
AHDS- DEALING WITH 
THE BLOODY SHITS

Ee Fung Teo (Teffy)

WAVES ECC 



WHAT IS IT? 

Clinical syndrome 

• Acute vomiting and severe hemorrhagic diarrhoea

• Most patients have rapid clinical improvement with 
IVFT

• NOT transmissible to other dogs/ species

• Previously known as HGE



PATHOGENESIS

• Not fully defined

• C Perfringens suspected 
since late 1980s

• Net E, NetF toxin +/-
enzymes and other minor 
toxins

• But unknown inciting 
cause of proliferation and 
release of toxins



SIGNALMENT

• Often in small breed dogs, but may affect all breeds

• More often in middle- aged dogs (median 5 year old)

• No sex predilection

• Chronic enteropathies may predispose



CLINICAL SIGNS

• Peracute to acute onset (<24 hours)

• Vomiting (80% with hematemesis)

• Range of severity : 

 mild dehydration 

 severe hypovolemic shock 

 septic shock



CLINICAL SIGNS

• Associated with hypovolemia

• Severe abdominal pain is uncommon

• Pyrexia uncommon, temperature normal to low ( if in         
shock)



LAB FINDINGS

• PCV normal to high

• Stress leukogram +/- left shift

• TS normal to low: Hypoalbuminemia may develop 
secondary to ongoing losses

• Electrolyte abnormalities (Hyponatremia, 
hypokalemia, hypochloremia)



LAB FINDINGS

• Secondary to hypovolemia

 Pre- renal azotemia

 Mild ALT elevations

 High lactate

 Metabolic acidosis

• CRP??



DIFFERENTIALS

Addison’s disease

• Lack of stress leukogram

• Electrolyte changes (HypoNa, HyperK)

• Atypical Addison’s

Baseline Cortisol



DIFFERENTIALS

Young, unvaccinated or inadequately vaccinated 
dog: 

• Parvovirus 

• Other viral GI disease 

• Parasites

Fecal testing

(IH SNAP, PCR)



DIFFERENTIALS

Neutropenia,  segmented neutrophils > 20,000/ml 
or band neutrophils > 2,500/ml: 

• Enteropathogenic infection (Circovirus, Salmonella,  
campylobacter)

• Bacterial translocation 

• Sepsis



DIFFERENTIALS

Anaphylaxis

• Gall bladder edema

(>3mm thickness)



DIAGNOSIS

• GI biopsies when C perfringens is observed on necrotic 
surface- impractical

• Fecal inflammatory markers (calproctectin, a1- proteinase 
inhibitor) - not clinically practical

• Fecal culture- not useful

• Fecal PCR – pros and cons

• Diagnosis is still based on clinical observations and 
exclusion of other causes of AHD



HOW TO APPROACH A CASE?

• Thorough history taking 

• Fecal examination

• Hematology, Biochemistry, Electrolytes

• If no improvement:
Repeat full blood profile

Cortisol testing

Abdominal imaging

Fecal PCR



INITIAL TREATMENT

• 10- 20 ml/kg crystalloid bolus and 
reassessment

• Frequent re-examination important 

 Hydration status

 Ongoing GI losses

 Perfusion parameters

 Electrolytes

 Albumin/ TS ( need for oncotic 
support? )



ONGOING TREATMENT

• Antiemetics (Maropitant, Ondansetron)

• Prokinetics (Erythromycin, Metoclopramide)

• Analgesia (No NSAIDS!)

• Omeprazole? (No indications)



ANTIBIOTICS- WHY NOT? 

• Incidence of  bacteremia LOW

• Antibiotics have not shown to change clinical course of 
disease

Routine use of antibiotics is not recommended



ANTIBIOTICS- WHEN YES? 

• Indication for Antibiotics: 

 Signs of sepsis

 Immunocompromised

 Portosystemic shunt

 Significant liver dysfunction



ONGOING TREATMENT

Early enteral nutrition- nasogastric tube feeding



ONGOING TREATMENT

Rectal foley catheter – hygiene 



OTHER TREAMENTS

Probiotics



OTHER TREATMENTS

Fecal Microbiota Transplantation



RECENT DISCOVERIES

Increased risk of chronic GI disease



RECENT DISCOVERIES

Gut microbiome is important and dysbiosis causes 
risk for long term consequences of acute enteritis-
also focus of treatment 



SUMMARY

• AHDS is likely driven by toxins produced by C. 
perfringens but triggers are unknown

• Gastrointestinal fluid losses is marked and 
hospitalization for IVF is necessary with constant 
reassessment of patient

• Routine antibiotic administration is not recommended 

• Long term implications are possible and more research 
needed to prevent chronicity

• Prognosis otherwise GOOD 



QUESTIONS?

Thank you!


