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Introduction

Feeding a healthy horse is a relatively straightvésd endeavor: maximize high quality forages,
supply NRC daily recommended levels of proteinrawiins, and minerals for that class of horse,
and feed concentrates according to energetic rmeints. Unfortunately, feeding protocols for
horses with specific medical conditions are nosisgple or well-defined. This is due to the fact
that the majority of published research in equingition focuses on the requirements of the
“healthy” horse, but scientific research relatedeteding the “sick” horse is limited. The
research and information that is available, comibwih practical field experience, gives equine
nutritionists a solid basis for outlining feedingocols that will both theoretically and
functionally support horses suffering from a parae medical condition. The intent of this paper
is not to provide an in-depth review or researcthroe, but rather serve as a practical reference
for practitioners looking for concise feeding recoandations to pass along to their clients.
More in-depth reviews or chapters on clinical egunntrition are available for reference (Reed
et al. 2010, Geor 2009, Lewis 1995).

Gastrointestinal Disorders

Gastric Ulcers. When feeding horses with suspected or diagnosddgakers, simple changes
in the diet and feeding management practices aaauge distinct improvement when paired
with pharmacologic treatment. Maximizing pastumntwt to allow grazing is one of the most
important management strategies for controllingrgaslcers in horses (Reese and Andrews
2009). If a horse is stalled for any period of tjreentinuous access to forage should be allowed.
Inclusion of alfalfa hay in the diet, preferablypided at regular 5 — 6 hour intervals, is
recommended as it may have a protective bufferifegiein the stomach (Nadeau 2000).
Feeding a fat- and fiber-added and lower solubtbalaydrate concentrate is recommended if
additional calories are needed, and specific Pdeeds that fit this criteria are Ultium (12.4%
fat, 18.5% fiber, 19% WSC+starch, 1900 Cal/lb)atigy Healthy Edge (8% fat, 18% fiber,
18% WSC+starch, 1300 Cal/lb), and Wellsolve L/S% fat, 23% fiber, 11% WSC+starch,
1200 Cal/lb). Increasing the frequency (3 to 4 mea&r day) and decreasing the size of
concentrate meals is recommended, especially iidihge is consuming a large amount on a
daily basis. If a forage-only diet meets caloriguieements, Nature’s Essentials Enrich 32 and
12 ration balancer supplements will provide thetgirg vitamin, and minerals lacking in a
forage-only diet.

There are currently many supplements on the mataehing to prevent, reduce or eliminate
gastric ulcers, but most of these products havdeen tested and little scientific evidence exists
regarding their efficacy. Many supplements contairying concentrations of calcium carbonate,
which is the primary component of human antacigh@rations. These preparations have been
shown to temporarily increase gastric juice pHZdrours following administration (Garcia et al.



2005, Reese and Andrews 2009). Because of this ga@tion effect, frequent feedings would

be necessary to elicit any long-term effect orrevpnt gastric ulcers. In contrast, hypertonic
electrolyte pastes or solutions, which are commauiyinistered to endurance horses, have been
shown to exacerbate the severity of gastric ulapm repeated administration (Holbrook et al.
2005). In horses with gastric ulcers, these elege@roducts should be used with caution and
only administered following exercise with a smadahto minimize damage to gastric mucosa.

Small Intestine Malabsor ption and Chronic Inflammatory Bowel Disease. Chronic wasting

and poor body condition, despite adequate provisfarutrients and calories in the diet, may be
attributed to an impairment of the small intestinability digest and/or absorb carbohydrates,
fats, vitamins, minerals, or to a lesser extenewahd electrolytes. Intestinal function testshsuc
as an oral glucose tolerance test or D-xylose alisortest, will help to assess the carbohydrate
absorptive capacity of the small intestine. Up @of horses with intestinal dysfunction were
also found to suffer from some form of inflammatbiwel disease (IBD) based on rectal biopsy
(Lindberg et al. 1996). The role of food allergyiBD is still unclear, and the true incidence of
adverse food reactions in the horse is not knowrabsumed to be rare (Littlewood 2002). If
suspected, a food elimination test followed by-ateoduction challenge is the only accurate
way to identify sensitivity to a particular feedneponent. Feeding recommendations for horses
with either malabsorption or IBD are similar, botee experimentation may be necessary to find
the optimal diet for an individual horse. Most inn@amtly, small meals (no larger than 2 — 4
pounds) of easily digestible feed should be offenec frequent basis. Higher fiber feedstuffs
that promote large intestinal fermentation andafdded feeds that are more calorically dense are
recommended. Only high quality forages should be &ad straight alfalfa or alfalfa-mix hays
are preferred due to their higher energy densitfal#& cubes, alfalfa pellets, or non-molassed
beet-pulp are other good fiber sources that maytibeed. Providing ample access to pasture is
also a good management strategy. Concentratesdsheuiéd according to the horse’s caloric
requirements, which will typically be elevated. farUItium (higher calorie) and Strategy
Healthy Edge (lower calorie) work well with thesar$es. In more severe cases, long-stemmed-
forage may not be well-tolerated; therefore a categpleed will produce the best results. The
recommended Purina complete feed in this caseusEdpenior. If a horse needs additional
calories, the Amplify fat supplement works wellinoluce weight gain.

