placed on treating disease while ignoring consideration 
of the financial realities inherent in the practice of veterinary medicine. They 
argued that there is no reason that the two cannot be taught in conjunction.

In school, veterinary students are trained to be medical providers to ani-
mal patients, but in the real world they have to learn a customer orienta-
tion. Young students idealistically believed that finances should be separated 
from treatment decisions, but over time they understood that cost influences 
the type of treatment chosen.52 As they gained clinical experience, interns 
became better at talking with clients about financing patient care; however, 
negotiating the cost of treatment still felt frustrating, difficult, and distasteful 
at times. Most come to accept it as part of the job. For example, weighing 
an uncertain outcome against the cost of treatment no longer provokes the 
distress it did for some interns in the beginning: “People love numbers. They 
always want to know what the chances are . . . you know, what are the odds? 
It bothered me at first to boil a patient’s life down to some number, but it is 
important to for clients who have to make tough choices.”

Few of the interns had developed strong enough personal values to com-
pletely withstand the psychological stress of their internship, and many had 
their idealism shattered, as the reality of the job was not what they imagined:

You are this empathetic animal-adoring person, and suddenly your 
job is to euthanize this animal you have never met before, for this 
person you have never met before who is falling apart with emotion. 
But they are also asking you to do something against your beliefs. 
They are not these evil people, and their stories are more complicated 
than you imagined when you were in school. You have this vision of 
what it is going to be like as a veterinarian, and you think you have 
solid standards of what you will do and what you won’t do, and you 
are going to be as good as anybody and maybe even better than all of 
them. But the reality is that you have to deal with what comes to you, 
and it is never all that straightforward. This is something that you 
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have to learn how to deal with, and you eventually ease your way into 
this act of the profession.

Several acted in ways they would later regret such as euthanasia of an animal 
at the owner’s request that they believed was not justified. Others regretted 
that they had “allowed owners to keep animals alive too long,” resulting in 
the unnecessary suffering of their patients. Interns would frequently cry when 
asked to recall these situations, holding on to strong feelings even after several 
months’ time. The frustration of interns was often compounded by astonish-
ment and dismay as they realized how far from their initial ideals they or their 
fellow interns would venture.

Veterinary interns experience personal responsibility and workload that is 
unprecedented in their experience. Working extraordinarily long hours, some 
interns had difficulty maintaining their initial ideals: “I hate to admit it but in 
some cases where I sort of want to argue with them . . . I just go ahead and do 
what they want because it can be easier and I haven’t slept in days and [then] I 
get to go home.” In a similar circumstance, this intern felt as though suppress-
ing her moral principles was sometimes an inevitable part of her demanding 
schedule and busy caseload:

It feels terrible when you don’t have time to convince an owner not to 
euthanize and you try to explain to them that it is a treatable disease. 
Things crash, and there are four emergencies waiting for you, and you 
don’t have time to deal with them and really talk to them about it. 
When they make that decision and I could have changed their mind 
and I don’t have time to talk to them so I am like “Okay let’s go,” I 
just [euthanize] the animal and get back to my other cases. [Eyes tear-
ing.] That weighs on me. I just don’t think many of us can avoid it 
and get what we need to do done.

Interns sometimes justified their behavior as practical so they could have time 
to concentrate on the other animals in their care.

Exhausted from working long hours, a couple of interns felt as though 
they acted against their moral principles by pushing clients toward euthanasia 
to avoid difficult cases:

I’ve felt like, you know, there was a period during the internship 
where I was like, “It’s just easier for me to [sighs]—to get these people 
to put their dog to sleep than it is for me to—to deal with it all, 
over and over again.” But I think that that’s probably what you’ll see 
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is that that happens. I mean, they were mostly dying anyway, and 
you just wanted to have something that was easy and straightforward 
and something you—you didn’t have to book in [for treatment], so 
sometimes you just present it in such a way that you know they will 
choose euthanasia.

You look at the dying cat with cancer on the list and you are like, 
“Ugh, if they wanted to book this in, it would be days, and we would 
be running so many tests, and it would be so much work” on top of 
the eight hundred other problems you are trying to solve as an intern. 
So when those people who bring that dog in that can’t walk, that has 
heart failure and renal failure and now has an ulcer and has all these 
problems, I may word it in such a way that they euthanize right away. 
That is not something pleasant to think about, but it is true. I have 
never [exactly] lied . . . , but I have presented it in such a way that I 
am trying to push them towards that.

Although interns might have felt as though they were pushing clients, to my 
knowledge they never withheld information or intentionally deceived them 
into choosing euthanasia. Yet virtually all the participants reported stress when 
thinking back on certain cases—wondering whether they encouraged own-
ers to choose euthanasia for the wrong reasons. Feelings of guilt were more 
intense if the veterinarian had at some point become frustrated with diffi-
cult illnesses or clients. Interns clearly struggled to adjust to the legitimate 
demands of balancing their exhausting schedules with quality patient care.

Organizational pressures led participants to compromise their ethical 
standards. Interns, constantly under pressure to prove themselves to supervi-
sors, for example, reported difficulty following their moral principles that 
went against the stated or assumed wishes of their superiors. They sometimes 
went along with morally questionable behavior without protest for fear of 
damaging relationships that could negatively influence their careers.53 This 
intern, under nearly around-the-clock pressure from supervisors, described 
using euthanasia as an easy solution to potentially problematic interactions 
with supervisors:

If you have a lot of euthanasias, that will get you down. But if you 
have really been hounded by a resident or something, that can be 
bad too. . . . Sometimes when you are new and just starting out with 
difficult cases, you may feel that euthanasia is a way out of problems 
because it is easier than figuring things out sometimes—when you 
are constantly in the grind of an internship, and everyone is always  
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questioning you on everything, and you always feel like you are either 
in over your head or kind of swamped or drowning or being criticized.

By blaming their demanding schedules and difficult supervisors, interns justi-
fied violating their ethical principles.

For most novice interns, their ethical principles remained the same, but 
the details were rewritten. For example, most interns held firm in their dis-
approval of euthanasia for the convenience of clients, but their definition 
of what constituted convenience changed over time. Just a month into his 
internship, Dr. Jacobs defined his feelings on convenience euthanasia:

Anytime an animal might need an inhaler for asthma or some kind 
of bronchitis, some people just freak out about it. To me that is a 
reason of convenience. Actually another good one would be giving 
the sub-Q [subcutaneous] fluids at home or insulin. There are some 
people that just are not comfortable with it. They always say, “Isn’t 
there just a pill? Do I really have to give an injection every single day? 
Do I really have to give it every time, the same time every day? How 
annoying!” Well, I say they are annoying. I just won’t do those where 
it is just the convenience of the owner.

Like many interns, Dr. Jacobs narrowed his definition of convenience eutha-
nasia as his internship progressed, which meant he did more euthanasias. 
What is most interesting about Dr. Jacobs is that by the end of his intern-
ship he excluded every example he had initially listed from his definition of 
convenience euthanasia. For instance, he no longer considered it a reasonable 
expectation that the client give the pet a daily injection. Calling his old defi-
nition “naive,” Dr. Jacobs’s new limits were considerably narrowed: “I won’t 
do those ‘I’m moving’ convenience ones or the allergies-in-the-family thing.” 
Concepts that seemed so clear and transparent to novices at the beginning of 
the year became dense and complicated as the year progressed.

Many interns came to see their initial definitions as naive and their new 
ones as realistic and practical. Like Dr. Jacobs, many of the interns who ini-
tially thought they would never euthanize a diabetic patient began to see cases 
where pet owners were not conscientious and the patient suffered. Dr. Green 
described how her definition of diabetes as a treatable and reasonably man-
ageable disease changed as a result of her clinical experience:

It is not a wrong decision to euthanize that animal, because without 
that treatment—for whatever reason, like, the cat is too bad or clients 
don’t have time—the animal can get much more sick and suffer a 
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lot more. You only have to see so many animals in diabetic shock to 
change your mind on this issue. It is not worth it to me if the own-
ers are not 100 percent committed—I don’t push it anymore. This 
is where, depending on the owner, a treatable disease is no longer 
treatable.

At the end of her internship, Dr. Green said, “I always have to remind myself 
that it is better to be euthanized than to die an uncomfortable death from a 
treatable disease.” In the beginning many novices were surprised that some 
owners were unwilling to make for pets what interns considered minimal 
effort. However, they began to see a wide range of pet owners, some whose 
willingness to do necessary care at home exceeded their expectations and oth-
ers who disappointed.

When it comes to managing ethical uncertainty, much of the litera-
ture supports a concept of cognitive dissonance, a term used to describe the 
disparity between people’s attitudes and their actions.54 The theory is that 
people strive for internal consistency between beliefs and behavior, and the 
greater the distance between the two, the greater the effort they have to make 
to avoid strain. People respond to cognitive dissonance by either changing 
their attitudes or by modifying their behavior. By having malleable attitudes, 
interns were able to remain true to their initial ethical principles. Redefining 
concepts such as convenience for many young veterinarians neutralized the 
cognitive dissonance they initially had and helped them avoid seeing their 
actions as immoral.

Researchers studying idealism traced the fate of the meaning of public 
interest law among law students and found that graduating seniors believed 
they emerged from school with their altruism intact.55 However, researchers 
documented that the students’ concept of public interest law changed over 
the years and held very different meanings for incoming and graduating stu-
dents. Like young lawyers, many interns revised their definitions of health 
and illness as their first year progressed:

I never put down a healthy animal, but my definition of healthy 
has changed. Maybe that is how I keep my ethics in check so that I 
can say I have never euthanized a healthy animal. My ethics didn’t 
change . . . , but I became more realistic in my definition of healthy. 
If the animal doesn’t get the necessary treatment, they will suf-
fer and they will die from a so-called treatable disease. If the cli-
ent doesn’t have the funds, a treatable disease becomes a terminal 
disease.
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Like both the previous interns, many said that they would never euthanize a 
healthy animal, but their definitions of healthy and terminal illness changed 
in such a way that they were able to keep their original moral principles with 
fewer ethical conflicts. Novices were able to hold on to their initial ideals by 
redrawing boundaries around certain concepts.

The scientific ideology inherent in veterinary training often denies that 
science makes any value judgments, but the meanings of health, disease, and 
sickness are heavily influenced by values. Many concepts related to health and 
illness, such as quality of life, are not empirically obvious properties and their 
definitions vary considerably from veterinarian to veterinarian. When asked 
to list the criteria they use to evaluate quality of life for their patients, veteri-
narians gave widely different accounts:

I find that a lot of veterinarians base it on whether or not the pet is 
eating. Me, personally, I don’t think that that is really the only thing 
that you need to look at, ’cause I have seen several pets that owners 
don’t want to put to sleep because they have a great appetite but the 
dog still can’t walk and is blind and deaf and has a number of medical 
problems. But just because he is still eating, I don’t necessarily still 
consider their quality of life to be good.

Some veterinarians focus solely on the physical attributes of animals; others 
include psychological traits as well. Yet even when two veterinarians agree 
as to the exact set of characteristics that count as good measure of quality of 
life, they may then disagree as to how to evaluate and measure those char-
acteristics. For example, many veterinarians believed euthanasia was always 
acceptable for suffering animals, but definitions of pain or discomfort varied 
considerably from veterinarian to veterinarian.

The original ethical beliefs and values that the interns brought with them 
to the internship were far from immutable, and interns were able to hold on 
to their initial ideals and reconcile internal moral conflict by redefining ethical 
principles. For example, the practice of euthanasia influenced some interns 
to rethink other ethically challenging practices such as onychectomy,56 or cat 
declawing: “The option of euthanasia changes things. Because of euthanasia 
I think differently today about practices in veterinary medicine than I did 
before I started working . . . take declawing, for example. Declawing can be a 
life-saving procedure! I used to think I would never declaw a cat. Now if the 
owner is going to put the animal down because it scratches the furniture, I will 
declaw the cat rather than euthanize it.” This veterinarian resolved an initially 
ethically challenging situation by redefining it as a life-saving procedure.
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Over the last few decades, many veterinary journals have featured articles 
on ethical issues in the provision of veterinary services, and those associated 
with end-of-life issues and euthanasia are prominent.57 As they were leaving 
their internship, many interns continued to struggle with reconciling con-
flicts that sometimes occur between personal values and patient or profes-
sional demands. Veterinarians are burdened with the task of deciding not 
only what counts as a legitimate rationale to dispense death but also how to 
define the evidence to establish this claim. And different veterinarians will 
often take entirely different approaches to the same issue. One veterinarian 
may perceive the killing of an animal with diabetes as unacceptable killing of 
a healthy animal, but another may see it as a terminal disease in which eutha-
nasia is a legitimate option because of the burden on the pet owner.

Most of the interns identified euthanasia as presenting some of the most 
challenging aspects of their internship. This is not surprising, as end-

of-life decision making often involves high emotions, clinical unpredictabil-
ity, and choices between equally unfavorable options. Interns often faced 
dilemmas that pitted their idealism against pragmatism, in which what they 
wanted to do conflicted with what was more practical, what an owner could 
afford, or what others wanted or expected of them. Doing what appeared 
right to them at times seemed to conflict with doing what was most practical 
for their patient:

I think it is difficult for interns to learn the pragmatic way of practic-
ing medicine. Right out of vet school you are taught the best medi-
cine, and you get to do the best medicine. At first I would approach 
these cases . . . I would always present the ideal way to fix things, and 
I think I did get slapped in the face a few times and shocked by own-
ers who have nothing and they can’t proceed at all so we euthanized. I 
learned to feel out each situation, and I have started to give more op-
tions. Give the best option first and I say that “this is ideal and what 
is best for your pet,” and then I say, “Or you could give something 
a bit more middle of the line a try. It is not ideal, but it is affordable 
and practical.” You have to let go of always doing everything and do-
ing the best if you want to avoid euthanizing everything that walks 
in the door.

Many interns began to feel that defining patients’ health and quality of life 
was not always as clear-cut as they would prefer. The decision to euthanize 
an animal is a complex, negotiated process between client and veterinarian.
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This phenomenon of reality shock, which often happens as novices con-
front the inconsistencies between their dreams of the profession and what it 
is really like, has been reported in many occupations, especially medicine and 
law.58 Although some novices suffer stress and loss of self-esteem, most adopt 
the coping strategies common to their profession (as discussed in Chap-
ter 5) to deal with the distress they feel. From human-medicine students59 
to police officers training to become members of the animal-cruelty inves-
tigation unit,60 as novices encounter the dilemmas of the real world, their 
idealism takes a serious hit. However, over time, another kind of optimism  
develops—one tempered by the reality of the job, which allows workers to 
face the necessary challenges and to derive satisfaction, reward, and happiness 
from their work.

Veterinary novices come to realize that moral issues are embedded in 
messy, real-life situations that involve weighing the animal’s interests against 
those of the client. While some veterinarians are clearly more client oriented 
and others more patient centered, most seem to strive for balance. At the end 
of the year, I asked participants who were seasoned interns what advice they 
would give the new incoming-intern cohort. They almost exclusively focused 
on the importance of considering multiple perspectives and being morally 
flexible in their work—both with clients and colleagues. On one hand, they 
would encourage new recruits to keep an open mind to the owner’s point 
of view, try to see things from their perspective, and try not to judge their 
decisions. On the other hand, interns also wanted to inspire the newbies to 
advocate for their patients, to educate the owners on behalf of animals, and to 
resist pressure to do things that make them uncomfortable. Using the meta-
phor of a bridge designed to withstand powerful wind, one intern said, “Be 
flexible, but don’t break.”
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Coping with Euthanasia

Emotion-Management Strategies

All veterinary encounters are carefully negotiated, triangular 
interactions involving the veterinarian, the human client, and 
the animal patient. Because the animal is nonverbal and basi-

cally powerless to participate in any consultation, the client and veteri-
narian must determine the animal’s problem and negotiate an outcome 
for the patient.1 As both service providers to their human clients and 
medical professionals to their animal patients, the divided responsibili-
ties can be difficult for veterinarians to balance, causing them difficult 
ethical dilemmas.2 As seen in Chapter 1, conflicts between veterinarians 
and their clients can occur for many reasons. For example, veterinarians 
may differ from their clients in personal values and opinions regarding 
the ethical treatment of animals.

