
If Only They Could Talk
Our regular focus on equine health. This month vet
CHARLIE JOHNSTON discusses Equine Herpesvirus,
which hit the headlines recently following an
outbreak at the yard of a French trainer.

HE major veterinary story

in the racing world in recent

weeks has been the

outbreak of equine

herpesvirus in one of Jean-Claude

Rouget’s barns in Pau in France. A

neurological strain of the disease

infected 27 horses in Rouget’s barn

claiming the life of two of his string. 

Latest reports indicate that, after a

period of quarantine, things are

improving with all bar eight of his

T
horses back in ridden exercise and the

yard allowed to have runners from

non-infected barns. 

Equine herpesvirus is a commonly

occurring virus in horse populations

worldwide, with most horses being

exposed at some point in early life and

becoming latent carriers. The most

common types are EHV-1, which is

associated with three clinical

syndromes, one causing respiratory

disease in young horses, one causing

abortion in pregnant mares; and the

strain involved in the outbreak in

France which causes

myeloencephalitis leading to paralysis. 

There is also EHV-4 which usually

only causes low-grade respiratory

disease. It is the continual cycling of

EHV respiratory disease and the

sporadic reactivation of latent carriers

that maintains the risk of EHV-related

abortion in pregnant mares and EHV

paralysis in older horses. 
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EHV respiratory infections are spread

most commonly via droplets from

coughing and snorting and close

contact between animals. The virus

does not travel more than 50 metres as

an aerosol, which is why isolation is a

crucial part of disease control.  

The foetus, foetal membranes and

fluids after an EHV abortion release

large quantities of infectious virus into

the environment which can be inhaled

or transmitted indirectly via

vets/grooms and equipment. The

aborted mare may transmit infective

virus via the respiratory route or

genital tract. 

Crucially, the virus is very resilient,

surviving for up to a month in the

environment once shed by an infected

individual, meaning biosecurity

protocols are essential in disease

management. 

The nature of all herpesviruses

means that all horses can be ‘carriers’

of EHV in a latent form, not

displaying any signs of illness and not

infectious to others. But during periods

of stress or poor immunity, the disease

can re-activate and the horse becomes

infectious again. Carrier status cannot

be tested for, and therefore it is this

large silent reservoir of infected horses

that make the management and control

of this disease so difficult. 

In late pregnant mares, transport,

location, social group change and other

types of stress may increase the risk of

carrier horses, shedding the virus from

the nose as well as the virus crossing

the placenta in the pregnant uterus,

resulting in foetal infection. This may

occur with no accompanying signs of

disease in the carrier. 

Signs of respiratory disease include

mild fever, coughing and nasal

discharge. Foals born alive but

previously infected in utero are usually

abnormal from birth, they display

weakness, jaundice, difficulty in

breathing and occasionally

neurological signs. Normally they die

or require euthanasia within three

days. 

Horses affected by the paralytic

form, as seen in this latest outbreak,

often have an initial fever followed by

neurological signs such as in-

coordination of the hind end (may

‘dog-sit’), bladder paralysis and faecal

retention, and the ataxia may progress

to recumbency. 

Clinical signs may be very

indicative of equine herpesvirus but

confirmed diagnosis can only be made

by laboratory virus isolation from

nasopharyngeal swabs and blood

samples.

In an infected case of the paralytic

form, the horse must be in isolation

with strict barrier nursing and

biosecurity. Slings may be required to

stabilise the horse as hind limb ataxia

develops, and urinary catheterisation

and rectal evacuation necessary with

the onset of incontinence. 

The horse should be treated with

non-steroidal anti-inflammatory

medication as well as a corticosteroid

such as dexamethasone and an

antiviral drug, acyclovir. Ataxic horses

that remain ambulatory have a good

prognosis for a return to full function,

but it may take months. 

Recumbency for more than 24 hours

is a poor prognostic indicator. These

individuals may make a partial

recovery with intensive supportive

care but a return to athletic function is

unlikely. The mortality rate can range

between 5 and 30% during an

outbreak.

In attempting to control an outbreak,

a number of biosecurity and

management practices are required

beyond isolating the infected

individuals. Separate staff should

attend to these horses, using protective

clothing and strict hygiene protocols.

All movement on and off the premises

must be stopped until at least 28 days

after resolution of the last case. 

If possible, horses should be divided

into small groups with minimal shared

air space, to reduce exposure to an

active infection. Rectal temperatures

should be taken twice daily in all in-

contact horses to monitor for a first

sign of fever, and stress or strenuous

exercise should be avoided in at-risk

horses. Bedding should be destroyed

and stables, equipment, vehicles etc all

disinfected. 

Vaccinating in the face of an

outbreak carries the risk of

potentiating the neurological form of

the disease and should be avoided.

There is currently no vaccine which

prevents the neurological form of the

disease. However, there is evidence

that virus shedding is lower in

vaccinated yards. 

Equine herpesvirus is more

commonly a disease affecting breeding

stock and there are a number of

practices which stud farms adhere to,

to avoid so-called ‘abortion storms’.

Pregnant mares should be kept

separate from all other stock and

ideally in small groups with similar

due dates and minimal shared air space

if stabled. 

Hygiene is crucial, and staff should

be aware of the risks of indirect

transmission by them as well as the

need to use virucidal disinfectants

because of the resilience of the disease

in the environment. Specific

vaccination of all horses in a herd will

raise the level of protection within the

population against EHV and, although

it will not prevent individual animals

aborting due to EHV infection, it is

advantageous in reducing the risk of

multiple abortions. 

It is recommended that all horses

resident on a stud farm are fully

vaccinated with a primary course

followed by regular six-monthly

boosters. Pregnant mares should be

additionally booster-vaccinated at five,

seven and nine months of gestation. 

Equine herpesvirus is endemic

throughout the horse population

worldwide and although these

outbreaks of the neurological form are

rare and sporadic, they are potentially

devastating and hard to prevent. That

said, once an outbreak is recognised,

there are a number of practices that can

be put into place to bring the disease

under control and prevent further

spread. 

And although EHV-1 can be fatal,

as was the case for two of Rouget’s

string, those that have been identified

early enough and treated, have a good

prognosis for a return to full athletic

function. 
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