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Practice oundtable Discussion

Clinical Management of Canine Parvovirus, Part 2
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A roundtable discussion on the clinical management of canine parvovirus was conducted
by Veterinary Practice Publishing Company in Las Vegas, Nevada. We are pleased to publish
this multi-part discussion in Canine Practice.
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CLINICAL MANAGEMENT OF CANINE PARVOVIRUS

Polley: What other disease entities might you
consider if a clinically ill dog presented with a nor-
mal WBC that later dropped to 1,000 or 2,000, but
then returned to normal? At this point you are cer-
tain that the dog does not have CPV. What other
conditions mimic the symptoms of CPV and cause
a drop in white blood cells?

Abood: The symptoms associated with Sa/mon-
ella, Campylobacter, or Escherichia coli might
mimic CPV symptoms and also could cause the
shift in white blood cells.

Willard: A dog with CPV and a dog with salmon-
ellosis can present with the same symptoms and
physical examination findings. The CBC results
can also be identical. Fortunately for the practi-
tioner, he or she can take into account that sal-
monellosis is much more rare than CPV, and be

5 for the dog that comes in after a day or two at
home.

Polley: When is the optimum time to run the
ELISA test to confirm a CPV diagnosis?

Willard: We usually perform the ELISA right after
the physical examination when we suspect CPV. If
the test is negative, but we still suspect CPV, we
put the dog in isolation and run the test again in 48
hours.

Dunn: We do both a CBC and ELISA following
the physical examination. If the ELISA is negative
but we still suspect CPV, and particularly ifthe CBC
indicates to us that it may be CPV, we will isolate
the dog for 48 hours and then run both tests again.
Usually at that time the ELISA is positive.

Have any of you ever considered outpatient care
for a dog with CPV? Since | work in an emergency

“..the first action we take...
is to start aggressive IV fluid
replacement.”

— Dunn

fairly certain in making a CPV diagnosis. If neu-
tropenia is associated with a bacterial enteritis, sal-
monellosis would be my first differential; Campylo-
bacter and an array of gram-negative entities
would be my next consideration. In general, if a
dog has had diarrhea due to CPV for a couple of
days, the fecal ELISA should be positive for CPV.
Hoskins: The virus is normally shed within 3 to
10 days, and by that time you will definitely pick up
the antigen on the fecal ELISA. You will fare better
in making a diagnosis based on the fecal ELISA
when a client waits a few days and observes the
dog at home before bringing it into the clinic. When
the client first calls and says the dog has been vom-
iting and has diarrhea, you can advise them to
watch the animal and if these Gl disturbances be-
come more severe or persist for more than 24
hours then bring the dog in. The problem is, most
clients will want to bring the sick dog in right away,
and that is why the average stay for a dog with
severe CPV is 7 days at the clinic, as opposed to

facility, we have some clients who decline inpatient
care, preferring to see their primary veterinarian.
We let these clients take their pets home after in-
itiating supportive care with subcutaneous fluids,
antiemetics, and antibiotics. Nine times out of 10
they bring the dog back shortly thereafter and opt
for inpatient care. Our outpatient recommendations
include: offering small frequent amounts of fluid (pre-
ferably with electrolytes), bland food, and oral an-
tibictics. In addition, we strongly recommend the pet
be re-examined and admitted for therapy if vomiting
returns or anorexia persists. Has anyone had any
better results with home care for dogs with CPV?
Willard: Only in the mildest of cases. We strong-
ly recommend inpatient treatment for all CPV
cases. Even the mildest case can suddenly take a
turn for the worse. Dogs that were just mildly de-
pressed can have a rectal temperature of 106°F
and blood glucose of 20 mg/dL in 12 hours or less.
Hoskins: Several years ago | worked in a clinic
where the clients would bring their dogs with CPV

e November/December 1995 e Vol. 20, No.6 e CANINE PRACTICE