This chapter is concerned with emotional and moral stress associated with 
animal death and the practice of euthanasia. Veterinary work causes distress 
for practitioners because it requires people who care strongly for animals to kill 
them, often when they are not sick enough to easily justify their death. The 
philosopher Bernard Rollin argues that animal-care professionals are exposed 
to a unique type of euthanasia-related moral stress.3 As described by Rollin, 
animal-care professionals typically enter their occupations because they want 
to help animals but then face a contradiction between what they believe they 
ought to be doing (e.g., protecting animals) and the reality of what they are  
asked to do (e.g., kill animals).4 Consistent with Rollin’s notion of moral 
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stress, Arnold Arluke uses the term caring-killing paradox to describe how 
animal-care professionals experience emotional stress when they are expected  
to euthanize animals for whom they have provided care and protection.5

In addition to this kind of euthanasia-related stress, veterinarians bear 
another conflicting responsibility related to end-of-life care, the duty to pro-
tect patients from unnecessary suffering and the obligation to continue life 
support as requested by pet owners. The veterinarian’s technical expertise 
and the client’s intimate attachment to the animal can lead them to different 
conclusions regarding the best interest of the animal. How do they do these 
tasks without abandoning a sense of themselves as people who work in the 
best interest of animals? How do veterinarians resolve challenging situations, 
manage ethical uncertainty, and deal with uncomfortable feelings?

The stress literature identifies two basic types of coping strategies: prob-
lem focused and emotion focused.6 Problem-focused tactics involve mobiliz-
ing actions aimed to change the realities of the situation. The techniques 
veterinarians rely on to resolve disagreements with clients outlined in Chap-
ter 1 are primarily problem-focused approaches. Emotion-focused tactics 
typically involve regulating one’s emotions linked to the stressful situation 
without necessarily changing the reality of that situation. Thus, the emotion-
focused coping strategies outlined in this chapter are more concerned with 
adapting to stressors rather than changing them. While problem-focused 
coping would seem most effective because it directly addresses the cause of 
the distress, Susan Folkman and Richard Lazarus suggest both strategies may 
be necessary because overcoming problematic emotions is often related to 
overcoming the problem.7

The effectiveness of problem-focused coping, of course, depends on 
whether the stressor is controllable.8 Stressors associated with veterinary 
euthanasia involve both controllable and uncontrollable events. Whatever 
the level of stress my study’s participants experienced, which depended 
to some extent on personal values, all relied on both problem- and emo-
tion-focused coping tactics. As outlined in Chapter 1, veterinarians use 
problem-focused strategies to negotiate disagreements with clients. How-
ever, these tactics do not always resolve the problem. In this chapter I first 
briefly outline the imperfections in problem-focused strategies before mov-
ing on to the emotion-focused strategies veterinarians use to manage their 
emotions and resolve ethical uncertainty. The chapter concludes by investi-
gating problems implementing emotion-focused strategies, exploring why 
some people do not consistently use them and why they sometimes fail to 
resolve tensions.
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Imperfections in Problem-Focused Strategies

Problem-focused strategies often helped veterinarians avoid stress related to 
euthanasia but did not always change the outcome for the animal, thus falling 
short for veterinarians. For example, the strategy of convincing pet owners 
to surrender their animals to local animal shelters could avoid euthanasia. 
However, Dr. Spencer, as did many participants, feared that less-than-perfect 
animals would unhappily spend the remainder of their lives in crowed shel-
ters and end up euthanized anyway:

In the beginning I would have been more likely to try to get them to 
surrender. Like if they would come in and say, “Oh, he is old, and he 
pees on the rug, but maybe the shelter can adopt out a dog like that?” 
No, . . . no one will want to adopt it, so it will get euthanized, and it 
will spend its last two weeks uncomfortable in a shelter environment.

Sometimes participants did not want to ask the shelter to take on more 
animals—especially those perceived as unadoptable—because they felt sorry 
for shelter workers who have to euthanize so many animals. As a problem-
focused strategy, surrendering animals to a local shelter can provide a good 
alternative for relatively healthy, young, and well-behaved animals because 
they have the best chance of adoption. However, a nagging skepticism some-
times diminished the positive feeling of hope that the strategy would give the 
animal a chance for adoption.

The veterinarian in some instances faces legal obligations to follow the 
wishes of the owner. One of the most difficult disagreements between veteri-
narians and their clients involved owners who wished to continue treating or 
artificially sustaining the life of their terminally ill companion animal despite 
the animal’s poor prognosis. According to an American Veterinary Medical 
Association legal brief, veterinarians’ right to terminate service is far more 
limited than their clients’ right to take their animal and leave:

Clients, our courts have said, do not have to accept professional ser-
vice from anyone any longer than they desire. The health profes-
sional, on the other hand, must continue service once the contract is 
created until the result has been achieved or until he can voluntarily 
terminate it without injury to the client. As a matter of law, it is 
generally stated that if a professional wishes to discontinue service, 
he should not do so during any critical phase in the rendition of such 
service.9
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The problem for veterinarians is that they could not refer these clients to 
other veterinarians because the patients are gravely ill and transfer is likely to 
cause death. In these cases, veterinarians feel a strong duty to protect patients 
from unnecessary suffering and they may even wryly joke about accidentally 
slipping the patient the blue juice. However, intentionally inducing the death 
of animal against the owner’s wishes is highly unethical, and participants were 
duty bound to continue life support as requested by pet owners despite how 
upsetting it could be for them. Many participants described these types of 
disagreements with clients as some of the worst to resolve.

Although a veterinarian has the legal right to refuse requests for euthana-
sia, many felt guilty doing so because their refusal only shifted responsibility 
to a fellow colleague or local animal shelter. Many veterinary practices have 
policies regulating veterinarian refusal of clients’ requests. At some hospi-
tals, administrators strongly discourage veterinarians from refusing owners’ 
requests, believing that it is a veterinarian’s responsibility to carry out owners’ 
wishes. Other hospitals encouraged veterinarians to act as their conscience 
dictated. A veterinarian’s stress can be exacerbated when employed in a prac-
tice with colleagues whose moral views do not match his or her own: “I have 
had a huge problem when it comes to the front desk and euthanasia; . . . they 
get mad when we don’t want to euthanize. . . . You don’t need someone to 
make you feel bad about it or make you defend your decision.”

Killing sick animals with good prognoses simply for financial reasons was 
often the most difficult euthanasia procedure to avoid. Rarely, animal shel-
ters or rescue organizations have special funds to cover medical expenses, but 
these funds are generally quite limited. Dr. Sanchez explained the difficulties 
of problem-focused strategies in these cases:

Say the dog is sick, but certainly fixable, and it would cost three or 
four thousand, and the moral dilemma for me is you can’t require 
people to just cough up three or four thousand. That is not a fair 
expectation, and that is not the way we should practice medicine. 
Yes, ideally, but you can’t just say you are an asshole for not wanting 
to pay three or four thousand for your pet. It is a lot of money, so if 
they are really sick and the treatment is going to be expensive, then 
unfortunately, euthanasia does become an option. . . . It is also not 
the kind of thing where we can surrender him [to an animal shelter 
without treating him first].

Some veterinary hospitals and clinics set aside small funds so that employ-
ees can do medical treatments pro bono; however, alternatives to euthanasia 
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often require more substantial funds. If the treatment exceeds the set lim-
it, the policy may allow the veterinarian to treat the animal free of charge 
but generally requires pet owners to surrender ownership, and the animal is 
placed in a new home. Offering services for free or reduced prices is not a 
viable problem-based strategy because veterinarians cannot make a habit of 
this if they expect to stay in business.

Even when problem-based strategies avoided the original cause of the 
stressor, veterinarians often felt tremendous stress related to the strategy itself. 
Dr. Miller described how pro bono work avoids the stress of financially based 
euthanasia but can be heartrending for the veterinarian who has to watch 
distraught pet owners reluctantly sign over custody: “It is so hard to take the 
pet from them when they are sobbing. . . . It sucks to take this kid’s dog away, 
to take anyone’s pet away, when they can’t afford treatment, but I sure wasn’t 
going to kill the dog.” Some clients regret their decision and have accused the 
veterinarian of stealing their animal. If their pro bono work required surren-
der, some participants did not invoke this strategy because taking the animal 
away from the pet owners was so emotionally upsetting. When participants 
did use the strategy, they felt good to have saved their patient but felt cruel to 
their clients: “I feel like a total asshole, but . . . there are two options: either it 
is your pet and you pay the deposit, or it is not your pet anymore.”

Problem-focused coping worked best to resolve some straightforward dis-
agreements with clients but offered little help with ethical dilemmas, difficult 
situations with no clearly preferable outcome. When it comes to life-and-death 
decisions veterinarians must deal with an array of ethical dilemmas. Decisions 
regarding euthanasia of companion animals are rarely straightforward because 
they often require consideration of factors beyond the health and comfort of 
the animal. For example, when a hundred-pound, arthritic bullmastiff experi-
ences increasing difficulty walking up and down stairs to the client’s third-floor 
apartment, euthanasia may be decided on because of the demands on the owner.

Sometimes the veterinarian’s problem-focused strategies to resolve dis-
agreements with the client were unsuccessful. In some cases, veterinarians 
agreed to their client’s request because they were unable to negotiate a better 
alternative for the animal or pet owner. Others ended in favorable outcomes 
for patients but came with a hefty moral or emotional cost to the veterinar-
ian. As we saw in Chapter 1, lying to clients may sway them to the veterinar-
ian’s desire, but such a strategy violates the veterinarian’s professional ethical 
code. Participants sometimes broke their hospital’s pro bono policies, but this 
strategy risks reprimand and damaging relationships with colleagues. Even if 
problem-focused strategies ended favorably, the negotiation process itself was 
often emotionally draining.
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Emotion-Management Strategies

Emotional Distancing: Animals as Pets and Patients

Getting emotionally attached to patients adds to any veterinarian’s difficul-
ties when he or she is called on to end the patient’s life. Like many other 
participants, Dr. Petrich managed uncomfortable feelings over euthanasia by 
making a distinction between a patient and an anonymous pet:

[Performing euthanasia] is certainly different for patients that we 
have worked with a lot, but when you don’t really know them, it is 
just another thing that is on the list that has to be done. . . . It is not 
really as—I don’t want to say “emotional” because it is, but it is differ-
ent for a patient or just someone’s pet that is old and sick and [that it’s] 
time to euthanize. (Emphasis added)

As Dr. Petrich’s statement demonstrates, veterinarians felt more emotionally 
prepared for the death of animals brought in specifically for euthanasia. As 
veterinary students, some interns had distanced themselves from grief over 
the loss of an animal by not thinking of them as their patients: “Animals in 
clinics haven’t really been my patients. And I haven’t worked hard and tried to 
make them feel better or been the one to manage their care. So I really haven’t 
had that attachment.” Thus, as in Dr. Edwards’s experience, veterinarians cre-
ate boundaries to establish emotional distance from animals: “In your mind 
you are putting together one plan versus the other. [Either] [t]he animal . . . 
becomes your patient and you treat him, or you euthanize him. You just click 
it into place when they make their decision.”

Like shelter workers, veterinarians protect themselves against emotion-
al involvement by avoiding attachments to animals for whom euthanasia 
seemed likely.10 For example, as Dr. O’Neal explained, if the animal’s medi-
cal care required expensive treatment, participants tried to evaluate whether 
clients would be willing or able to invest the necessary funds or would choose 
euthanasia:

If it is over a certain amount of money, I often assume they are not go-
ing to treat or be able to pay for treatment. . . . If [the animals] are not 
vaccinated or they are full of fleas or ticks or have untreated wounds, I 
guess there are certain red flags that you pick up on that you make an 
assumption this person is not going to invest anything. You can feel 
that they don’t seem to put effort into their animal. . . . Sometimes 
they surprise you and make the investment. Not very often, but they 
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do. It just helps when you know not to get your hopes up so you can 
just not get that attached to the animal.

Similarly, residents commonly asked their interns to estimate the likelihood 
of treatment: “This is a $1,200 cat. Do you think the owners will go for it?” If 
the intern believed treatment is likely, residents spent time assessing the case 
and sketching out a plan for the “patient.” However, if the intern was doubt-
ful the clients would pursue life-saving treatment, the resident gave compara-
tively little notice to the “pet” and moved to the next case. By anticipating 
from the beginning whether the pet owner is unable or unwilling to pay for 
alternatives to euthanasia, the veterinarian can avoid getting too attached to 
the animal.

Virtually all of the novice interns feared that they would be hurt or burn 
out if they could not achieve some level of emotional detachment. Emotional 
detachment was not always easy to achieve for many novices, and for some 
interns it was a considerably difficult task. Yet for others, emotional distance 
seemed to come with relative ease. In Spencer Cahill’s study of mortuary 
science students, he noticed that many seemed better able to achieve the 
necessary emotional distance compared to some of their peers (and him).11 
The students who were able to more quickly adjust to emotionally challeng-
ing aspects of dealing with the dead all had family members in the funeral 
business, leading Cahill to argue that those students entered school with 
emotional capital that others lacked. Similarly, the attitudes and values of 
veterinarians regarding animals are influenced by their experiences in child-
hood and adolescence.

In line with Cahill, a few of my study’s participants suggested that it was 
easier for them to keep emotional distance because of their background—
such as growing up on a farm, in a geographically rural area, or in another 
culture. Dr. Stevens described his early life and experiences with animals in 
Lebanon, before he moved to New York in his adolescence. He said, “When 
I have to euthanize something that really shouldn’t be euthanized, it is not as 
hard for me as it is for some of my colleagues.” When I asked him why, he 
credited his family background:

I never had pets growing up. My dad is from Jordan, and my mom is 
from Lebanon . . . so just the idea of having an animal in the house is 
kind of odd to them. Animals were not really companions but were 
for some use. The cats that they might have considered pets are like 
stray cats that you feed and that is it. . . . People are less willing to 
spend as much money on animals. . . . I guess it makes it easier to 



Coping with Euthanasia  143

recommend euthanasia . . . [when clients] can’t afford something or 
whatever reason because of spending time in Lebanon and thinking 
about how animals are treated differently there.

Dr. Kaufman, who grew up in Israel, described a similar outlook on pet ani-
mals: “If you have a dog, it is outside, and that’s just where animals belong, 
is outside, so we don’t have pets—I mean, they don’t belong on a bed or 
in a living room.” Although today her dogs share her bed, she believed her 
early experiences made it easier for her—compared to peers with different  
backgrounds—to create emotional distance from patients.

Common themes emerged among participants who felt they brought 
something akin to Cahill’s emotional capital with them to the job. Unlike 
nearly all of their peers, many had not developed emotional connections 
to animals until their adulthood. They hypothesized that they were more 
accustomed to being around people who had a strictly utilitarian approach to 
nonhuman animals compared to their peers: “Where I grew up it’s all mostly 
what the animal will do for you; . . . cows, goats, horses . . . do things for you 
and they work for you.” With regard to companion animals, Dr. Cartwright 
provided a statement representative of those who grew up on a farm or in a 
rural area: “It is simply different in the Midwest. . . . People get attached to 
pets there, but if Fluffy gets sick, they are more likely to think, ‘We can just 
get a new dog and spend this money on something else.’ They aren’t cold peo-
ple or heartless at all, but they just see things differently.” Although they too 
struggled at times to achieve emotional distance, these practitioners believed 
their background helped them see animals in their care as both subjects and 
objects, “patients” and “property.”

Some novices feared that emotional distancing might cause them to 
become jaded or burned out and they would not be the kind of caring, sym-
pathetic veterinarian they wanted to become. Abortion clinic counselors sim-
ilarly struggle to create the necessary emotional distance to get the job done 
but fear going too far, such that they would no longer be able to authenti-
cally help people: “If they stayed invested in their work, then they experi-
enced a host of negative emotions that made work tiring and stressful. If they 
detached, then they felt they were not effectively providing care.”12 Veterinary 
students, as in many other occupations that rely on emotional distancing as a 
coping strategy, are expected to learn a careful balancing act.

Veterinarians with decades of experience often nostalgically recalled the 
more intense attachments they felt for the animals in their care as younger 
practitioners. However, they also recalled that those unguarded emotional 
attachments come with a hefty cost. For example, Dr. Baker, a veterinarian 
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with over thirty years’ experience, told me that he used to let himself get “all 
wrapped up” in a case. These early experiences were an “emotional roller-
coaster ride,” in which he would get incredibly excited at a patient’s slightest 
improvement and extremely depressed when conditions worsened. Although 
he valued the connections he continues to develop with patients, he is unde-
niably more guarded: “Now I don’t let myself get too wrapped up. . . . I find 
myself more distant. . . . I think this is what happens to veterinarians as they 
gain more and more experience.”

