Management of Camel Pox- A Case report
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Abstract

A camel presented with history of fever, inappetence and development of scab on many part of body along with blindness since more than one week. History revealed suffering of many camels with similar symptom in that area. Clinical examination showed the different stages of pox lesion in the mouth, face, neck, abdominal, thigh region along with lacrimation, corneal opacity in both eyes and enlargement of mandibular lymph nodes. Camel was treated by antibiotic, anti-inflammatory and topical therapy. Animal was successfully managed but without any improvement in the blindness. It was concluded awareness of camel owners about separation of diseased and healthy young camels, improved health care including long acting antibiotics, improved hygiene and general supportive treatment will decrease the harmful effects of camel pox.
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Introduction
Camel pox is a highly contagious, enzootic disease (Duraffour et al, 2011), caused by Orthopoxvirus cameli virus of poxviridae family, which primarily affects young animals (McGrane and Higgins, 1985). It causes benign to severe generalised pox lesions (Pandey et al, 1985), even death in animals less than two years of age or those animals not previously exposed to infection (Munz, 1992). Higher incidence was seen in male with higher mortality rate in young animals (Kritz, 1982). Recorded mortality rate in adult animals is between 5 to 28%, while in young animals it varies from 25% to 100% (Mayer and Czerny, 1990). Clinical manifestations of camel pox range from inapparent and mild local infections, confined to the skin, to moderate and severe infections leading to swelling of whole head (Meena et al, 2012), however, mostly generalised form seen in camels, where pox lesion covers the entire body. The disease is characterised by fever, salivation, lacrimation, mucopurulent nasal discharge, enlarged lymph nodes, diarrhoea and anorexia in the systemic form of the disease and pathgnomonic skin lesions, which appears 1–3 days after the onset of fever. Skin lesions first appear on the head, eyelids, nostrils, margins of the ears and begin as erythematous macules, developing into papules and vesicles, which later on turn to pustules and crusts. In later stage, skin lesions may extend to the neck, limbs, genitalia, mammary glands and perineum. Death is usually due to secondary infections and septicaemia (Wernery and Kaaden, 2002). This variation in clinical manifestation possibly reflects differences between the strains of camel pox (Wernery and Kaaden, 2002). Clinical signs of infected animals are often indistinguishable from lesions caused by parapox (Contagious ecthyma), however, simultaneous infections with both orthopox and parapox viruses have also been described (Renner-Muller et al, 1995; Wernery and Kaaden, 1995). Transmission is by either direct contact between infected and susceptible animals or indirect infection via a contaminated environment. The role of insects in the transmission has been suspected because the disease is often observed after rainfall (Wernery et al, 1997).  Although camel pox virus is very host specific but field reports of mild skin lesions in humans associated with camel pox have been made by Coetzer (2004), underlining that camelpox can be of public health importance (Bera et al, 2011). Present communication reports the clinical manifestation and management of camel pox.
Case history 

A four years old male camel presented to the Teaching Veterinary Clinical Complex (TVCC), CVAS, Bikaner in the month of September (rainy season), with history of fever, inappetence and development of pustule followed by scab along with blindness since more than one week. History revealed suffering of many camels with similar symptom in that area. Clinical examination showed the different stage of pox lesion in the mouth, face, neck, abdominal, thigh region along with lacrimation and corneal opacity in both eyes (fig-1), which was developed after 8-10 days of the disease. Mandibular lymph nodes were moderately enlarged but camel neither has any sign of pruritus nor excoriation. There was development of oedema in the dependent parts of the body especially lower limbs and testicles. Routine haematology was unremarkable and inconclusive except mild neutrophilia.
Results and Discussion 

Based on history, clinical examination and in consideration of predisposing factor, differential diagnosis was made for camel pox, contagious ecthyma, papilloma virus and reaction to insect bites (OIE, 2008). As sign were generalised and gradual with pustule and scab, reaction to insect bites was ruled out, also the lesions were not in the form of any growth and morphologically not resembling the papilloma. Clinical differentiation of contagious ecthyma and camel pox was done as suggested by Ademe et al (2006). Symptom of camel pox include moderate depression, mild fever and anorexia and enlargement of mandibular lymph nodes followed by vesicles that rupture and become covered by thick brown scabs and scar, while contagious ecthyma is clinically characterised by pruritus and itching against objects, followed by haemorrhages and extensive skin excoriations (Ademe et al, 2006). In last, clinical diagnosis was made for camel pox and treatment was initiated with Oxytetracycline @10 mg/kg and Meloxicam @ 0.2 mg/kg body weight for 5 days. Additionally Ciplox eye drop was used to check the eye infection and D-Mag spray containing Gamma benzene hexachloride,  Proflavine hemisulphate, Cetrimide, Eucalyptus oil, Turpentine oil and Neem oil (Intas Pharmaceutical) was also use wound management and fly control. This generalised form of the disease is most common form of disease with distribution of lesion on all parts of the body, being first recognised on non hairy part. In the systemic form of the disease, pox lesions can be found in the mucous membranes of the mouth, respiratory and digestive tracts (Kritz, 1982, Wernery and Kaaden, 2002). Identification  of infection by molecular biology based diagnostic techniques is best but  disease can be diagnosed based on clinical signs. Although there is no specific treatment, but antibiotic therapy is useful to control and prevent secondary bacterial infection (Ademe et al, 2006). As recorded in present case, outbreaks mostly occur during early to middle periods of the rainy season. Similar to present finding, disease mostly occurs in large group of population because; transmission is by either direct contact between infected and susceptible animals or indirect infection via a contaminated environment. The infection is usually achieved by inhalation or through skin abrasions; also virus is secreted in milk, saliva, and ocular and nasal discharges. Dried scabs shed from the pox lesions may contain live virus for at least 4 months and contaminate the environment. The increased density of the tick population during the rainy season may be responsible for the spread of the disease (Wernery et al, 1997). In dry climates the disease cures itself but in wetter areas, the disease can take severe form. Mortality in calves and immature camels is very high, especially under poor management conditions, but the effects of morbidity may be equally important because they cause heavy production losses, particularly in weight gain. Education of herd owners about the etiology of camel pox, strict separation of diseased and healthy young camels, improved health care including long acting antibiotics, improved hygiene and general supportive treatment will decrease the harmful effects of camel pox (Munz, 1992). The main practical differences between camel pox and ecthyma are that the latter disease is more severe and affects camels of all ages.  In ecthyma because of intensive pruritus animals spend a lot of time scratching and rubbing the affected area, resulting in haemorrhages and skin excoriations.
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Figure 1: Maggot wound and corneal opacity in camel pox affected animal
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Figure 2: Camel pox lesion on hind limb and perineal region
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Figure 3: Mouth cavity showing the camel pox lesion