Chronic Diarrhea/Colitis. When dealing with a horse suffering form chroniarchea, it goes
without saying that infectious diseases, parasites;ologic diseases, hindgut acidosis
(carbohydrate overload; too much grain and not ghdarage), sand enteropathy, and any other
potential causes should be first be ruled out esmted if warranted. The objective for feeding
these horses should be to reduce the mechanicalsstblogic demand on the colon. This can
best be accomplished by reducing or eliminatingistemmed forage and feeding a complete
feed such as Equine Senior. Frequent meals (4er 8gy) are recommended. High quality grass
hay and pasture are acceptable, but alfalfa sHmildgsed with caution as it may have a laxative
effect in some horses. If a horse tolerates higllitpgrass hay, high fiber and low non-
structural carbohydrate concentrate feeds shouldilieed, such as Purina Wellsolve L/S,
Strategy Healthy Edge, or Ultium. For horses wéhdoverload, free choice access to grass hay
has been shown to stimulate the passage of samaptihthe gut (Lieb and Weise 1999).
Prevention is essential with sand ingestion anddnaypncentrates should never be fed directly
off the ground in susceptible horses. Psyllium nhoici supplements are often used as a



preventative for sand accumulation, but there rdlating data to support this recommendation.
One study indicated an advantage to combining @&ylium/kg bodyweight with mineral oil

fed twice daily for eliminating sand from the hindgHotwagner and lIben 2008). However,
another study failed to show any benefit of sup@etimg 1 g psyllium/kg bodyweight/day for
sand evacuation (Hammock et al. 1998). The majofigommercially available equine-specific
psyllium supplements provide approximately 0.2 glpsn/kg bodyweight/day (or less), and
they can be fairly expensive (up to $3.75/day).réfare, usage as a sand preventative is not
recommended but is considered safe if an owneraget utilize it for peace of mind. On the
other hand, psyllium (5 tablespoons every 12 —@44) increases the production of short chain
fatty acids (i.e. butyrate, a source of energycfionocytes) and is thought to be clinically useful
for promoting mucosal healing in cases of colifisnes 2010).

Probiotic supplements are often marketed towarddsowith diarrhea and gastrointestinal
diseases, based on positive results observed én siiecies. However, evidence in the horse is
lacking and the quality of many commercially aviaiéaprobiotic preparations is questionable at
best. Out of 13 probiotic products evaluated in stoely, only 2 contained what was stated on
the label and the rest contained few, if any, \@allganisms along with some additional
pathogenic organisms (Weese 2002). Even for thosenercial probiotic supplements that do
meet label claims, efficacy is highly questionadrhel they may even be detrimental. For
example, the administration bactobacillus pentosus WE7 for 7 days to neonatal foals resulted
in more days with diarrhea and incidence of catimpared to placebo treatment (Weese and
Rousseau 2005). There is ample anecdotal evidemadalzle suggesting a potential role for
probiotic treatment in certain cases, but moreysisitheeded and stricter quality control
measures for commercial supplements must be impiddefore sound recommendations can
be made.