Like their human-medicine counterparts,13 veterinary students are taught 
that complete detachment can lead to a lack of concern for patients but that 
getting too close to patients can compromise their medical judgment and the 
quality of care. But today’s human patients and veterinary clients want to feel as 
though they are in the hands of professionals who care about their or their pet’s 
well-being. Emotion and connection should thus be sparse and balanced with 
detachment. Talcott Parsons describes this seemingly incongruous mind-set as 
“affective neutrality,”14 while Renee Fox prefers the term “detached concern.”15 
The blending of counterattitudes, “detachment” with “concern,” is nothing 
new to medical training, as students are taught to balance idealism with real-
ism, uncertainty with certainty, and self-orientation with other-orientation.16

During their internships, novice veterinarians are expected to learn to 
balance detachment with concern. On one hand, supervisors considered it 
important that interns not become desensitized to the feelings and emotions 
of their patients or indifferent to the killing of animals. Interns are told to 
“remember what you are here for” and “why you got into this profession in 
the first place.” On the other hand, supervisors warned interns that extreme 
attachment could cloud their judgment, leading them to make bad medi-
cal decisions. Interns are advised to build a protective emotional callus and 
put up walls around their emotions: “When you just don’t have that little  
callus, . . . then it hits you a little harder.”

By the time novices enter their internship, they do not have to be told 
they are expected to develop emotional detachment; they were warned, dur-
ing clinical rotations in school, not to get too attached. Moreover, some lab 
exercises create distance from animals. Like human-medicine education,17 
veterinary education often includes using living dogs to illustrate basic physi-
ology principles, after which the dogs are killed.18 Although this practice has 
become quite controversial19 (and is discussed in the Conclusion in greater 
detail), many veterinary and medical schools defend the use of “dog lab.” 
Sociologically speaking, the laboratory exercise has the effect of distancing 
veterinary students from their patients, who learn to see dogs in the labora-
tory as learning tools rather than patients.
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Emotional distance is also achieved, in part, by learning to think of the 
animal as a series of technical puzzles to be solved rather than as a patient with 
feelings. Interns often introduced their patients to me according to the type 
of specialty surgery they expected to learn, such as “my hip replacement” or 
“my soft tissue sarcoma surgery.” When among fellow insiders, participants of 
all experience levels frequently referred to patients by their disease or medical 
problem rather than their name. For example, patients were introduced as 
“my hemangiosarcoma” or “my prolapsed eye.” A dog with severe, advanced 
abdominal cancer was even comically introduced as “a stomach tumor with 
a dog attached.”

Despite emotionally distancing techniques that encouraged veterinarians 
to see animals as objects, animals were also seen as individuals worthy of com-
passion and sympathy with feelings and desires. The culture of the teaching 
hospital is that it is normal and expected for veterinarians to be touched by 
the suffering and death of animals as well as by the grief of their clients. As 
seen in earlier chapters, veterinarians show genuine (and sometimes intense) 
sympathy and are sensitive to their patient’s comfort and the owner’s grief. 
Participants filled their desks and workspaces with photos of favorite patients 
or patients they had euthanized along with letters and cards from owners 
thanking them for their support. While showing me collections of patient 
photos, some participants openly cried and others choked backed tears as 
their voices cracked.

The hope, of course, is that veterinary professionals learn to accommo-
date these emotions so that they do not become overly strained or emotion-
ally burned out. Yet at times participants became so attached to their patients 
that they were overwhelmed with emotion when anticipating their death. 
Even with patients they had just met, veterinarians often felt great sadness 
at the prospect of euthanizing them. Nearly all participants believed it was 
important to have some emotional distance, but they also valued their con-
nections to patients and clients. By learning to balance detachment with con-
cern, veterinarians were able to maintain an emotionally safe distance yet not 
entirely detach themselves from the patient.20

Emotional Distancing: Humor, Slang, and Laughter

As mentioned in the Introduction, participants sometimes employed dark 
humor to create emotional distance from death and cope with death-related 
situations. Veterinarians used humor, slang, and laughter in multiple contexts 
for a variety of purposes. During my research, I was struck by the volume of 
humorous exchanges in day-to-day banter as well as the number of pranks 
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and practical jokes. For example, veterinarians enjoyed playing pranks on cli-
ents by putting pink casts on the broken legs of tough-looking, male pit bulls, 
rottweilers, and bulldogs. Participants clearly relished the incongruous image 
of their patients as well as the owner’s expression: “You should have seen the 
look on that guy’s face! I love doing that. It always gets a laugh.”

Veterinarians regularly poke fun at the silly or cute antics of animals, but 
they more often joke about disgusting puss-filled wounds and flea-ridden, flat-
ulent patients. Like nurses,21 medical students,22 emergency responders,23 and 
prison officers,24 veterinarians and their technicians25 use humor when deal-
ing with the physically dirty tasks of their profession, including dealing with 
dead bodies, unpleasant odors, blood, excrement, and vomit. Through self-
deprecating humor, all of these workers were able to characterize themselves as 
a special group of people capable of withstanding the physically and emotion-
ally dirty aspects of the occupation. Because such work can seem ridiculous, 
demeaning, and stigmatizing, humor provides distance from the offending 
task and helps turn a disgusting situation into something more bearable.

Laughter and joking among insiders often creates a sense of unity, ame-
liorates the strain of common problems, builds rapport among staff, and 
strengthens their morale.26 From physicians27 to prostitutes,28 workers engage 
in derogatory jokes that mock problematic patients and clients. Veterinarians 
are no exception. In Clinton Sanders’s study of problematic veterinary clients, 
some clients were the subject of jokes because they were seen by veterinarians 
as “so hopelessly ignorant of the basic requirements of animal caretaking that 
they were viewed with sort of sad bemusement.”29 A favorite backroom pas-
time of my study’s participants involved regaling colleagues with amusing sto-
ries about crazy, peculiar, anxious, or high-maintenance clients. Indeed, some 
especially entertaining tales reached near folklore status around the hospital. 
As far as I could confirm, one story, involving an eccentric client who strolled 
her elderly beagle around the hospital in a baby carriage, could be traced back 
nearly twenty years.

Clients seen as irresponsible or neglectful pet owners were often the sub-
ject of joking and ridicule. For example, Dr. Brown’s scorn for some clients 
was clear in her sarcastic remarks, such as “We see a lot of [clients whose pets 
fell from] high-rise [windows] . . . in New York. These people are annoying. 
You can spend $2 on a screen or $2,000 at the [hospital]. What sounds bet-
ter to you? What morons!” Clients deemed ignorant of their animal’s serious 
condition were also the subject of contempt. For example, upon telling his 
colleagues that his patient had been “breathing funny for a week,” the veteri-
narian sarcastically added, “Wow, they rushed her right in!” Another partici-
pant mocked client negligence by portraying the “thoughts” of her patient to 
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coworkers, “Yes, I have been puking for several weeks. My owners brought 
me in immediately.” Mockery and disdain were especially pronounced when 
an animal was euthanized for what had started as a preventable problem.

Occupational slang distances workers from unpleasant tasks and upset-
ting situations, provides a private means of communication, and is sometimes 
simply an exercise in creativity and wit.30 The folks in the gastroenterology 
unit thought themselves particularly clever when they described their work 
as a specialty that “doesn’t take anybody’s shit” and with nicknames like 
“Rear Admirals” or “Guts and Butts Docs.” To poke fun at some difficult 
clients, veterinarians call them crocks—medical slang for people with no 
apparent illness or measurable problem—who are possibly using their pets 
as an attention-getting measure.31 Veterinary clients believed to be senile, 
unintelligent, or intoxicated may become a CSTO or DSTO, or “cat (or dog) 
smarter than owner.”

Participation in humor creates a sense of belonging to a select inside group 
and often represents a transition from outsider to trusted insider.32 My own 
movement from outsider researcher to acceptance in the private workspace of 
veterinarians, was partly accomplished through humor.33 Participants often 
playfully implied that I was macabre or enjoyed being present for euthanasia 
procedures. Interns enjoyed mischievously asking me technical questions in 
front of clients so that they could later laugh at my awkward and unscien-
tific responses. Two particularly embarrassing mishaps were told and retold at 
social gatherings with increasingly exaggerated detail and humorous glee. The 
first was a horrific accident that occurred while I was helping transport a large 
container packed full of animal cadavers to the crematorium. While tipping 
back the wheeled container to exit the elevator, I lost my balance and slipped, 
causing the container to tip over on top of me. The story of lifeless animals 
falling on my face always elicited a hearty laugh.

The second comedic event was a devilishly planned practical joke in 
which I was asked to manually feel inside the rectum of a bullmastiff for 
foreign objects. The patient had rendered himself unable to defecate by con-
suming an unsupervised birthday cake decorated with pieces from a Civil 
War chess set. I stuck my fingers into his rectum and managed to grab hold 
of a missing rook, which helped the patient release a gush of black diarrhea all 
over my face and clothes. Having anticipated this explosion, the entire clinic 
erupted in laughter. Undoubtedly, participating in playful repartee and good-
humored teasing not only helped participants become more comfortable with 
me but also eased my acceptance into their world.

Language that began as taboo to novice interns later became ordinary. One 
intern remembered his early experiences with backstage rhetoric: “Thinking 
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back to my first day on the job, I was disturbed by everyone so nonchalantly 
saying, ‘We need a bag and tag.’ But I guess after awhile you just sort of 
get used to it; I mean, that is what you’re doing.” In their study of human-
medicine students, Allen Smith and Sherryl Kleinman show that for novices 
or students “joking about patients and procedures means sharing something 
special with the faculty, becoming a colleague.”34 Some interns eagerly took 
up the darker expressions of the battle-worn veterans to prove they had what 
it took to be a real veterinarian.

Humor allows workers who are asked to perform duties most outsiders 
would consider horrific to feel that it was just another day on the job. The 
use of humor is well documented as a tool to distance professionals from roles 
marked by tension, ambiguity, anxiety, frustration, uncertainty, and tragedy.35 
The majority of veterinary humor, slang, and backstage talk centers on death 
and euthanasia, topics characterized by high levels of tension, ambiguity, frus-
tration, and anxiety. Plenty of professionals use dark humor to manage emo-
tions associated with death-related experiences; medical students laugh about 
cadavers,36 police officers make humorous comments about murder victims,37 
paramedics snicker at people who are beheaded in accidents,38 anesthetists 
make light of mistakes that have killed patients,39 and physicians even joke 
about death in the neonatal unit.40

At times, veterinarians ostentatiously or comically flout death by mak-
ing macabre jokes about it. When an intern inquired as to how much 
sedative to give a dog she is preparing for euthanasia, a resident jokingly 
responded, “You don’t need to titrate a dose, . . . because what is the worst 
thing that can really happen? You might kill him?” On a busy night in the 
critical care ward, workers may darkly joke, “I need to admit this dog, but 
we are pretty much out of cage space. Is there anyone looking bad enough 
to euthanize?” Sometimes jokes were made about killing healthy patients 
to ease the burden on staff: “Oh, little Fluffy has a hangnail. Have you 
considered euthanasia?”

Anecdotes of outrageous life-and-death negotiations with “crazy” clients 
and euthanasia gone amiss became a favorite topic among interns and resi-
dents. One intern, particularly known for his ability to capture even the most 
serious experience with raucous hilarity, told of having to listen to a client’s 
stories about the animal for over two hours posteuthanasia. At the end of 
their internships, interns participated in a traditional mock award ceremony. 
Interns could receive awards for the longest, shortest, most bizarre, saddest, 
or funniest euthanasia. Awards were given to interns who made the biggest 
mistake, had the most euthanasia procedures in one day, and went the longest 
stretch without euthanizing an animal. Although many of these incidents 
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could easily be upsetting or embarrassing, interns framed the situation as 
worthy of a badge of honor by making them jokes.41

Like physicians, veterinarians use humor to deal with feeling hopeless and 
frustrated over patients not expected to recover, especially when required to 
artificially prolong life.42 Veterinarians are frustrated with clients who demand 
they prolong patients’ lives beyond the possibility of recovery. As discussed 
in the Introduction, frustrated participants wryly joked about euthanizing 
such patients: “I have a cure for this dog. It is a blue solution right over here. 
I should just slip it in the catheter. I could just trip with a needle of blue juice 
and fall into him, but I can’t. [Laughs.] I shouldn’t joke like that, but there are 
just some where you are just that frustrated so we joke about it.”

Jokes are often used to display irritation at owners who request euthanasia 
for their animals for reasons that seem trivial to the veterinarian. For example, 
participants often joked about clients who euthanized for financial reasons: 
“Well, if you sold half the jewelry that you have on right now, you would have 
more than enough to pay for things that are needed for your pet.” In another 
example, one participant expressed frustration over being asked to euthanize 
an older but otherwise healthy cat because the owner wanted to move closer 
to her boyfriend and the only apartment she could afford did not allow pets. 
Her colleague jokingly responded, “I say get rid of the boyfriend instead,” and 
the room erupted in laughter.

If it is not clear in the tone of their joking, veterinarians often felt anger, 
sadness, and frustration toward the pet owner in these distressing life-and-
death situations. Yet they rarely displayed these emotions in front of cli-
ents. Euthanasia required substantial emotional labor from veterinarians,43  
meaning they had to suppress their own anger, sadness, and frustration to 
maintain desired impressions for clients. From prostitutes44 to physicians,45 
workers commonly use humor to control, shape, and manage their feelings 
to create desired impressions for others. Instead of being rude or hostile to 
clients, out of their presence veterinarians use humor to criticize those who 
create stress: “If we couldn’t laugh about it, we would yell at clients.” Humor, 
slang, and laughter diffuse tensions and deflect feelings that are incompatible 
with the emotions (e.g., compassion and sympathy) expected of veterinary 
professionals.

Humor is an important tool for creating distance from emotionally trou-
bling activities, and it helps workers feel better about distressing aspects of 
the job. Humor proves a socially and professionally acceptable outlet to share 
emotions that would otherwise make us feel vulnerable and break down emo-
tionally. Without our having to confess weakness, humor is a safe way to 
acknowledge a problem and discuss serious issues.46 Although participants 
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spoke with trusted colleagues if they were feeling sad or depressed over a case, 
using humor helped them feel less of a burden on equally stressed colleagues. 
Rather than reacting with self-pity or sadness, participants used humor as 
a playful way to respond to troubling cases. Moreover, playful joking often 
turned into brainstorming sessions where multiple veterinarians and staff 
members worked together to find practical solutions for colleagues dealing 
with troubling cases.

Relying on Uncertainty

A patient’s response to treatment is never entirely predictable: “So many 
things can go wrong, like you have an animal [that] comes in for trauma, 
and everything else is fine, but the next day it is in kidney failure because it 
was in shock for too long. It can be things that you can never predict. As you 
practice you get more and more comfortable with uncertainty.” On the other 
hand, participants could all recall a time when overconfidence led them astray 
in a medical outcome. For example, many recall encouraging a client to pay 
for expensive treatment because the patient’s outcome seemed assured, but 
the animal died. Like their medical counterparts,47 veterinary students are 
taught the importance of balancing uncertainty with certainty because too 
much doubt, just as much as overconfidence, can compromise their patients’ 
outcomes.

As an emotionally defensive tactic, relying on uncertainty includes real-
izing that one cannot affect certain events and resigning oneself accordingly. 
For example, Dr. Edwards relied on the uncertainty of patient response to 
treatment to ease her discomfort with euthanasia:

I thought this dog had a shot, and I didn’t want to euthanize her, . . . 
but let me also assure you that each individual is different. Unfortu-
nately, this dog may never leave the hospital, and he could die in the 
next few days or the next few weeks, or he could live for more than a 
year and we just don’t know. I feel okay with this euthanasia because 
we just don’t know, and she could die tomorrow anyway.

Without a proper diagnosis of a terminal condition, it can be difficult for the 
veterinarian to agree to euthanasia. However, as Dr. Logan explained, veteri-
narians might rely on an uncertain outcome to justify the euthanasia:

The cat is still urinating blood, and you think it might be cancer of 
the bladder, and all you want is a $300 ultrasound, and they don’t 
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want to do it. . . . If they want to euthanize, it is most likely some-
thing bad ’cause you got far enough to establish that. You can feel 
okay about the euthanasia because you really can’t guarantee the ani-
mal would even pull through the treatment.

By narrowing the potential diagnosis to a limited number of serious con-
ditions, Dr. Logan embraced uncertainty to feel better about euthanizing 
her patient: “You can give them [clients] the justification for euthanasia  
because . . . they may spend all this money trying to treat something serious 
and the animal ends up dead anyway.”

Veterinarians also embrace uncertainty when performing life-saving pro-
cedures on animals they have little faith will recover. In these cases, the pet 
owner insists the veterinarian do everything possible to save the animal, but 
participants loathe putting their patient through painful procedures on a 
doubtful outcome. However, veterinarians relied on uncertainty to feel better 
about the intervention by thinking of their patients who should have died 
by all medical indications but survived and are doing well. Participants often 
shared stories with each other of unexpected deaths from benign conditions 
and unlikely recoveries from serious illness. These stories reinforce the unpre-
dictability inherent in medicine and help colleagues rely on uncertainty when 
struggling with difficult cases.

Creating Moral Limits

To reduce the moral ambiguity inherent in some life-and-death situations, 
veterinarians create moral limits to bound their behavior. Like young legal 
professionals, veterinarians make their ethically questionable behavior seem 
less so by comparing their situation to tales of extremely unethical behavior 
told to them in school.48 For example, one veterinarian excused her ethically 
troubling actions by recalling a story about a client who asked to have her 
dog euthanized because it no longer matched the color scheme of her house: 
“I may euthanize for some iffy behavior reasons, but I would never euthanize 
because my client bought a white couch and her dog’s fur is black.” Many 
participants used tales of extremely callous owners who wished to have their 
animals euthanized for frivolous reasons such as the animal’s breed being no 
longer fashionable. In reality these extreme requests rarely occur, but they are 
reference points and moral limits in the mind of veterinarians.

Veterinarians also made their own ethically questionable behavior seem 
less questionable by comparing their behavior to that of colleagues whose 
behavior was extreme. For example, veterinarians can gain a reputation for 



152  Chapter 5

euthanizing too many patients: “We will nickname them ‘Dr. Death’ because 
so many of their patients are euthanized. . . . The reason may be because the 
vet is too lazy to try and talk clients into trying alternatives.” On the other 
hand, a veterinarian may earn a reputation for treating animals beyond what 
other staff members believe reasonable: “Sometimes they don’t know when to 
stop offering things to clients or they just want money.” By characterizing the 
behavior of certain peers as greedy or lazy, participants relied on these moral 
limits to justify their own ethically questionable behavior. For example, upset 
that her clients wished to euthanize too early, a veterinarian eased her guilt by 
saying, “At least I gave her a good shot. . . . Dr. Death would have convinced 
the owners to euthanize a long time ago.”

Finally, participants eased their discomfort with ethical uncertainty associ-
ated with euthanasia by comparing their work to other subspecialty veterinar-
ians and animal shelter workers. As small-animal veterinarians, participants 
distinguished their work as less ethically challenging than other subspecialties:

I could never be a large-animal vet or a vet involved in animal re-
search. . . . Some things we do make me uncomfortable, but it is 
not as bad as what they have to do. They don’t really have patients. 
They are just somebody’s property. If the animal’s economic value is 
low, then you can’t [uses a sarcastic tone] waste money on things like 
anesthesia. There’s a big difference in what we do and what they have 
to do. That would suck.

Veterinarians also drew sharp ethical lines between their work and the work 
of shelter employees. Though participants nearly universally respected the 
efforts of shelter workers, they also clearly held almost hostile feelings about 
the practice of euthanasia in animal shelters:

I would not wish the shelter job on anyone. I think that they have a 
shitty job, and how they go home at night and feel comfortable with 
themselves I don’t know. That is on them. I am not in that part of 
the field, and I don’t choose to be. In a sense they are helping these 
animals technically, but I am more in the medical field, and my wish 
for these animals is to be healthy and to live and to find homes and 
to be medically treated.

By defining the actions of shelter workers and fellow veterinarians as morally 
questionable, participants shaped their actions as valid and eased their dis-
comfort with the ethical uncertainty they faced in their own work.
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Using the Owner

Veterinarians relieve emotional discomfort related to euthanasia dilemmas 
by both blaming and sympathizing with clients.49 Participants blamed cli-
ents for their moral dilemma when clients prolonged a suffering animal’s life 
by asking the veterinarian to keep it alive through medical intervention. In 
these cases veterinarians may prefer to euthanize, but they feel as though their 
hands are tied by delusional, manipulative, or unrealistic owners:

I want to fix what is treatable where the chance is realistic, . . . but 
when there is a really grave prognosis, . . . sometimes I really hate it 
when owners decide to treat. I will lay it all out for them and give 
them all the information and the prognosis and everything, but [if ] 
they are like, “Well, I really have to give him a chance,” who am I to 
say no? It is really their decision.

While sustaining the life of some animals causes a great deal of moral stress 
for the veterinarian, blaming clients creates emotional distance to help the 
veterinarian get the job done.

On the other hand, veterinarians were sympathetic to clients who were 
strongly bonded to their animals and recognized that clients need not be 
crazy or unrealistic to be reluctant to permit euthanasia.50 Participants devel-
oped strong bonds of their own with patients and described losing touch with 
reality such that they no longer set reasonable limits on procedures designed 
to extend the life of patients. Veterinarians occasionally have difficulty accept-
ing that a patient’s physical problems can no longer be controlled and, as a 
result, have a tough time establishing limitations on end-of-life care. Thus, 
they were often sympathetic to clients in this situation.

Most often participants blamed pet owners to ease their discomfort with 
killing animals. If clients had not taken basic precautions to prevent the ani-
mal’s grim situation, veterinarians held them responsible for the animal’s 
death. Dr. Black expressed her anger with her clients for not vaccinating their 
dog who was later attacked by a stray dog suspected of having rabies:

The people were so stupid, and it was their own stupidity that caused 
this whole, entire problem. . . . I am sitting there talking to them 
about euthanizing their healthy Chihuahua with a broken leg and a 
bite wound because they had never vaccinated her for rabies. . . . It 
got euthanized because they are stupid. It was their fault, and it sucks 
that the animal has to suffer for it.
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Notice that, although Dr. Black euthanized the animal herself, it is clear that 
she used her client to distance herself from the act when she said, “It got 
euthanized.” Some pet owners allowed benign medical problems to become 
life threatening before seeking treatment. If the owner appeared indifferent to 
obvious suffering, culpability was easily assigned to the client. For example, 
after euthanizing a dog with a severe, foul-smelling skin condition that had 
been festering for months, Dr. Hill clearly held the client responsible for 
the death of the animal: “Neglect like this is always disgusting, but it is a lot 
worse when I have to kill them because the owner let it get out of hand and 
now there is not a lot we can do for them. That is really criminal.”

Pet owners could be blameworthy if they were not interested in spending 
reasonable amounts or making some effort to avoid euthanasia. These clients 
angered Dr. Miller: “Often I am trying to finagle so we can treat this poor 
pet, and they are like, ‘No, I don’t really want to spend a dime.’ I want to beat 
them, especially if they drive away in a Mercedes, and then I just really want 
to fucking kill them.” Of course, standards for minimal efforts and reason-
able amounts expected of pet owners varied from veterinarian to veterinarian. 
However, when those standards were not met, veterinarians often lessened 
their feelings of sadness or guilt over the death of the patient by blaming pet 
owners: “The one thing I have learned is that I shouldn’t feel guilty about 
euthanizing animals when their owners suck and don’t care about their  
animals.”

These statements clearly show that clients labeled bad owners are not 
considered especially deserving of the veterinarian’s sympathy. While most 
participants tried to hide their emotions from clients, some subtly chastised 
them. Others, like Dr. Smith, felt better when they openly advocated for 
patients by giving their clients a hard time:

If it is solely a financial thing, I don’t ever want anyone to leave feeling 
like they did the right thing and it wasn’t. I will make this really clear 
to them that this is a financial decision but that there are things we 
can do and the animal would do just fine with treatment. . . . I am 
going to give them a hard time so that I feel better that I gave it a shot 
to save the animal.

Like shelter workers who sometimes try to instill guilt in those who surrender 
their animals,51 some veterinarians did the same to “bad” owners. However, 
educating bad clients to make them better future pet owners also provided 
veterinarians some relief after the euthanasia: “Whenever I euthanize for 
aggressive behavior and I think the owners did something to encourage it, 
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I try to educate them . . . so the person may want to think about how they 
treat their next dog.” By focusing on educating owners, the veterinarian could 
think about helping animals in general rather than saving one specific patient.

When euthanasia felt dirty, or less than legitimate, veterinarians tried to 
forget their anger at bad clients by focusing on those pet owners who did the 
utmost for their animals. For example, frustrated with one owner’s lack of 
commitment to a pet, the veterinarian redirected her focus: “I try to think 
about all those owners who really go the distance for their animals.” Dr. Mil
ler was clearly inspired when impoverished pet owners went to extraordinary 
lengths to raise the necessary funds to pay for treatment:

They will say, “I can get you $25 this week,” and you know that is 
really what they can get you. It hits home to what a sacrifice it is that 
they are willing to spend $2,000 to get their dog’s surgery. You would 
be paying this for a year, like every spare dollar that you have would 
go toward this pet. This is the extra slap in the face when you have 
this [other] person drive off in a Mercedes who wasn’t willing to do 
the same surgery. That is really touching.

Participants relied on this strategy so much that nearly early every time I 
asked them to tell me about an occasion an owner frustrated them they also 
mention a time when clients surpassed their expectations: “You have owners 
who throw out animals like trash, but you also have these people who you 
think don’t have any money but will do all this amazing shit for their animal.” 
Sympathetic to clients who appeared to have strong bonds with their animals, 
veterinarians used these pet owners to feel better and forget about clients who 
seemed less attached to their animals.

In addition to blaming clients, participants sometimes used the client to 
ease their discomfort with euthanasia by sympathizing with the client; focus-
ing on the hurdles, difficulties, and complexities for clients. For example, 
although he hoped his clients would choose surgery over euthanasia, when 
they did not Dr. Stevens focused on their potential economic liability:

Some people will destroy their life doing surgery on an animal. You 
will destroy their life. The surgery will cost $4,000, and it would save 
the cat’s life, but $4,000 to some people is a huge deal. Yes, there is 
CareCredit, but it is still a credit card, . . . and if they are late one 
payment, 25 percent interest gets tacked on. . . . If they are late and 
we put them to collections, they will never buy a car. They will never 
buy a house. They will never be able to get their life completely in 
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order because of a dog or a cat. I hate to say that as a vet, and that is 
awful to say that as a vet, but at the same time, I don’t want to ruin 
anybody’s life.

By focusing on how financing the animal’s treatment could negatively influ-
ence the owner’s life, participants could alleviate their own discomfort over 
euthanizing patients.

Veterinarians sometimes used the pet owner to shift their discomfort with 
the rationale for euthanasia toward relieving the stress of distraught clients. 
For example, Dr. Buford euthanized two healthy pit bulls because she sympa-
thized with her client, who was unable to find a home for them and could not 
afford to keep them. The client did not want to take them to a shelter because 
she thought they would be euthanized because of their breed and could not 
bear the thought of them dying alone in a shelter with strangers. Dr. Buford 
explained, “I think it was her reaction that really made me kind of okay with 
it. I felt like she was looking at me as her last resort. Rather than have this 
pregnant lady be so stressed and upset for these dogs that she loved, I just did 
it.” Although this was a situation that the veterinarian would normally chal-
lenge, she agreed to the euthanasia without much resistance for the sake of 
the client’s feelings.

Using the Animal

When they were asked to sustain the life of animals they would rather eutha-
nize or to euthanize animals they would rather not, veterinarians made them-
selves feel better by doing their best to ensure the animal’s comfort. Although 
Dr. Green described feeling like a monster for treating some patients, she 
found comfort in empathizing with patients and doing her best to ensure 
their comfort:

The ones you really hate the most are the really critical ones, where 
clients want us to do everything and they [the animals] are suffer
ing. . . . You can feel like a real monster keeping them alive sometimes. 
. . . You have to do everything to make them feel comfortable. It is 
hard, but I try to comfort myself with the fact that . . . I am doing  
everything I can to make them comfortable short of euthanizing 
them, so I don’t feel like I am a monster.

To deal with the prospect of euthanizing animals, participants, like shel-
ter workers,52 also eased their discomfort by doing their best to make the 
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euthanasia process as comfortable as possible for the animal. Arnold Arluke’s 
shelter workers made special efforts to concentrate on becoming technically 
proficient at the methodology of killing and “tried to make this experience as 
‘good’ as possible for the animals and, in so doing, felt better themselves.”53

For many participants, comforting and empathizing with the animal 
meant having the pet owner present for the animal’s benefit. Although the 
client’s presence adds additional stress for the veterinarian, most believe that 
the animal is more comfortable and relaxed around familiar faces. If the own-
er was unable or did not wish to be present for the euthanasia, participants 
would often find the patient’s favorite technician to assist—with the hope 
of helping the animal feel less anxious. To make patients happy and relaxed, 
participants especially enjoyed feeding animals treats or giving them a special 
meal of their favorite foods. Some veterinarians liked to spend time with 
the animal or take them for a final walk outside. Regardless of where the 
euthanasia took place, participants did their best to make it a less distressing 
environment. Veterinarians tranquilized the animals to help them relax54 and 
often offered gentle touches during the euthanasia: “We love to give tummy 
scratches or a head rub.”

In sympathizing with the animal and making the experience comfort-
able, Arluke argues that shelter workers were able to selectively focus “on the 
technique of killing—and not on why it needed to be done or how they felt 
about doing it.”55 Like other occupational groups, such as shelter workers56 
and nurses,57 veterinarians drew attention away from conflicting feelings or 
dirty aspects of their work by focusing on caring for the needs of patients. 
Some practices intended to ease the animal’s anxiety arguably served more to 
relieve the veterinarian’s tension and stress. For example, Dr. Turner described 
how she talks to her patients as she euthanizes them when the pet owners are 
not present:

Like with cats it’s more of a soothing voice, and with dogs I will walk 
in and reassure them and say, “Oh, Frankie, you’re such a good boy, 
aren’ you? You’ve been such a good boy. Do you know how much we 
love you, Frankie? And your mommy and daddy love you, and they 
are so sorry that they can’t be here. And they just want me to tell you 
what a good boy you are.” We know they don’t understand, but it 
actually makes us feel better. (Emphasis added)

By easing the animal’s stress with a comforting tone of voice, veterinarians 
admittedly not only help patients die “peacefully” but also help themselves 
cope with the stress of killing.
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Like shelter workers,58 veterinarians also used the animal by focusing on 
the animal’s welfare to help justify euthanasia. In other words, participants 
found the death of certain animals an appropriate means to end suffering: 
“Those animals that sit in the ICU that have zero prognosis of recovering 
and they feel horrible—those kinds of euthanasias should not make you feel 
bad, but you should feel good.” Although the deaths of animals in immediate 
discomfort were easiest to justify, veterinarians also rationalized euthanasia as 
a tool to prevent suffering. In the case of a terminal illness, for example, vet-
erinarians sometimes justified euthanizing the patient earlier than they would 
have preferred by viewing it as preventing suffering in the patient’s future. For 
some animals it was better than the alternative, spending the rest of their lives 
in an overcrowded animal shelter.

Veterinarians sometimes coped with euthanasia by viewing it as a better 
alternative to a life of starving or dying a painful death. I was told at least 
one horror story in nearly every hospital I visited of uncaring and neglect-
ful pet owners who abandoned their animal out in the country or on the 
side of the highway. While the exact details of how the fate of the animals 
became known to staff varied, the news of the animals’ tragic deaths some-
how made its way to the hospital, leaving the veterinarians guilt ridden for 
having refused to euthanize the animals. Some stories involved the client 
euthanizing the animal at home by less humane methods. In one especially 
gruesome such story, the client was so angered at the veterinarian’s refusal to 
euthanize that he brutally killed the animal in the hospital’s parking lot and 
left the body as revenge. Regardless of the authenticity of these events, the 
telling of such tales reveals a common fear among veterinarians that patients 
might suffer if veterinarians refuse an owner’s request for euthanasia. Par-
ticipants eased their ethical discomfort with some euthanasia procedures by 
viewing them as a better alternative for the animal than abandonment or 
painful death.

Accentuating the Positive: Euthanasia as Rewarding

Veterinarians dislike using every treatment available for patients when cure—
or even comfort—is not in the cards. Thus, because they have the legal ability 
to end their patients’ suffering, many in veterinary medicine see euthanasia 
as a luxury available to them—one with a lot of difficult ethical dilemmas, 
but a privilege nonetheless. Familiar with the anguish of doing everything 
possible to sustain the lives of suffering patients, participants frequently 
expressed sympathy for their medical counterparts: “A lot of my friends are 
MDs and you hear them tell stories that they were forced to anesthetize this  
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ninety-year-old woman with Alzheimer’s to do a total hip. I was like that 
is horrible. They just describe a horrible quality of life for many of their 
patients.”

Despite all the potential problems and stresses the option of euthanasia 
brings to the practice of veterinary medicine, nearly all participants strongly 
believed that euthanasia was positive for the profession: “I definitely think 
that it is something that veterinary medicine has that is great in terms of 
being able to end suffering and to not have to watch . . . quality of life go in 
a downward spiral. . . . I think doctors have to see a lot of [that] in human 
medicine.” Understanding that euthanasia in human medicine would come 
with its own set of ethical dilemmas for medical practitioners, some partici-
pants pondered what it would be like to practice human medicine without 
euthanasia as a legal option. One veterinarian said, “Although I know they 
experience pain, my patients can’t speak. . . . I couldn’t imagine what it would 
be like for someone to beg and plead with me to end their suffering and it not 
be legal to help them—I would feel so helpless.”