Chronic Colic. While “chronic colic” is not a specific diagnosisdisease, managing a horse
which suffers from regular bouts of abdominal pa@icessitating medical intervention can be
frustrating for an owner. A wide variety of conditis may result in frequent bouts of colic, and
certainly the horse should be screened for sucHittons and treated appropriately. Feeding
recommendations for this type of horse are faitigightforward, and feeding management
practices are just as important as the type of ¢dfedled. Stabled horses with reduced access to
grazing are 3 times more likely to suffer from cplnd maximizing pasture access should be
initiated if at all possible (Durham 2009). Simitarhorses with malabsorption problems, only
highly digestible feeds should be utilized and $nfildquent meals should be offered throughout
the day. Providing a minimum of 1.5% of a horsaglyaveight in forage per day is advisable,
and free choice access is preferable to intermittecess. In addition to grass pasture, good
forage options include high quality alfalfa or gradfalfa mix hay, soaked alfalfa cubes, and
beet pulp. Use of specialized hay nets or hay beggeduce the rate of intake will help to
mimic natural grazing behavior while stalled. Suddbanges in forage source, such as when
switching to a new batch of hay, should be avoidéd: “old” hay should be slowly replaced

with the “new” hay over a course of 5 — 7 days. idg\hay tested at a forage testing lab such as
Equi-Analytical (Ithaca, NYwww.equi-analytical.cois a good idea to insure that the forage is
of acceptable quality, as consumption of maturedaayeasily lead to colic in sensitive horses.
The relative feed value (RFV) gives an estimattefmaturity of the plant when it was
harvested, neutral detergent fiber (NDF) is a memstiall cell wall components including




lignin (indigestible fiber), cellulose, and hemicébse, and acid detergent fiber (ADF) is a
measure of lignin and cellulose. Feeding hay witliR&V of> 87, NDF of<60 (as fed basis),
and ADF of<42 (as fed basis) is recommended. If a horse hag@y of enteroliths, alfalfa hay
should be avoided.

In some cases, replacing all or the majority ofjlstemmed hay with a complete feed will
reduce the frequency of colic bouts. Equine Sesian easily digestible complete feed that
works well in these cases. Omolene 400 is anotpigoroif more calorically dense complete
feed is needed. Again, small frequent meals shioaldffered. If high quality hay is well-
tolerated, concentrate feeds offered should beehighdigestible fiber with moderate soluble
carbohydrate content. Depending on the horse’sicaleeds, Purina Ultium, Omolene 500,
Strategy Healthy Edge, or Wellsolve L/S would bprapriate. In addition, supplementing 1 — 2
Tbsp. plain white/day salt may encourage wateketaspecially in the colder months when
some horses drink significantly less water.

Intestinal Resection. For horses with small intestinal resection, thenteiance diet should
consist primarily of higher fiber, easily digeselfeedstuffs which are fermented in the hindgut.
The duodenum and jejunum are the primary sitestfoch, vitamin, and mineral absorption
(except phosphorus, which is absorbed in the cplohile the ileum is the primary site for fat
and fat-soluble vitamin absorption. Horses with 50%all intestine resection have been
successfully maintained on diets containing ferrallet fibers and fat from oil and rice bran
sources (Geor 2000). Feeds such as Purina Ultitnate§y Healthy Edge, and Wellsolve L/S
will work well for these horses, and including #ifahay into the forage program is
recommended. Horses with 70% distal small intestasection have been successfully
maintained on frequent small feedings of comple&sl$ (Lewis 1995). Equine Senior or
Omolene 400 is appropriate for these cases. If >6Df#te small intestine has been removed,
additional vitamin and mineral supplementation rhaynecessary, and supplementing with 1 Ib.
of Enrich 12 or 32 per day may be of benefit inrstheases.

In cases of colon resection, more emphasis shaufthbed on maximizing small intestinal
digestion while still providing some easily digédti fiber to maintain hindgut health and
integrity. For the first 30 days following surgegylow fiber, high protein and phosphorus diet
should be provided. Concentrates formulated fowgrg horses, such as Omolene 200 or 300
paired with high quality alfalfa or alfalfa-mix hawork well during this time. For horses with
extensive colon resections (>90%), this diet shtveldontinued and B-complex and K vitamin
supplementation may be required due to a comprahabgity to produce these vitamins (Lewis
1995). However, digestive ability may return tomait in horses with resection of only the left
colon or cecum. These horses may be able to eubnteturn to a normal diet, and perhaps
even a forage-based ration.