Time and time again, veterinarians described euthanasia as both the best 
and worst part of their job. Although most participants were quick to illus-
trate the ways euthanasia is fraught with dilemmas and can feel distasteful, 
they simultaneously depict it as a tremendously rewarding and gratifying part 
of their work. In fact, when the goal of euthanasia is to end the pain and suf-
fering of animals, veterinarians, like shelter workers,59 often report an over-
whelming sense of relief after performing euthanasia. Noting the potentially 
heroic feelings euthanasia can provoke, Dr. Logan summed up a common 
sentiment: “If you have watched your patient suffer for weeks and . . . you 
finally convince them [the clients] to euthanize, it is an even better feeling—
it is a really good feeling.” Thus, the definition of professional success for 
these veterinarians includes both healing animals and ending their suffering 
through euthanasia.

In the beginning of their internships, interns fairly exclusively defined 
success as solving a difficult diagnosis or saving the life of an injured patient. 
The cases that ended in euthanasia always seemed failures. However, as time 
went on, novices began to broaden their definition of success to include 
euthanasia, which could be especially rewarding for interns who felt under-
appreciated by staff and supervisors:

During the times in the internship when I hadn’t really had much 
in the way of encouragement, helping owners emotionally can be 
wonderfully rewarding. You know your follow-up is not that great, 
and you are still dashing around all crazy, and you are unsure, and 
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you don’t know as much, and you make mistakes. There are a lot of 
negative criticisms [from supervisors] that flow around here, and it is 
nice to hear something positive. Sometimes . . . the only thanks or 
encouragement you get is with euthanasia. The clients will send you 
cards and thank-you letters for killing their animals a lot faster than 
they will for saving their animal. Those thank-you cards and the ap-
preciation are nice to hear when you feel like you do nothing right. 
The client is just so grateful that you helped them through such a 
difficult time that they give you a lot in return.

Many interns also found helping clients emotionally during euthanasia to be 
a very rewarding aspect of their job. Dr. Green explained, “Being there for 
the euthanasia of someone’s animal is an experience that a lot of people don’t 
have access to—about how people think and feel about their animals. . . . It 
is like I get a private screening to very intimate times for people that a lot of 
other people never get to experience.”

For many veterinarians, having empathy and, more importantly, the abil-
ity to convey it effectively to clients is a key part of their definition of what 
it means to be a good and competent veterinarian. As seen in Chapter 3, 
veterinarians help clients manage emotions related to pet loss and euthanasia. 
For many participants the ability to help clients during the stressful time of 
pet loss is part of what attracted them to the profession in the first place: “I 
don’t mind the intimate, emotional part of it. . . . I think helping owners 
emotionally is an important part of veterinary medicine. Good euthanasia 
can be as rewarding as healing animals.” In a similar way, abortion counselors 
“spoke with immense satisfaction of . . . really ‘being there’ for the woman 
and helping her make it through a difficult time.”60 Thus, as scholars suggest, 
veterinarians perform emotion work to not only meet job requirements but 
also shape a positive identity and fulfill important commitments to self.61 
For many participants veterinarians who are more caring and sensitive to the 
anxieties and emotional needs of clients are better veterinarians.

Ritualizing

Workers charged with emotionally difficult tasks develop rituals to get the job 
done, but the routines also provide them comfort.62 In fact, scholars suggest 
that having a ritual or ceremony marking the occasion can provide comfort 
for those grieving the loss of a pet.63 As discussed in Chapter 2, “Creating 
a Good Death,” veterinarians have created informal routines that not only 
ease the burden of their work but also enhance the experience for the animal 
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patient and human client. One of these is the client’s presence during the 
death of the animal, which most participants believed was important for the 
patient as well as the owner.

Although euthanasia can be deeply rewarding and satisfying for the vet-
erinarian, it loses its sacredness when the owners do not participate. For 
example, early in one of our interviews, Dr. Fury tried his best to convince me 
that he cared about the pet owners’ presence only for the sake of the patient; 
however, in a later interview he began to cry as he admitted their presence was 
also an important emotional support for him:

The pet being stroked and petted and being spoken to—for [the pet] 
and me [that] is so much more worth it, just having the comfort of 
[the owners] saying good-bye. I feel like owners owe it to their pets—
I mean, animals are great. They’ll just give you their heart uncondi-
tionally. That type of devotion—you need to be able to stand up and 
take their death. [Sobbing.] And I do feel better when people decide 
to stay. . . . If you don’t stay . . . the animal is taken into the back, and 
that’s it. How can that be the end of such a meaningful relationship?

Like Dr. Fury, several participants cried or held back tears when discussing 
nonwitness euthanasia. In many of my interviews with participants, the top-
ic was the most emotionally upsetting part of the interview. The ritual for 
euthanizing an animal without clients present that nearly every veterinarian 
had was often not as meaningful to the veterinarian as the one with clients 
present. Although having the client present at the euthanasia often made it 
more time consuming, nearly all participants strongly preferred to euthanize 
patients with their owners present.

Although many participants took pride in their ability to stage a mean-
ingful euthanasia experience for patients and their owners, they sometimes 
dismissed its benefits for themselves. As implied in Temple Grandin’s concept 
of sacred ritual, the performance aspects of killing an animal can be psycho-
logically important for workers.64 Most participants’ rituals often mirrored 
Grandin’s suggestion to create a calming atmosphere for the animal, but only 
a few followed her suggestion of some additional act of reverence such as 
bowing one’s head or a moment of silence for the benefit of the worker. One 
participant’s ritual, rarely used by others, included saying the following after 
each euthanasia procedure: “I am reminded of the value of life and the deci-
sion to sacrifice life so that priorities of my culture are realized. I understand 
my role in the loss of the life; I will not ignore this sacrifice, and I am grateful 
for the benefits that come at this cost.”
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Other Strategies

In addition to the tension- and emotion-management techniques outlined 
in the preceding, participants used other strategies. Some participants relied 
heavily on social support from friends and family, but most were uncomfort-
able talking to outsiders, who may not understand their dilemmas. A small 
proportion of participants sought assistance from mental health profession-
als to deal with emotions associated with euthanasia in their work, among 
other issues. Although professionals have long been advocates of pet-loss sup-
port groups for veterinarians,65 they are rare. However, some clinics regu-
larly address emotionally upsetting issues in scheduled support meetings.66 
Though a few participants turned to negative coping mechanisms such as 
alcohol consumption or drug use to alleviate euthanasia-related stress, oth-
ers relied on strategies such as regular exercise, healthy eating habits, regular 
vacations, hobbies, “expressive writing,”67 and enjoying the times they were 
off work. As shelter workers also report,68 many participants felt better after 
a difficult euthanasia by going home after work and giving extra attention to 
their animals.

Failed Emotion Management

To avoid euthanasia-related stress, veterinary professionals rely on the prob-
lem-focused strategies outlined in Chapter 1 and the emotion-focused strate-
gies outlined earlier, including emotional distancing techniques, relying on 
uncertainty, creating moral limits, using the owner, using the animal, accen-
tuating the positive, and ritualizing. While some of the problem-focused and 
emotion-focused techniques were, at first, problematic for novice interns, by 
the end of their internship most adopted several that they would refine over 
time. However, even the strategies of veterinarians with many years of expe-
rience were far from perfect. For example, nearly all participants occasion-
ally were preoccupied by certain cases and needed to reminisce or talk about 
the circumstances of the case. Veterinarians commonly report at least some 
uneasiness over certain aspects of euthanasia in their work.69 Participants 
reported varying levels of sadness, grief, frustration, guilt, anxiety, anger, irri-
tability, resentment, and remorse.

The ways veterinarians coped with stress changed over time as they con-
tinually reassessed and refined their techniques.70 At times, as predicted in 
the coping literature, some participants overly relied on emotion-focused 
strategies for solvable problems.71 For a few of these participants the use of 
emotion-focused tactics became almost pathological, as potentially solvable 
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problems were regularly laughed off or dismissed as inevitable parts of the job. 
Under pressure from colleagues or supervisors to conform to hospital norms, 
some participants gave in to peer pressure and then relied on emotion-focused 
strategies to ease their discomfort. Young interns, for example, often under 
nearly around-the-clock pressure, were especially vulnerable: “[When it came 
to a difficult case and there was disagreement], it was a lot easier to euthanize 
than it [was] to work it up.” Exclusive focus on emotion-based coping has the 
potential to draw attention away from the broader structures and organiza-
tional policies that contribute to and maintain the stress-inducing situation. 
In this case the traditional practice of having interns work extraordinarily 
long hours, leading to negative-coping situations, remains unquestioned.

Euthanasia of healthy animals with no behavioral or health problems is  
a major source of job dissatisfaction for veterinarians, as it is for shelter work-
ers and animal control officers.72 Euthanizing animals that were simply un
wanted by their owners was the most problematic for nearly all participants, 
and for some, it threatened their identity: “When I do those, I feel less like 
a doctor and more like a shelter worker.” Participants also reported consid-
erable stress over clients who refused to let go of sick animals: “Watching a 
patient suffer is one of the most depressing parts of my job. . . . People want 
to keep them on a ventilator, and I have to watch them suffer.” For some vet-
erinarians it was torture to even look at these patients: “It can get so bad that 
nobody wants to look at the animal during rounds. . . . We talk about the case 
but stare anywhere but that cage. It is terrible.”

One of the most difficult euthanasia procedures for almost every par-
ticipant was euthanizing an animal to whom they had developed an attach-
ment. Despite every novice learning mechanisms to distance him- or herself  
emotionally—almost as a rite of passage—most became attached to a par-
ticular patient such that they were upset and distraught upon its death. Even 
veterinarians with years of experience had varying successes and failures with 
emotional distance as a coping mechanism. Attachments could become quite 
strong in a relatively short time but were especially strong when the veteri-
narian helped an animal battle an illness over the course of several weeks, 
months, or even years. Research confirms that the higher the degree of attach-
ment, the greater the emotional difficulty.73

Distancing techniques, helpful for managing problematic emotions in 
difficult situations, are not without a potential dark side. For example, vet-
erinarian Cydria Manette expresses concern that, “by distancing ourselves  
from . . . our feelings, we remove ourselves from experiencing not only fear 
and guilt, but also empathy and compassion.”74 In other words, the techniques 
that operate to create emotional distance from troubling experiences may also 
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distance professionals from those they are charged with helping such that 
they become callous, jaded, or detached. This could also lead to practitioners 
categorically resenting patients and clients, and adversarial veterinarian-client 
or veterinarian-patient relationships. Thus, emotional distancing techniques 
have the potential to become maladaptive coping strategies with dysfunc-
tional outcomes.

Many occupational groups that deal with death and dying argue that 
emotional distancing techniques such as gallows humor are important for 
surviving in the job. The use of language that disparages and depersonalizes 
death lessens the psychological impact on workers. Phrases to describe eutha-
nasia such as “given the blue juice,” “sent to doggie heaven,” “sent paws up,” 
or “put to sleep” distance the act of killing by sanitizing it in euphemism—
even if the euphemisms are dark or comedic. However, for some, colleagues 
using this tactic were showing signs of burnout or too much disconnect: “I 
thought there was a problem when he would refer to euthanasia—he used 
the term nuke, like ‘I need to go nuke this dog.’ It made me sick every time 
he would say those words.” Once a person becomes jaded, using these tech-
niques can exacerbate anger, cynicism, and impatience.

Admitting that distancing techniques can be a precarious balancing act, 
most veterinarians defend their use: “It is not that we don’t have respect for 
the situation, and it is not that we are not sad about the situation; . . . we have 
all these emotions that we have to deal with in some way.” Most participants 
staunchly defended the use of humor as essential for survival in their jobs: “If 
we can’t laugh about it, we would cry all the time.” Practitioners who could 
not find a balance between detachment and concern in either direction found 
clinical work unbearably stressful, tiresome, and unrewarding. To remedy this 
situation, most veterinarians learned to balance the seemingly incongruent 
feelings: “You can reconcile the fact that you may experience a certain humor 
about the death of your patients with the fact that you really care. Over time 
that doesn’t seem like a contradiction to you; . . . you know that you care, and 
you know that you use humor to survive . . . because we really do care deeply 
about our patients.”

In my experience among veterinarians, emotionally distancing techniques 
were not incompatible with concern for colleagues, clients, or patients. For 
the most part, techniques such as humor, slang, and laughter neutralized 
emotionally tense situations, making difficult situations bearable. Despite the 
use of such distancing techniques, most practitioners were able to continue to 
care and feel connected to their work. Most participants carefully controlled 
their detachment from clients and patients because it seemed antithetical to 
their sense of themselves as animal-loving, caring, and compassionate people. 
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Although some participants could be considered rude surgeons or arrogant 
residents who seemed to have tipped the delicate balance, most were compas-
sionate and sensitive doctors with impressive empathy for their clients and 
patients.

Relying on the uncertainty of clinical medicine to manage their discom-
fort with euthanasia was an effective strategy for some participants. Uncer-
tainty made others feel worse. For example, some veterinarians could find 
comfort in euthanizing animals they would rather not by resigning them-
selves to the fact that the outcome is never certain and the animal could 
experience painful surgery only to die in the end. But others focused on the 
chance that the animal would beat the odds and recover if only given the 
chance. Like human-medicine personnel, veterinarians sometimes struggle 
with deaths of patients that involve opposing opinions among clinicians75 
and diagnostic and prognostic uncertainty.76

Euthanizing large numbers of animals was troublesome for nearly every 
participant, and most recalled specific times when they felt overwhelmed 
by the number of animals they euthanized. One intern even changed her 
intended specialty from emergency and critical care (a specialty known to 
deal a lot with euthanasia) to pathology—where she could avoid euthanasia 
because her patients would already be dead. Another participant noted that 
her chosen field of ophthalmology “has the added benefit of rarely having to 
euthanize patients.” A heavy death toll is clearly associated with greater degree 
of worker distress among shelter workers, and not surprisingly, veterinarians 
also had difficulty with it.77

Several participants noted a particular characteristic of a patient or a cli-
ent that was always upsetting for them. For example, euthanizing young ani-
mals was distressing for almost every participant as was euthanizing animals 
that resembled the veterinarian’s own companion animals. This might mean a 
particular species of animal, breed, coat color, or other similarity to their own 
companions. For example, one veterinarian had a weakness for a specific dog 
breed: “I certainly have a trigger for German shepherds ’cause I have a Ger-
man shepherd. . . . It will sort of pull at my heartstrings when I’m euthanizing 
a German shepherd.” Others struggled when they identified with the client: 
“It is hard, especially if they are young women too. If I can identify with them 
or if it is a young woman euthanizing a cat and she is alone, I pretty much 
cry before it starts.” Both male and female veterinarians admitted discomfort 
at witnessing male clients cry: “Usually the more blue collar and rough the 
guy is, the harder it is.” Some had emotional difficulty euthanizing elderly 
people’s animals, and for others, having children in the room made a eutha-
nasia procedure more difficult.
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Participants had difficulty euthanizing patients when their clients seem 
indifferent to the loss of the pet: “It offends me the most when they seem to 
have a lack of caring. My total pet peeve frustration is when I feel like quite 
obviously I care more about their pet than they do.” For some veterinar-
ians, like Dr. Spencer, what makes a good euthanasia or a bad euthanasia is 
whether the owner is upset:

If they’re not upset, then that sucks. Not that I want to see them 
upset, but it’s hard to watch something die and have no one care. . . . 
If they’re not really upset when it happens, you can think it wasn’t a 
difficult decision for them to make. And how can that decision not 
be difficult? . . . But for some people it’s not. . . . The only real reason 
to euthanize is because you love them enough to euthanize them. 
But if that’s clearly not the case, then it makes euthanizing . . . feel 
sort of dirty. . . . It is much harder for me when owners don’t care or 
I think they don’t care. Those just feel icky, like taking out the trash 
or something.

When pet owners did not seem attached to their animal, euthanasia was an 
unpleasant job, akin to taking out the trash. However, these cases contrasted 
with the ones that gave many participants joy:

Euthanasia can be a nice reminder of how special animals can be to 
people. . . . I really love it when I have, like, seventeen-year-old boys 
crying and kissing their dead dog. I think it’s one of the most beautiful 
things that you can see. You get to see their bond really intensely— 
the depth of that connection. And who gets to see that? Like that, 
they are totally naked. They are just vulnerable. It can be a beautiful 
thing. It is sad, but it . . . makes you feel good too.