Obesity, M etabolic Syndrome, Laminitis, and PPID

Although obesity, metabolic syndrome, pituitarygertermedia dysfunction (PPID), and
laminitis are unique medical conditions, they asmewhat interrelated and share commonalities
when it comes to feeding recommendations. It isgazed that obesity is a major problem in
today’s horse population, and it can lead to masith problems including insulin resistance or



laminitis if not controlled. However, not all obeserses are insulin resistant and not all insulin
resistant horses are obese (Frank 2010). If a m@@eseX7 on the Henneke body condition
score scale), weight loss should be induced byicasg the total number of calories offered to
the horse. If a horse is both obese and insulisteed, reducing bodyweight is sometimes all
that is necessary to bring the horse back to nogliabse/insulin homeostasis (Gordon et al.
2009). Placing a horse on a ration balancer supgiéand restricted forage program works well.
Alternatively, the weight loss feed product WellsoW/C can be utilized for owners that feel it
necessary to feed the horse some concentrate. Bfhdeneight loss program, it is imperative
that pasture intake be limited or eliminated. Tdaa be accomplished through short (< 1 hour)
turnout periods, utilization of a dry lot, confinent using electric fencing or round pen in a
larger pasture, or the use of a grazing muzzle.dvidd quality grass hay should be fed at a rate
of no more than 1.5 — 2% of the horse’s currenylaight per day. A protein/vitamin/mineral
supplement (ration balancer) such as Enrich 32pidll/ide the nutrients missing in a forage-
only diet without the addition of unnecessary dakrWellsolve W/C is a low-calorie extruded
pellet that can be used to give the horse morewidirae” while providing essential protein,
vitamins and minerals. This product may be usefuhbrses in group feeding situations or for
those owners that prefer to feed more volume ditiitgy an exercise program that includes 30
minutes of forced physical activity 6 times per weealso recommended for obese horses.

For horses that are diagnosed as insulin resigafier from PPID with insulin resistance, or
that have a history of chronic laminitis, sugatarches, and pasture should be limited in the
ration. Commercial feed products should have theahstarch and sugar level separately
guaranteed on the tag, and hays should be andigzedluble carbohydrates at a forage testing
lab. Keeping the total ration under 12% solubléobhydrate (WSC+starch) is recommended.
Claims of “low starch” or “low carb” in commercigltoducts without tag guarantees should not
be relied upon for sensitive horses, as these slam& not currently regulated by AAFCO and
manufactures are not given any guidelines as td lgkal is considered “low”. Wellsolve L/S is
a feed specifically formulated for insulin residtanrses that is backed by published data
(Gordon et al. 2007). Sugar and starch is guardrdegectly on the tag at 11%, and it is fortified
with highly digestible fibers, natural source vitank, therapeutic levels of biotin, and essential
fatty and amino acids. Dividing the concentrateiparof the ration into 3 or more meals per day
will help prevent spikes in insulin, as will prowigy access to low soluble carbohydrate forage
on a continuous basis. Soaking hay in cold wate6@ominutes or warm water for 30 minutes
may reduce starch and sugar content by 20-30%.

Insulin resistant horses that need to gain weighthe fed increased quantities of Wellsolve L/S
divided into multiple small meals or can be sup@ated with up to 3 — 4 cups of soybean oll
per day (depending on the size of the horse; intedlowly). Alfalfa hay can sometimes be
lower in soluble carbohydrates, and may be uséuactease caloric intake as well.

Special considerations regarding the fructan cdraeforages must be made for horses with a
history of and/or at risk for laminitis. Fructan® dhe primary form of stored carbohydrate in
cool season grasses (i.e. orchardgrass, timothyjhby are not present in warm season grasses
(i.e. Coastal bermudagrass, bahiagrass) and leglimegtan content in cool-season pasture
varies over the course of a 24-hour period and ehmging seasons and weather conditions. In
general, fructan levels begin to rise during themimg hours, peak in the afternoon, and are



lowest overnight and in the early morning hoursndland and Byrd 2006). Drought conditions
can cause fructan accumulation, and seasonal imféseresult in the highest fructan
concentration in spring grass, lowest levels dutirgmid-growing season, and moderate levels
in the fall (Longland and Byrd 2006). Extra cautgrould be taken during these times, and
grazing should be restricted to times when fructamtent is lowest (late evening through early
morning). In horses with severe and recurrent l&mjrallowing pasture access may never be an
option. Mildly affected horses may be able to netiar grazing under careful observation and if
the above guidelines are adhered to.