Although participants recognized that there were a variety of legitimate 
reasons that clients might choose for not being with their animals during 
euthanasia, euthanizing animals without the clients present was emotionally 
difficult for many participants. For example, even though he was upset at his 
clients for treating their animal as a disposable product, Dr. Logan wanted 
them at the euthanasia procedure: “Remember those people who wanted to 
move to Virginia? They said, ‘Well, I want to euthanize this cat, and I will 
just get a new cat when I move to Virginia.’ They didn’t even want to be with 
their cat and comfort her during the euthanasia. That makes me sad.” Like 
human-medicine personnel, veterinarians were upset by “relatives” abandon-
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ing the dying.78 For many participants, like Dr. Davis, it was harder to feel as 
though they made death as comfortable as possible for the animal:

I hate euthanizing a pet when they are in unfamiliar territory and 
around unfamiliar faces. I hate it. . . . You are walking down the hall, 
and the animal is looking back at their owner walking out the door. 
I hate it. That is the worst. . . . I usually cry when the owners aren’t 
there. . . . That cat or that dog doesn’t know me from anybody. I think 
animals know who their owners are, and it is an uncomfortable, scary 
situation for them to be in here anyway, and here we are killing it. It 
is very uncomfortable for me when they [clients] are not involved.

All told, Dr. Davis said that she hated owners not being present during eutha-
nasia procedures approximately ten times in this interview. When asked why 
they would prefer owners to be present given that their presence adds signifi-
cant time, most cited the calming and comfort the animal received from the 
owner’s presence and said that it lifted the burden off them of comforting the 
animal.

Without the clients’ presence during euthanasia, veterinarians had far 
more difficulty using the owner to deflect responsibility. As Dr. Turner 
explained, having the owners around during the procedure was especially 
important when the veterinarian was not completely in agreement with the 
rationale for euthanasia:

It is almost like the owner is the buffer. . . . When the owner is not 
there, you are trying to tell the pet you are so sorry [crying], but it kind 
of falls on you. . . . I feel complicit in something. . . . Sometimes I can’t 
look that patient in the eye and tell them I did everything that I could. 
It is a shitty feeling. . . . It feels much more personal to me when the 
owners are not there. It is one thing when the owners are not there and 
the patient is suffering—I feel totally comfortable with that. But in 
cases where it is really unfortunate and you really wish it didn’t have to 
go this way and the owner is not there, those fucking suck.

For some participants whether the client was present made no difference in 
their ability to use the client to transfer responsibility: “I could just think in 
my head that this is their decision and they are making this call; I am just car-
rying out their wishes.” For others, without the clients’ presence, the strategy 
proved considerably more difficult to use, especially while performing the 
euthanasia procedure.
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Killing an animal with an excellent prognosis primarily because of fi-
nances can feel dirty, and for some it was the worst part of their job as vet-
erinarians. In some cases, it was easy to blame greedy clients who refused to 
spend money on an animal they saw as easily replaceable. This strategy did 
not work so well when participants loved their animals and wanted to provide 
the necessary medical care but did not have the funds. Dr. Deaver and other 
veterinarians reported feeling like a murderer in these cases:

Those are probably the most irritating . . . because the owners don’t 
have the money, and there are no options, and you are just fucked. 
That is a really frustrating situation because then on top of having to 
euthanize a pretty treatable animal, you are sad for the owner on top 
of it. They don’t want to lose their pet, and they don’t want to feel 
guilty like they are not doing the best for their pet. That is a shitty 
situation all around. Mostly in those situations I feel really guilty for 
the pet. That is when I kind of feel like a murderer.

Veterinarians accept the reality that procedures to save or prolong life may 
be cost prohibitive for some clients: “I would say that probably most cases 
have at least a small financial element to [them]—if it is not the govern-
ing factor. . . . I mean, it is just part of the veterinary profession. It doesn’t 
stop bothering us, but we all just get used to it.” Like human-medicine per-
sonnel, veterinarians were also less able to cope with deaths that involved 
staff shortages,79 budget cuts, failing technologies,80 and a lack of resources.81 
Although they get used to it, knowing that treatment is possible but out of 
reach because of the expense makes it all the more difficult to come to terms 
with euthanasia.

Veterinarians experience, as we all do, personal and work-related stressors 
from time to time. Specific work-related stressors noted among veteri-

narians include dissatisfaction with income;82 long working hours;83 lack of 
resources;84 and poor relationships with colleagues, managers, and clients.85 In 
addition to these general job stressors are the well-documented psychological 
ramifications of euthanasia-related work found among shelter employees,86 
veterinarians,87 animal researchers,88 veterinary technicians,89 and animal 
control officers.90 Euthanasia-related strain is associated with higher degrees 
of overall job strain, work-to-family conflict, somatic complaints (such as 
headaches), substance abuse, and a lower degree of job satisfaction.91

Despite the use of a variety of problem-focused and emotion-focused 
techniques to solve problems and manage emotional discomfort, veterinar-
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ians continue to experience at least some uneasiness regarding this aspect of 
their job. For a few participants, euthanasia-related concerns remained the 
worst part of their job. While the amount and kind of tension end-of-life 
situations provoked varied from participant to participant, nearly everyone 
experienced some level of distress, ranging from only slightly discernible to 
high levels of emotional distress. By contrast, when physical and emotional 
coping strategies worked, veterinarians found their work rewarding. Eutha-
nasia may always be shrouded in ambivalence.



Conclusion

Animals as Property and Patients

From my first few days in the world of veterinary medicine until 
my very last day, the ambiguous social status of companion ani-
mals was visually clear to me. On any given day, in one room of 

an animal hospital sits a healthy two-year-old cat scheduled to be put 
to sleep because his owners can’t afford the relatively simple procedure 
required to unblock his urethra and return him to good health. Across 
the hall sits a fourteen-year-old, blind, paralyzed dog getting thousands 
of dollars of surgical care and around-the-clock life-sustaining treat-
ment in hopes of buying his owners another few months with their 
animal. When I made note of this situation during an interview, one of 
my favorite veterinarians said to me:

It is Murphy’s Law of veterinary medicine that the owner who is will-
ing to do everything has the pet who is not fixable, and the owner 
who is not willing to do shit has the pet who is an easy fix. It is so frus-
trating! You may want to treat your pet, but your pet isn’t fixable. But 
over here I have a two-year-old cat who can’t pee. Give me a couple of 
days and a few hundred bucks, and we can have you a great cat, but 
instead both of them end up dead! It is so frustrating.

Over and over again, I am reminded of this unfortunate conundrum as vet-
erinarians complain about the ambiguous status of the animals in their care: 
“You’ve got one person that’s just throwing money at you for a problem that 
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you can’t fix and then other people that can’t or won’t pay for problems that 
you can fix.”

During my last few weeks in the hospital I was shadowing a new cohort 
of interns and had begun to think of myself a pretty good amateur veterinar-
ian because I “cured” a feline patient of cancer. A woman brought her cat to 
the hospital for euthanasia because of steadily growing stomach masses. The 
owner said she could not afford the diagnostic or treatment options the intern 
discussed with her and, after signing the necessary paperwork, left the exami-
nation room. As I had done many times before, I carried the cat to the back to 
help prepare her for euthanasia when I noticed that the four-year-old animal 
did not, in fact, have multiple tumors.

The “tumors” were balls of matted hair. When the intern examined them, 
she knew instantly that I was right and ran off excitedly after the owner. Find-
ing the cat’s owners getting into their car, the veterinarian said, “I have great 
news! It is just matted hair and not cancer, so you can take your cat home.” 
The woman responded casually, “Oh, no. We were prepared to just let her 
go and not have a cat for now. Just go ahead and euthanize her.” Excitement 
drained from the young veterinarian, and she told the owner she was not 
comfortable with that request. She asked the owner to come in and instead 
sign paperwork surrendering her cat to the care of the hospital.

Although the owner agreed to allow the intern to try to find her cat a new 
home, the veterinarian was left frustrated and angered by the situation:

For somebody not to know that that was a hair mat I guess is okay. . . . 
To me, that just means that they don’t really touch their cat. That is 
fine, but when they found out that it was just a hair mat, their reac-
tion to that was really shocking to me. You saw; she just waved it off 
to me and was like, “Just kill it.” I thought, “Do you even know what 
you are asking me to do? I am going to kill your cat over a hair mat? 
I don’t think so!”

Throughout my time in veterinary hospitals, I had seen similar situations and 
knew that this young, idealistic veterinarian was going to get used to pet own-
ers who do not seem to share the moral value she places on animals. In fact, 
decisions around end-of-life care and euthanasia are among the biggest ethi-
cal concerns for interns, residents, and experienced veterinarians alike as they 
are memorable, complex, and contain deep and unresolved tensions inherent 
in human-animal relationships.

Veterinarians sort out and work through life-and-death conflicts with 
their clients every day. And when unable to resolve disagreements with pet 
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owners, veterinarians must make difficult ethical decisions about the animals 
in their care. Given the ambiguity arising from the treatment of nonhuman 
animals simultaneously as subjects and objects,1 a veterinarian’s valuation of 
an animal may differ from the client’s. As veterinary ethicists might predict, 
participants struggled to balance their dual roles as medical provider to ani-
mals and service provider to clients.2 Bernard Rollin considers a veterinarian’s 
moral obligations to animals and clients to be so important to veterinary 
medicine that he calls it “the fundamental question of veterinary ethics.”3

In the end-of-life disagreements between veterinarians and their clients 
outlined in Chapter 1, three major sources of ethical and moral tension 
clearly emerge: differences in values regarding the importance of animals, 
differences in beliefs regarding a pet owner’s responsibility to pets, and differ-
ences in assessment of the interest of animals.4 First, as in the examples earlier 
in this chapter, differing attitudes regarding animals caused disagreements 
between the veterinarian and the client. Some pet owners were willing to go 
into debt to save the lives of their companion animals, while others chose 
euthanasia because they were unwilling to spend minimal amounts on their 
animals. Participants also made their own distinctions between animals, dis-
missing some as “just a chicken” or “just a mouse” while grieving over the loss 
of others. Moreover, though sensitive to a budding debate over terminology 
regarding companion animals,5 participants referred to animals equally and 
interchangeably as both “patients” receiving care and as their owner’s “prop-
erty.” Regardless of any veterinarian’s particular moral view of animals along a 
spectrum from subject to object, she or he is likely to encounter owners with 
different views and contradictory beliefs.

The second major source of veterinarian-client conflict demonstrated 
in Chapter 1 involves differences in beliefs regarding human responsibility 
to companion animals. Although legal statutes mandate provision of food, 
water, and shelter, ideal standards of care—beyond the minimum required by 
law—varied from veterinarian to veterinarian and from client to client. Vet-
erinarians considered some clients unreasonable for choosing or not choosing 
certain treatment options for their animals. Every participant had a story 
about clients who went too far and those who did not do near enough for 
their pet animals. Clients also had their own ideas about the proper treat-
ment owed to animals. For example, some people believe it is excessive or 
even morally wrong to provide veterinary specialties such as ophthalmology, 
dermatology, and oncology to nonhuman animals. Some clients even laughed 
out loud when veterinarians suggested they take their pet to see a cardiac spe-
cialist or to receive chemotherapy. In other words, even when veterinarians 
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and clients are on the same page regarding the moral status of companion 
animals, they may still debate the level of veterinary care owed to animals.

The third major source of veterinarian-client conflict highlighted in 
Chapter 1 involves difference in defining the interests of animals. Even in  
cases where the veterinarian and the client both want to serve the best interests 
of the animal they may disagree on what is best for the animal. Sometimes 
these disagreements are easily dispatched when the veterinarian educates the 
client. However, the situation becomes even more complicated when vet-
erinary experts disagree on what an animal’s best interests are. For example, 
because pain is a perception that is much more easily examined in verbal ani-
mals, veterinarians disagree on how to evaluate and relieve an animal’s pain.6 
Thus, even when clients and veterinarians hold similar views on the value of 
animals and the responsibility owed to pets, they may still disagree on what 
counts as health and illness or a good or bad quality of life.

As noted in Chapters 4 and 5, some ethical tensions and problems of the 
rookie are easily solved with time and experience, but others are not. In these 
chapters we see how veterinarians cope when unable to resolve tensions in 
their role. Ideally, veterinarians have an economically sustainable business, 
help sick animals by doing what they think is best for them, and have good 
relationships with clients and colleagues. However, many participants found 
themselves prioritizing one desire at the expense of another. Veterinarians had 
difficulty when their role in euthanasia caused moral conflict.7 As discussed 
in Chapters 1 and 5, although veterinarians developed many problem-based 
and emotion-based coping strategies, even experienced veterinarians contin-
ued to feel tension in the interpretation of their professional role in life-and-
death decision making.

The traditional role of the veterinarian has been to merely provide a list of 
options for clients that vary in cost, quality, and sophistication so that clients 
can decide what services they want. However, the role of the modern com-
panion-animal veterinarian is changing because veterinarians are not always 
willing to leave decisions entirely up to the owner. Increasingly, they advocate 
for the best interests of animals just as pediatricians advocate for the best 
interests of children. When describing professional roles for veterinarians, 
Bernard Rollin juxtaposes what he calls a pediatrician model with a mechanic 
model.8 In the mechanic model, the animal is likened to a car; the mechanic 
owes nothing to the car and fixes it or not depending on the owner’s wishes. 
Each perspective leads to a different approach to guiding clients: paternalisti-
cally directing clients or respecting the client’s autonomy to make decisions 
for their own animals.
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Participants differed as to how much authority veterinarians should have 
over decisions made regarding pet animals. For some participants a veterinar-
ian’s job is to advocate for the patient, but ultimately the decision rests in the 
hands of a client, who is the customer. As one veterinarian said, “This animal 
belongs to someone else who has the right to decide the fate of their animal, 
and I may not agree with their choice, but I have to respect it.” For other 
participants a veterinarian’s job is to offer information to clients, who pay 
the bills. But they often take more of an advocacy role for the patient, as this 
veterinarian argued: “Medical situations often involve subjective interpreta-
tion, so I may downplay certain things or play up certain things in how I 
present information, because I am the expert. So clients are coming to me for 
my evaluation of what is best for their animal.” Regardless of their stance on 
how much authority they believe a client should have in life-and-death deci-
sions, nearly every veterinarian had a limit to the authority they were willing 
to give clients. For example, when it came to the question of the euthanasia 
of healthy animals, nearly every participant held firm against this request.

In general, some veterinarians placed a higher value on respecting the 
client’s autonomy, while others felt justified in being more paternalistic and 
convincing clients to follow a certain course of action. Most participants 
landed somewhere along a continuum between the pediatrician and the 
mechanic models. They believed that veterinarians have a commitment to 
respect the choices of clients but should also be an advocate for patients. Most 
found their role changeable, complex, and multifaceted. For example, most 
participants placed a high value on client autonomy but found paternalism 
mandatory at times. Although many interns began their first year in practice 
closer to the pediatrician end of the continuum, by the end of their intern-
ships almost all of the interns were near the center.

Just as participants argued that they were neither completely a mechanic 
(allowing clients full autonomy) nor completely a pediatrician (insisting on 
a paternalistic approach), Clinton Sanders argues that companion animals 
fall along a continuum somewhere between objects and individuals, between 
persons and nonpersons.9 He notes that a strict dichotomy between sub-
ject and object is false, as nonhuman animals are not simply objects to be 
dominated nor are they subjects with the same rights and moral status as 
humans. For veterinarians the animal is both patient and property, thus they 
serve the health of the patient and the client who pays the bill. However, as 
seen throughout the book, differences in the moral status of animals lead 
to conflicts and disagreements between veterinarians and their clients that 
are often difficult to resolve. Veterinarians worked diligently to balance their 
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commitments to patients and clients, arguing with owners at times but also 
working to find a way to understand the owner’s perspective.

Animals as Property: Elements of the Mechanic

As Rollin might have predicted, the vast majority of participants believed that 
adherence to the pediatrician model was the moral ideal for their profession. 
However, they also realized how far the profession was from being able to 
achieve that ideal. Because their patients are legally property and veterinar-
ians depend on clients for income, participants recognized elements of the 
mechanic model inherent in their job. For example, when negotiating with 
owners over the cost and extent of medical treatment, veterinarians often lit-
erally compare their job to that of a mechanic or a used-car salesman:

You are trained to offer them the Cadillac version of everything, and 
when that doesn’t work, you come on down until you finally get to 
the 1969 Volkswagen version of treatment or even the Ford Pinto 
of treatment plans. When they say they can’t afford it, I just give 
them the option B. You kind of negotiate it. . . . What [treatment] 
can I do without and still help this animal? Of course, you always 
want them to buy the Cadillac, but that is a really hard line to walk 
because they may end up just euthanizing if you don’t offer them 
enough options.