Liver Disease

There are numerous causes of hepatic insufficiandyliver disease, but feeding
recommendations are consistent for the vast mgjofithem. The goals should be to 1) meet
dietary energy needs, 2) supply a high level diilslel carbohydrates to reduce gluconeogenic
strain on the liver, 3) limit fat and salt, 4) mdaiit not exceed, protein requirements to help
decrease problems with converting ammonia to @ea,5) feed protein sources containing
branched chain amino acids (BCAA, leucine, isoleaecand valine). Horses with liver disease
can’t metabolize aromatic amino acids (AAA; tyrasiphenylalanine, and tryptophan), which
can accumulate and eventually enter into the cesglomal fluid and exacerbate hepatic
encephalopathy. BCAA, on the other hand, are rgaddtabolized by muscle and adipose
tissue. Multiple small meals are preferred, and frieoice access to good quality grass hay
and/or pasture is recommended. If a horse caratel¢ine protein (plasma ammonia may need to
be monitored), alfalfa may be incorporated intodret to stimulate appetite or facilitate weight
gain and is a good source of BCAA (Lewis 1995, 8a2010). Corn, bran, and milo have a high
BCAA/AAA, and the incorporation of cracked cornarthe diet may be beneficial due to both
increased levels of BCAA and dietary starch. Depandn the current body condition of the
horse and caloric needs, there are a few concerigratling programs that would be appropriate.
For horses that are at a healthy bodyweight orrthat to gain weight, Omolene 100 is a low
protein, low fat sweet feed that meets the criterrdeeding horses with liver dysfunction.
Omolene 100 should be fed according to caloric seaald the daily ration should ideally be
divided into 3 or more meals per day. Wellsolve I5& lower-calorie concentrate feed that has
been used with success as well, especially in calsese soluble carbohydrates need to be
limited due to concurrent insulin resistance. Fansks that are overweight, Enrich 12 (fed at a
rate of 1 pound per 1000 Ibs bodyweight) suppleeteniith a small amount of cracked corn
(fed at a rate of 1-2 Ibs per 1000 |bs bodyweighll)supply soluble carbohydrates and BCAA
but a lower level calories. The corn may or maybwhecessary in overweight horses,
depending on the severity of the case. No saltldimriadded to the diet or provided for free-
choice consumption, especially if ventral or disitab edema occurs (Lewis 1995). Horses with
hepatic failure also may benefit from daily orat@bic acid, since the liver is the site of vitamin
C synthesis.

Renal Disease
When managing horses with chronic renal failure,gbals should be to provide access to plenty

of fresh clean water to maximize intake, encouigyeetite with palatable feeds to prevent
weight loss, and feed a ration that meets but xe¢exs protein, calcium, and phosphorus



requirements (Lewis 1995). Legumes, soybeans, witaatand calcium/phosphorus containing
supplements should be avoided. Molasses may beldddke ration to increase palatability if
needed. An appropriate ration for a horse with olereenal failure can generally be
accomplished with good quality grass forages almveprotein ration balancer (Enrich 12) or a
grain-based concentrate (Omolene 100) if additioakdries are needed. Fat supplementation
may be appropriate if warranted but must be apfedevith caution in horses with
hyperlipidemia or hypercholesterolemia (Schott 20HYypoproteinemia can also develop in
some horses with renal failure, therefore protappsementation may be necessary (Geor 2000).
Soybean meal works well as a protein supplemetitese cases, as it contains less calcium per
unit of protein than other protein supplementseifum bicarbonate concentration is consistently
less than 20mEqg/L, sodium bicarbonate (50 — 15Prgal be warranted unless ventral edema
becomes a problem (Schott 2010).