At the same time, as the following veterinarian explained, participants also 
feel obligated to their clients:

At least if I were a mechanic, I could give an estimate, and the car 
would run, and I could fulfill my end of the bargain. Sometimes peo-
ple spend lots of money and the animal dies or we can’t fix it. It is a 
lot of pressure on us. You are just left feeling like you wish you could 
have given them a happy ending since they have spent like $7,000.

However, as mentioned previously, putting themselves into the category 
of either pediatrician or mechanic seemed just as ill fitting as putting their 
patients into the category of either property or person:

Plus, it is not simply being a mechanic in the strictest sense of the 
word. I bet my mechanic doesn’t get emotionally attached to the cars 
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he works on. If it is an animal that I really want to treat for some rea-
son [or] I am really attached to the owner or the pet, then I am a little 
bit more, I guess, emotional about it.

Thus, participants believed the pediatrician model was the ethical ideal, but they 
could not deny that parts of the mechanic model were inherent in their jobs.

Because animals are legally considered property and veterinarians depend 
on clients for income, veterinary medicine is more client oriented than patient 
oriented from both a legal and practical standpoint. Although unsavory at 
times, bargaining and open negotiation of treatment expense is a reality in 
veterinary medicine:

Owners will sometimes say to me, “What can you do for a hundred 
bucks?” I feel like I am a used car dealer. I can offer you this nice  
Cadillac, or we have this nice Ford Pinto over here for a hundred 
dollars. . . . It becomes very much like the animal becomes forgotten 
and you are just, like, talking about money and negotiating treat-
ment. Sometimes I think, “What the hell? We might as well offer our 
services on eBay.”

As you can see from the tone of the quotation, veterinarians may identify 
with the mechanic model but also find it frustrating. The veterinarian has 
expert knowledge, but the client must be willing to pay for it. When clients 
complain that they cannot pay for the veterinarian’s suggestions, veterinar-
ians must negotiate the types of services they will provide and perhaps even 
haggle over their cost. Thus, the veterinarian’s role can seem closer to an auto 
mechanic’s than a medical practitioner’s.

In the United States both medical and veterinary professionals must 
generate income when providing care for their patients, but in veterinary 
medicine the bottom line rests on owners’ ability and willingness to pay 
for treatment rather than insurance companies or state-funded hospitals.10 
Veterinary practices often have to enforce payment by requiring a deposit: 
“The financial reality is different in veterinary medicine compared to human 
stuff—not that I think dealing with managed care is any easier, but I really 
can’t do anything without money. I just can’t do anything. You can’t treat for 
free.” Another participant explained her frustration with what she sees as the 
differences between medical and veterinary practices:

What we can do for the pet is governed by the owner’s willingness 
and owner finances. . . . Our patients deserve quality health care, 
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but euthanasia lurks over our head. . . . If you got in a car accident, 
. . . before they even knew if you had health insurance they would 
have an IV in you and you would be getting fluids. Whereas here a 
dog . .  . hit by a car sits in the exam room, and you have to show 
them your credit card before you can get IV fluids. We are totally 
dependent on the owner. It is the nature of this field, and it can be 
very frustrating.

Although many novice interns found negotiating the financial aspects of 
veterinary medicine incompatible with their concept of medical provider to 
patients, scholars argue they must change their mind-set: “The attitude that 
any concern for monetary reward is not in true keeping with the professional 
spirit may be admirable, but it ignores the reality that financial success is a 
vital prerequisite to professional success.”11

Veterinarians who believe their expertise is equal to that of physicians’ are 
frustrated that they can charge only one-tenth of their counterparts’ fees and 
often do not receive the respect they believe their profession deserves. Partici-
pants often compared their work to that of medical doctors with disappoint-
ment: “We do the same things as medical doctors but for a lot less money. We 
score higher on the MCATs [Medical College Admission Tests] and have to 
learn the same physiology but on a whole host of species. We have the same 
amount of education they do and the same debt, but we work for a lot less, 
and we get a lot less respect.” Another veterinarian commented, “Sometimes 
people don’t even know that we are real doctors. We worked just as hard as 
doctors for just as long, but people think, because our patients are animals, 
that we don’t deserve the same respect.”

Unlike principles of human medicine that assume all patients are in some 
sense equal in value, in veterinary medicine there is considerable disagree-
ment about the value of patients.12 Larry Carbone suggests, “To many people, 
veterinary medicine is much closer to agriculture and to dog shows than to 
human medicine. It is animal medicine, not animal medicine.”13 Veterinar-
ians arguably have similar training and as large a body of expert knowledge as 
medical professionals, yet they earn significantly less income.14 As recently as 
the 1970s, veterinary income was close to that of other medical professionals, 
including physicians; however, today the average annual income of physi-
cians is nearly double the average annual salary of full-time veterinarians.15 
Moreover, while both veterinarians and medical professionals are hit with 
high tuition costs and student loan debt, veterinarians use a larger percentage 
of their monthly wages to pay off their debt (10 percent for veterinarians and 
5 percent for physicians).16
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The power dynamics of doctor-patient relationships have received con-
siderable attention,17 but veterinarian-client relationships remain relatively 
unexamined. For example, the physician is observed to have more power 
relative to the patient, who is typically rendered subservient to the physician’s 
authority and instruction. However, Julius Roth suggests veterinarians lack 
the same kinds of freedoms medical doctors enjoy because “veterinarians do 
what their clients want even though they may consider it absurd, unneces-
sary, or even immoral because the veterinarian answers directly to the client 
(owner) rather than the patient (animal).”18

Because veterinarians are more likely to be subject to client demands, 
veterinarians are what Eliot Freidson calls client-dependent professionals.19 
The client-dependent practitioner is “quite isolated from his colleagues and 
relatively free of their control but at the same time he is very vulnerable to 
control by his clients. To keep them, he must give them what they want 
or someone else will.”20 To be chosen again, the client-dependent practice 
“must be prepared to provide services that honor the client’s prejudices suf-
ficiently to make him feel that what he thinks bothers him is being treated 
properly.”21 Participants all recognized that they were subject to client con-
trols, as this participant summarized, “We have to remember that this is 
not an animal profession but a people profession that happens to be in the 
service of animals.”

The conflicting professional and business elements of veterinarians’ 
work—they serve both a patient and a customer—cause them frustration. 
When animals were euthanized because of financial limitations, owners 
blamed high veterinary bills and greedy veterinarians for their animal’s fate: 
“They start to get really upset with you when you say that you have to have a 
deposit before we pursue treatment. They are like, ‘What are you, heartless? 
Don’t you care that my dog needs this?’” The cover story of the June 2004 
issue of Veterinary Economics addressed the issue of veterinarians who feel 
pulled between the desire to care for patients and the need to make money 
for their practice: “When we say we can’t afford to keep giving away free 
or reduced services and products, we’re met with mistrust that sometimes 
borders on loathing. . . . [W]e are private practitioners and business own-
ers?”22 Participants also complained of suspicions from some clients regarding 
financing their animal’s care: “The nerve of these people questioning me with 
such distrust, asking in a huff, ‘Well, how much is that going to cost me?’ I 
am a fucking doctor for fuck’s sake, and I drive a freaking base-model Kia. I 
don’t deserve this kind of attitude.”

Some participants argued that perhaps the veterinary profession has not 
been effective in conveying to the public the monetary value of the service 
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that is involved in treating animals. One hospital administrator described 
encouraging interns to see their work as valuable and the cost of service jus-
tifiable:

We try to explain to the interns that we are not just nagging them 
about their records and charges because we need to recoup our fi-
nancial costs. We are nagging them about charging owners for what 
they do because their work is valuable and people should pay for the 
service we provide. It is really hard for the interns to learn this.

Although many novices started out fairly timid when addressing the cost of 
treatments, they grew more and more confident and even learned to justify 
the cost of treatment to owners:

It does get easier to look an owner in the eye and tell them it is going 
to be five grand. It is tough at first, but it gets easier. You have to start 
to have some real backbone, but also you have to be secure in yourself 
knowing that the services that you are offering are worth it. You have 
to know that this is a sick patient and they are going to need a lot of 
care, and I see how much care all of the staff and all of the doctors are 
going to put into this animal, and we deserve to get paid for our ser-
vices, and this is me doing a lot of work, and it is worth this amount.

Yet even participants with years of experience had difficulty reconciling their 
healing and pecuniary roles. In fact, some hesitated to offer the best for their 
patients because the client might question their motivations in diagnostic and 
treatment recommendations.

The stress associated with financial issues in veterinary care highlights the 
difficulties that many participants had in trying to step outside the mechanic 
model. The pediatrician model requires the veterinary profession to convey to 
the public that animals are worthy of expensive medical treatment. Veterinary 
ethicists such as Bernard Rollin encourage veterinarians to use their medical 
authority for the benefit of the animal.23 David Main argues that veterinarians 
need not be hesitant or embarrassed in advocating for expensive treatment if 
it is in the best interest of the animal.24 In their discussions of ethical issues 
associated with the provision of veterinary services, practitioners and ethicists 
alike stress the need for dialogue with respect to veterinarians’ responsibilities 
to both animals and clients.25 They raise questions for the profession to help 
clinicians reflect on their actions and resolve ethical tension in positive, ethi-
cally consistent ways that benefit clients, patients, and themselves.
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Animals as Patients: Elements of the Pediatrician

Because their patients are legally considered property, participants found 
themselves limited in their ability to follow a pediatrician model. Howev-
er, that the law treats nonhuman animals strictly as property is increasingly 
problematic for many Americans.26 Because of the legal status of animals, it is 
difficult to prosecute acts of malfeasance toward them, and punitive damages 
are limited to a nebulously defined market value.27 For example, law profes-
sor Anna Charlton describes an incident in Michigan in which a woman’s 
mixed-breed dog was severely injured by a delivery truck.28 When the apolo-
getic business owner submitted the $400 in veterinary bills to his insurance 
company, it refused to pay the full amount. The company argued against pay-
ment on the grounds that the dog was not worth the money and should have 
been considered “totaled,” as in the case of a severely damaged automobile. If 
the estimated cost to fix a car is more than its value, it is considered totaled 
and the insurance company pays the owner its value rather than the expense 
of the repairs. For many people cases such as these demonstrate flaws in the 
legal status of animals. They argue that pet animals are fundamentally differ-
ent from inanimate property and call for the creation of a special category of 
property that differentiates animals as living property.29

The perception of the importance of companion animals is changing and 
veterinarians are taking notice. An article in the journal Veterinary Economics 
examines the changing status of pets, noting that courts increasingly recog-
nize animals as greater than simply property and that their lives should be 
counted as more valuable than their market value.30 Some people are lobby
ing for pet owners to be defined as guardians rather than owners of their ani
mal companions.31 Because it is difficult to predict how these changes in so
cietal attitudes and legislation will influence the veterinary profession, specu-
lation abounds.32 For example, the more pets are treated as surrogate children, 
the more some veterinarians fear an increase in malpractice suits; others are 
excited by the possible economic benefits for veterinarians. Indeed, research 
conducted by the American Veterinary Medical Association suggests that the 
intensity of the human-animal bond may play a central role in a pet owner’s 
decision to seek veterinary care. In its 2006 survey, nearly half of pet own-
ers considered their pets to be family members.33 Households that consider 
their dogs and cats to be family members averaged more than 3 veterinary 
visits per year, households with pets or companions averaged 2.2 visits, and 
those that consider pets to be property averaged only 1 visit. In other words, 
this evidence suggests that the animal’s status within the family has a close 
association with number of veterinary visits and total spending on veterinary  
care.
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Veterinary medicine is indeed a profession undergoing many signifi-
cant changes. Today, the great majority of veterinary students are females34 
who will treat companion animals.35 A generation ago, veterinarians were 
overwhelmingly males who focused on the treatment of economically valu-
able farm animals;36 women were thought to lack the necessary strength or 
stamina for the job.37 In the 1960s women were just 5 percent of veterinary 
students, and it wasn’t until the 1970s and 1980s that they began entering 
veterinary medicine in significant numbers.38 Since 1983 female applicants 
to U.S. veterinary schools have outnumbered male applicants.39 Today, half 
of all practicing veterinarians in the United States are women, and nearly 80 
percent of students at the twenty-eight veterinary schools in the United States 
are women.40 The proportion of female graduates of veterinary colleges is so 
large it exceeds that of other professional groups such as physicians, lawyers, 
and engineers, professions in which men continue to outnumber women in 
both degree programs and as practicing professionals.41

The level of care that is possible for small-animal veterinarians to provide 
to their patients is also rapidly evolving and expanding. In a study of eutha-
nasia with death and dying as its focus, it is possible to lose sight of the big 
picture for my study’s participants. Although this book does not give much 
consideration to the rewards of veterinary medicine as a whole, I can attest to 
the personal joy of helping sick animals recover and solving difficult diagnos-
tic challenges, as well as the thrill of watching unique surgeries and the use 
of amazing technologies. Because of technological advances and the willing-
ness of some pet owners to invest financially in their pet’s health and well-
being, today’s veterinarians offer treatments older generations only dreamed 
of providing their patients. Companion-animal veterinarians have exciting 
jobs in which they can specialize in over thirty subfields, including cardiol-
ogy, radiology, ophthalmology, and oncology. Increasingly, animals receive 
advanced medical, dental, and surgical care, including dialysis, root canals, 
hip replacements, chemotherapy, cataract extractions, and even pacemakers. 
In the words of one participant, as he used a video endoscopic tool to search 
for and grab an object swallowed by one of his patients, “Today’s veterinarians 
get to do some really cool shit.”

Evidence from my research suggests veterinarians are thinking differently 
about their patients’ subjective feelings. A key part of the typical negotiation 
process for the veterinarian is helping owners evaluate an animal’s quality of 
life. Traditionally, determining when an animal’s life has deteriorated enough 
to warrant euthanasia is based on observable signs of health and illness (e.g., 
eating, drinking, urinating and defecating, and breathing difficulty) and 
objective medical procedures (e.g., blood tests, radiographs, and ultrasound). 
Of course, all veterinarians continue to use this objective approach; however, 
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a growing number also include subjective measures in an attempt to evaluate 
a pet’s happiness or general satisfaction with life (e.g., would Buster be happy 
if he could no longer do his favorite activities, and does he have the psycho-
logical makeup to withstand painful treatments?).

This new subjective approach to evaluating quality of life for animals is 
often problematic because no universally agreed on standards exist for deter-
mining the subjective feelings of other animals and veterinary experts can 
reach vastly different conclusions when judging an animal’s objective or sub-
jective quality of life. This book does not debate how or what animals think 
and feel. However, what is most interesting to me is that both veterinar-
ians and their clients are beginning to include mental issues in determining 
an animal’s quality of life.42 By assuming that nonhuman animals have the 
capacity for a subjective experience, veterinarians and pet owners are placing 
companion animals in a category closer to personhood.

Many veterinarians are calling for their leading veterinary organization, 
the American Veterinary Medical Association (AVMA), to become a stronger 
advocate for animals. For example, some veterinarians want animal welfare 
to be incorporated in the veterinary curriculum,43 while others argue that 
veterinarians should take leadership roles in shaping animal welfare policies 
and addressing animal cruelty.44 Many of these practitioners would like to see 
the AVMA’s Principles of Veterinary Medical Ethics do more to ensure animal 
welfare.45 While most participants supported the organization’s stance on the 
responsible use of animals for companionship, work, production, food, teach-
ing, research, and recreation and sport, as well as wild animal management, 
their definition of responsible received much debate. For example, debate is 
ongoing within the profession over whether declawing cats, debarking dogs, 
housing sows in gestation crates, and keeping egg-laying poultry hens in fac-
tory farms constitute responsible treatment of animals.

Participants often reported disagreement with the AVMA regarding ap-
proved practices, including ear cropping and tail docking, declawing of cats, 
use of terminal surgeries (described later) in veterinary school, and euthanasia 
of healthy animals without regard to medical necessity. While some partici-
pants raised purebred animals, they often opposed breed standards for certain 
animals when the standards require cosmetic surgical intervention to dock 
long tails or clip floppy ears (e.g., for Doberman pinschers). The practice of 
onychectomy,46 or cat declawing, was morally problematic for several partici-
pants, who felt it results in pain and distress without medical benefit to the 
animal. A few participants provided these surgeries without comment, others 
only under specific circumstances, but most outright refused.