Respiratory Disease

Horses suffering from inflammatory airway diseagd)), recurrent airway obstruction

(heaves), or summer pasture-associated heavesafpyia condition observed in the Southeast)
are sensitive to airborne allergens present in begding or summer pasture. The dietary goal is
to minimize exposure to the triggering allergenganylhorses with IAD or heaves do well living
outside when removed from the dusty, poor ventitatf barns. On the other hand, horses with
summer pasture-associated heaves must be kesitfrp to minimize exposure. For horses
with all conditions, only dust-free feeds and begdshould be used. Shredded paper or pelleted
bedding may be preferable to wood shavings or staad sweeping and blowing barn aisles
while affected horses are in the barn should bé&dado Some horses suffering from respiratory
disease are intolerant to any type of hay and dbomea complete pelleted feed such as Equine
Senior, Omolene 400, or Horse Chow 100 or 200. IQtbheses may be able to tolerate hay or
hay cubes that are soaked thoroughly before bdfeged. Decreased ascorbic acid (Vitamin C)
in the epithelial lining fluid of horses sufferifigm heaves has been reported (Deaton et al.
2004). Dietary Vitamin C supplementation has begothesized to decrease oxidative stress
and improve pulmonary function, but this has yabégroven in the horse.

Musculoskeletal Disorders

Recurrent Exer cise Rhabdomyolysis/PSSM. Although the causes of recurrent exercise
rhabdomyolysis (RER) and polysaccharide storagepatyry (PSSM) are very different, and
there are several variants of each condition, dieteanagement strategies are very similar. The
primary goals are to reduce soluble carbohydratkamation, supply additional energy with fat,
and ensure adequate vitamin E intake. RER is corynseen in Thoroughbred racehorses in
training, while PSSM is more commonly seen in Qardrtorse, warmblood, and draft horse
breeds. The following feeding recommendations ase upon the guidelines of Dr. Stephanie
Valberg, who has been leading research efforts wscha disorders at the University of
Minnesota for many years. A minimum of 1.5% of adets bodyweight in forage with low
soluble carbohydratec{2% WSC+starch) content should be provided. The&atnate that is

fed should preferably supply no more than 15% t#ltdigestible energy as non-structural
carbohydrate (WSC+starch). In addition, 10 — 20%heftotal daily energy should come from
fat (depending on caloric requirements). Dependimghe size and total caloric requirement of



the horse, Purina feeds that can be used to mess# thriteria are Ultium and Strategy Healthy
Edge (best for PSSM horses and racehorses sewadietyed with RER), Omolene 500 and Race
Ready (best for most racehorses with moderate RER)ch 32 and Amplify (best for easy
keeper PSSM horses). Wellsolve L/S and straighhal also be an option for especially
sensitive PSSM horses. Implementation of a reg@xarcise program is also important in the
management of horses with both RER and PSSM, dod<fo reduce environmental stress may
benefit horses with RER (McKenzie and Firshman 2088pplemental Vitamin E, at a rate of
1000 — 2000 IU per day, may also be beneficiahfimses with both conditions. Care should be
taken to ensure that electrolyte requirements airgglimet according to sweat losses based on
exercise duration and ambient temperature. In @tgitoncentrate feeding should be avoided in
the 2 — 3 hours preceding exercise, as dietaryobgdyates may inhibit lipid oxidation in the
muscle cell and exacerbate symptoms (McKenzie astifian 2009).

HY PP. Dietary treatment of hyperkalemic periodic parady$iYPP) is focused on preventing

an increase in serum potassium by one or a conitamat three methods: 1) limiting dietary
potassium intake, 2) promoting the uptake of patass$nto cells via the action of insulin, and 3)
eliminating excess extracellular potassium fromlibdy via the urine with a diuretic such as
acetazolimide (NRC 2007). The total concentratibpatassium in the diet should kel.1%.

The single largest source of potassium in a hoietsis forage; therefore it should be addressed
first. Pasture works well for HYPP horses due ®lilgh water content of the grass which makes
consuming high levels of potassium in a short tpagod unlikely. Only grass hays should be
utilized, and they should ideally be analyzed fotagsium level (many varieties contain >3%
potassium). Soaking hay for 30 minutes in hot watdor 60 minutes in cold water reduces the
potassium content by up to 55%. Feeding grainsfli¢itéPP horses not only because they are
low in potassium, but also by stimulating insukgherase that may facilitate potassium uptake by
muscle cells (NRC 2007). Dividing the daily ratimmo several evenly spaced meals with no
more than 33 g potassium per meal will help totlitime effects of large amounts of potassium
reaching the blood at once (Reynolds et al. 19Bi&re is a popular misconception that
molasses should not be fed to horse with HYPPt{Hsiis not necessarily the case. While it is
true that molasses contains ~4% potassium, it canuseful ingredient to enhance palatability
and provide energy from carbohydrates if includeé amall portion of the diet. Sweet feed
formulations typically only contain 5 — 10% molassand the total contribution of potassium
from molasses in a 4 Ib meal of sweet feed wouldceksively minor (3.6 — 7.3 g K). Purina
concentrate feeds appropriate for horses with HaxRFOmolene 100 (0.85% K), Omolene 200
(2.0% K), Omolene 500 (1.1% K), and the caloriepdeiment Athlete (0.7% K). Depending on
the potassium content of the forage and sensitofithe horse, other feeds such as Race Ready
(1.2% K), Strategy (1.25% K) or Ultium (1.25% K) ynbe utilized if care is taken to limit the
potassium in a single meal to less than 33 g. Wwerpotassium hay is hard to find, utilizing
complete feeds that have guaranteed potassiunsimeagl be a more convenient option for
owners. Equine Senior (1.6% K), Omolene 400 (1.35%orse Chow 100 (1.5% K), and

Horse Chow 200 (1.4% K) are Purina complete fedobog that may be utilized, and should be
provided in small frequent meals.



Developmental Orthopedic Disease

A variety of growth conditions fall into the categmf developmental orthopedic disease
(DOD), and a complete discussion of all factorsiued is beyond the scope of this paper. More
comprehensive reviews on the interaction of geagtianagement, and nutrition on the
incidence DOD are available (Raub 2010, NRC 20@wis 1995). When faced with treating a
growing horse with physitis, OCD, or another forhD®D, the basic feeding recommendations
are the same. It is important for the practitioiwerecognize that nutrition plays a secondary role
to genetics unless gross deficiencies, excessaapatances of nutrients are present in the diet
(particularly of energy and minerals, but not protéLewis 1995). The primary nutritional goal
should be to reduce dietary energy intake whiletmgégbut not exceeding) protein, vitamin,

and mineral requirements. This cannot be acconmgdisimply by placing the horse on a forage-
only diet, as forages are deficient in severaltkage minerals and amino acids necessary for
growth and development. Depriving a horse of thieients necessary for optimal bone and soft
tissue development would be counterproductive aay lead to exacerbation of problems in the
future. If a foal is still nursing, weaning earlyaild be considered if the foal is especially large
This will allow for the ability to better controbtorie intake if free-choice milk consumption is
prevented. Grass hay should be provided at a fdt&e- 2% of the horse’s bodyweight (or a
corresponding level supplied via pasture). All grabncentrates should be discontinued and
replaced with a high protein ration balancer supelet such as Enrich 32 fed according to bag
directions (typically between 2 — 3 |Ibs/day). Altately, the complete feed Equine Junior may be
a better option if hay quality is poor or intakelifficult to control. A reduced rate of 0.75% of
bag recommendation should be offered in frequeratlsmeals throughout the day, along with a
minimal amount of grass hay for “chew factor”. Thesduced calorie feeding programs will
help to slow down the rapid growth rate of the fwaile providing essential nutrients necessary
for musculoskeletal integrity. The program shoutdiddlowed until DOD symptoms have
subsided. At this time, other feeds formulated gpadly for growing horses may be utilized
according to the horse’s caloric needs. In additooBEnrich 32 and Equine Junior, Purina feeds
formulated for growing horses include Strategy, @Game 200, Omolene 300, and Ultium
Growth. Maintaining a steady growth rate is impott@r the prevention of DOD, and
fluctuations in forage energy content throughoetdhowing season must be compensated for by
concentrate level adjustment. However, care shioalthken to provide no less than the
minimum recommended feeding rate to ensure protdamin, and mineral requirements are
being met. If a young horse continues to grow fgod if the forage is especially energy-dense,
then they may be successfully maintained on Er8ith

Conclusion

There is still much to be discovered about theientrequirements of horses with specific
medical conditions. Although scientific researclstpport recommendations for feeding sick
horses is limited, general guidelines are begintinge established and field experience gives
equine nutritionists a basis for making sound reo@mdations. Treating each ill horse
individually, while utilizing common sense as itates to nutrition and physiology can help
many of these animals return to health. Futureareh will assist in further developing feeds
and feeding guidelines for medical conditions, legdo the improved health and well-being of
the horse.



For a customized nutritional recommendation for a specific case and/or a different medical
condition, contact a Purina equine nutritionist through www.equinevetnutrition.com.
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