Conclusion  183

Several participants expressed concerns that the veterinary ethical code has 
no explicit requirement mandating that euthanasia be in the recipient’s best 
interest or serve primarily to alleviate suffering. The principles of veterinary 
ethics make only one statement regarding euthanasia, that “humane euthana-
sia of animals is an ethical veterinary procedure.”47 One particularly contro-
versial practice is the so-called convenience euthanasia, so named because it 
is for owner convenience rather than for medical or behavioral reasons.48 The 
term alone is controversial because it is difficult to define and because some 
consider it a slur against fellow veterinarians who choose to euthanize healthy 
animals. However, in response to the controversy, many veterinary practices 
have implemented policies regarding what should be done when an owner 
seeks euthanasia for reasons the veterinarian does not support.

One of the most controversial parts of veterinary education is terminal 
surgeries, known to medical and veterinary students as dog lab. Although 
conduct of these laboratory classes can vary widely, they usually involve 
assigning an animal to a group of two or three students who perform specific 
surgeries on the animal over several weeks and then euthanize the animal.49 
Young veterinarians increasingly voice disagreement with this controver-
sial educational technique.50 Some veterinary schools defend the practice as 
teaching valuable skills that will later be used to help save many animals’ 
lives, but others have banned the class or made it optional to conscientious 
objectors. Educators are increasingly developing and relying on alternatives 
to the use of animals, such as computer models and simulations.51 Although 
the use of live animals in veterinary school is a controversial issue beyond 
this scope of this book, controversies such as these are manifestations of the 
growing conflict between traditional ethics and newly emerging attitudes and 
values. Students entering veterinary schools most often mention the “desire 
to work with and care for animals” when asked to define the most important 
reason they want to become a veterinarian.52 Given that these students accord 
greater importance to animal welfare than did veterinarians in earlier times, 
researchers predict they will continue to bring these issues to the forefront of 
veterinary medicine.53

Chapters 2 and 3 reveal a growing commitment among veterinarians 
to recognize the intense feelings of grief, pain, and sorrow resulting from 
the death of a pet. These veterinarians do their best to make the euthanasia 
process as painless as possible for the animal and as peaceful as possible for 
the grieving pet owner. Although emotion work was not as easy for some 
participants as others, even they clearly got involved in their clients’ emo-
tions. Clients who would normally be considered problematic time sinks or 
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high-maintenance “animal nuts”54 were often indulged during euthanasia 
procedures. Some participants even went to clients’ homes or to a favorite 
park for euthanasia, and although exceptional, a rare few attended funeral 
ceremonies or gatherings after the euthanasia:

I have done at-home euthanasia. One of them I was there for two 
hours. . . . The woman was really great, and that cat—I just loved 
that cat. And it was just so sad. . . . And we were sitting in the garden. 
It was nice. . . . He was just walking around sniffing the grass, and 
then he’d lie down in the grass and look around. And she had one of 
these beautiful gardens where there were birds everywhere. So he was 
watching the birds. . . . It was really special. . . . And obviously, I don’t 
have that time with all clients, but there are those clients or there are 
those situations where you do that kind of thing.

Although some veterinarians consider such emotion work outside the domain 
of knowledge, experience, and responsibility of veterinarians, participants 
patiently and tirelessly helped clients deal with the emotional watershed that 
often accompanies the death of a pet.

The details of Chapters 2 and 3 also underscore the importance of 
human-animal bonds for many of today’s pet owners. We see companion 
animals as much closer to subjects than objects—more like members of the 
family. When confronted with end-of-life decisions for beloved companion 
animals, pet owners can feel intense grief over the loss of strong bonds with 
their animals. Participants were often surprised at the intensity of people’s 
emotions: “They say some pretty private things. You really get to see how 
much people love their animals. It is just their raw emotion and they say 
things. It can get really intense.” As much as the practice of euthanasia can be 
physically and emotionally demanding, frustrating, and disappointing, it can 
be extraordinarily rewarding for the veterinarian. Through this experience, 
veterinarians get a bird’s-eye view of the special emotional relationships that 
people share with nonhuman animals.

Many participants strongly argued that dealing with client emotions is 
essential to providing client satisfaction and building long-term relationships 
with them. In response to the increasingly strong bonds clients share with 
their animals and to changes in client demand regarding the death of their 
animals, the profession is concerning itself more with human-animal bonds. 
Veterinarians are beginning to develop bond-centered practices that focus 
not just on the medical care of animals but also on the emotional well-being 
of the client.55 These veterinarians are calling for courses devoted to grief 
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management and to the study of the human-animal bond to become a stan-
dard part of the veterinary curriculum.56 In addition, by memorializing and 
ritualizing companion animals’ deaths, veterinarians reinforce the notion that 
animals are worthy of such honor, ceremony, and human grief. Of course, by 
extension, such acts of veneration are also a sign that companion animals are 
worth the cost of expensive medical care. Veterinarians increasingly advocate 
for quality health care as a responsibility of every pet owner. Several bumper 
stickers I saw on vehicles in a staff parking lot comically recognized this fact: 
“The other family doctor—your veterinarian.”





Appendix

Methodology

This discussion draws on data gathered through approximately 
eighteen months of ethnographic research in two large veterinary 
teaching hospitals renowned for excellence in training veterinary 

professionals in the northeastern region of the United States. Because of 
the enthusiasm of key veterinary insiders regarding my research inter-
ests, I had access to multiple veterinary hospitals. My initial fieldwork 
consisted of three months in a veterinary teaching hospital in New York 
State. From that experience, I was invited to attend several classes at a 
New England veterinary college, including a half-day seminar on eutha-
nasia. Next, my fieldwork at a teaching hospital in Massachusetts coin-
cided with their thirteen-month internship program. Last, I compared 
what I had learned in the Northeast with fieldwork in an emergency 
veterinary hospital in Santa Barbara, California.

Immersed in the day-to-day activities of doctors of veterinary medicine 
(DVMs), I observed their interactions with human clients, animal patients, 
technicians, and colleagues. Throughout my graduate school training I was 
fortunate to be able to go back and forth between analyzing the data I had 
earlier collected and spending time in the field among veterinarians. This 
allowed me to use the inductive process of grounded theory in my analy-
sis.1 In essence, grounded theory attempts to reach a theory or conceptual 
understanding through inductive processes. Research questions begin the 
inquiry, and the researcher constantly compares themes that emerge from the 
data with earlier expectations and assumptions. After each set of interviews, 
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I modified the interview guide and developed questions for follow-up inter-
views based on recursive analysis of the themes that emerged from the initial 
interviews and field observations.2 In this way, the researcher’s own theories 
and insights are firmly grounded in participants’ narratives and observable 
experiences.

One important criticism of ethnographic methods is that, because sam-
ples tend to be small and not chosen by randomized sampling techniques, 
the conclusions drawn from fieldwork cannot be generalized. Given that my 
study’s participants were not selected in a way to represent all veterinarians, 
I do not claim to offer an objective, broadly generalizable view of veterinary 
euthanasia as it is practiced everywhere in the United States. I limited my 
study to small-animal, or companion-animal, veterinarians focusing on the 
treatment of pet dogs, cats, gerbils, birds, reptiles, rabbits, and other ani-
mals; however, between 65 and 70 percent of U.S. veterinarians’ earnings in 
2008 came from treating small animals.3 While some veterinarians work in 
mixed-animal practices where they might see pigs, goats, horses, and sheep 
in addition to companion animals, less than 15 percent of veterinarians work 
exclusively in large-animal practices.

Perhaps what sets the majority of my study’s participants apart from the 
typical veterinarian is that they practice in large, urban teaching hospitals. 
While the vast majority of American veterinarians practice in small, locally 
owned clinics immediately upon graduation from veterinary school, teach-
ing hospitals host elective, advanced training programs that require many 
hours and intense dedication from students. With state-of-the-art technology 
and board-certified specialists, they usually offer clients the most sophisti-
cated veterinary care available in their area, including emergency or critical 
care; ophthalmology, neurology, and oncology services; and cardiovascular 
and orthopedic surgery. In addition to these sophisticated services, howev-
er, teaching hospitals also provide the same preventive and basic health care 
offered by most small-animal clinicians. Thus teaching hospitals exposed me 
to a large number of clients seeking care for animal patients with a wide vari-
ety of medical conditions.

Though teaching hospitals are somewhat atypical veterinary clinics, they 
advantageously exposed me to a large number of veterinarians. I captured 
a wide range of perspectives, from those of novices fresh out of veterinary 
school to those of skilled specialists with nearly forty years of experience, 
ranging in age from twenty-five to sixty-two. Although participants were 70 
percent female, the demographics of my settings reflect the significant gender 
changes in the profession.4 Women make up approximately half of practic-
ing veterinarians and nearly 80 percent of veterinary students. Given that 
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teaching hospitals host a large number of residents and interns who recently 
graduated from veterinary school, I expected to have a greater percentage of 
female participants. All told, my data consist of eighty-one formal interviews 
with fifty-four veterinarians and over six hundred hours of observation.

Participants included veterinarians from many of the twenty-eight schools 
of veterinary medicine in the United States, including Cornell, Ohio State 
University, Purdue, Texas A&M, Tufts University, University of California at 
Davis, University of Georgia, University of Illinois at Urbana-Champaign, 
University of Pennsylvania, and Washington State University. I also attended 
several veterinary conferences where I spoke with practitioners from all over 
the country whose perspectives closely reflected those of my study’s partici-
pants. Although the demographics of this group do not represent all vet-
erinarians, I believe that the experiences presented in the book will resonate 
for veterinarians around the country. Indeed, my time in a California clinic 
confirmed that many thoughts, feelings, and experiences I learned of on the 
East Coast were similar to those of the West. That my findings were consis-
tent across multiple settings suggests they are credible beyond the specific 
organizational culture of one hospital.

Another methodological concern of ethnographic investigators has to do 
with the influence of the researcher on the behavior of those observed. In oth-
er words, researchers may influence the accuracy of their findings or partici-
pants may alter their behavior while observed, working to present themselves 
in the most favorable light.5 During my research there were many indications 
that my presence did not significantly alter the actions of the participants.

First, I believe my presence was minimally invasive as my fieldwork did 
not interfere in the daily operations of the hospitals. Taking advantage of 
the teaching hospital setting, I essentially played the role of a pseudostudent 
shadowing clinical staff. My fieldwork was not especially conspicuous to vet-
erinary participants or their clients because veterinary students often take 
notes and record data in these settings. Moreover, staff members employed in 
teaching hospitals are relatively accustomed to having students in their work-
space for extended periods who express diligent interest in their work. Some 
participants became so accustomed to my presence that, more than once, I 
had to remind them I was not actually a veterinary insider and could not pos-
sibly answer the technical questions they directed my way.

The character of my research interests meant that I could not avoid inter-
actions with emotionally vulnerable clients. Although staff members knew 
me as a researcher, clients were never told of this identity and most likely were 
never aware of their role in my research. When interacting with clients, I was 
introduced by most veterinarians simply by name or generically as a student 
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observer; others did not refer to me at all. Clients most likely assumed I was 
a veterinary technician because I often borrowed laboratory coats, dressed 
in hospital scrubs, and helped veterinarians with simple tasks. Although this 
aspect of my fieldwork was often uncomfortable and sometimes emotionally 
upsetting, I took care to observe unobtrusively, with sensitivity and respect 
appropriate to the situation.

Second, I am confident I obtained reliable information because I was 
with the participants for a long time. During my time at the hospitals, I 
observed as many cases as possible on day, evening, and overnight shifts. I 
attended clinical rotations in emergency and critical care and oncology and 
occasionally sat in on internal medicine, ophthalmology, gastroenterology, 
respiratory medicine, neurology, cardiology, dermatology, and avian-exotic 
medicine rounds. Throughout my research I saw both unusual and com-
mon cases, including broken bones, collapsed tracheas, heartworm, ingested 
foreign bodies, motor dysfunction, anorexia, various toxicities, urinary block-
ages, and lots and lots of vomiting and diarrhea. I spent many long days with 
frustrated veterinarians whose canine patients, especially Labradors, swal-
lowed just about anything they could get their paws on. But at the same time, 
I was alongside participants when they solved difficult cases and made heroic 
saves. In other words, my presence was fairly ubiquitous. Sharing ordinary as 
well as extraordinary experiences with participants helped establish my genu-
ine interest in their work.

Finally, extensive documentation shows that having rapport with partici-
pants facilitates authentic data collection.6 I built rapport with participants 
by spending long hours them and by sharing in the daily grind of the profes-
sion. My typical involvement included cleaning examination tables, bathing 
animals, transporting patients and delivering their charts around the hospital, 
and monitoring equipment. On occasion, I assisted in noncritical procedures 
such as restraining patients or taking their temperatures. In one memorable 
incident I sustained a semiserious injury while helping restrain a very agitated 
domestic short-haired cat. After the feline patient rudely dug her back claws 
into my arm, staff members cleaned my wounds and commiserated with me 
regarding such work-related hazards. Admittedly, I proudly displayed my inju-
ries by wearing short sleeves all week in hopes that others would notice my 
wounds and interpret the injury as a sign of my commitment to the project.

As time when on, it became clear to me that getting my hands dirty with 
participants helped them feel at ease with me. I became especially adept at an 
unpopular task known as expressing anal glands. Without going into detail, 
suffice it to say that the oily secretions gently coaxed out of the swollen gland 
have a very disagreeable odor to humans. Thankfully, the sometimes painful 



Appendix  191

and pungent tasks helped build rapport with participants, which facilitated 
discussion of emotionally uncomfortable work-related experiences.

Humor also aided my transition from outsider status to acceptance in the 
private workspace of veterinarians. As I describe in Chapter 5, participants 
publicly analyzed my character through the telling and retelling of two par-
ticularly embarrassing events that happened to me early in my fieldwork. My 
willingness to laugh at these emotionally troubling and embarrassing situa-
tions reinforced my reputation as someone who can withstand the difficult 
parts of the job and who can be trusted with sensitive, insider information. 
Similar to Teela Sanders’s experience as a researcher among sex workers, in 
every setting I became the source of jokes, gags, and funny stories aimed at 
testing my willingness to play along.7 For example, because of my research 
interest in euthanasia, participants often playfully implied that I was macabre 
or enjoyed being present for euthanasia procedures. They teased me by say-
ing, “Oh, you missed a sad one today,” or “You should have been following 
me last night ’cause I killed everything that walked in the door!” The interns 
especially enjoyed making me the butt of the joke by asking me technical 
questions in front of clients so that they could later take mischievous pleasure 
in my awkward and unscientific responses. Although such teasing may seem 
harsh and alienating to some readers, it made me feel welcome. Moreover, 
workplace researchers repeatedly note humor as a key part of socializing new-
comers, relieving tension, and building a sense of group camaraderie.8 Partici-
pating in playful repartee and good-humored teasing not only reinforced my 
acceptance as an insider; it also helped participants become more comfortable 
with me (and helped me become more comfortable with them).

Throughout the research process, I cultivated a collegial relationship 
with all participants, and I believe that most came to see me as a person 
they could trust and who understood their dilemmas. No other time was this 
more apparent than when participants broke hospital policy in my presence. 
Although most infractions were relatively minor, such as processing blood or 
urine samples without charging clients, such behavior could result in censure 
if reported to hospital administrators. A few violations I witnessed were far 
more serious. For example, veterinarians could lose their license for contract-
ing with a client to euthanize a pet and not following through with that agree-
ment. On more than one occasion, I watched as participants saved animals 
from euthanasia by giving them to other people without the previous owner’s 
knowledge or consent. To ease fear of exposure I often reminded them that 
I would hold our conversations and interactions in strict confidence and I 
would not use their real names or give details that could lead to their identi-
fication.
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Eventually, participants came to see me as a person they could confide in, 
and I became more and more certain that I could trust what I saw and heard 
as genuine. Some participants shared more freely than others, and as time 
went on several clearly saw me as a person to talk to about their work and 
eagerly included me in anything related to euthanasia. Participants increas-
ingly brought up sensitive matters without my prodding and sometimes went 
out of their way to find me in the hospital to share events they thought rel-
evant to the project. For example, after noticing my interest in the euthana-
sia-related cards, letters, and gifts displayed around their offices, participants 
often saved them to show me during our interviews.

While no employees refused to allow me to observe them at work, I was 
unable to schedule formal interviews with every veterinarian employed at 
the hospitals because of time constraints. Given my participants’ demand-
ing schedules, a few of the interviews took place in break rooms or hallways 
during slow shifts. In most cases, however, the interviews took place while 
participants were off duty in isolated areas of the hospital such as the library 
or a private office. Most interviews lasted approximately one hour, but some 
lasted for as long as three hours. Although my fieldwork was often emo-
tionally upsetting and physically exhausting, ethnographic methods gave me 
direct access to the private and emotionally charged interactions between vet-
erinarians and their clients not possible through standardized questionnaires.
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