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Crimean - Congo Haemorrhagic fever

Crimean-Congo haemorrhagic fever (CCHF) is a viral
haemorrhagic fever of the Nairovirus group. Al-
though primarily a zoonosis, sporadic cases and out-
breaks of CCHF affecting humans do occur. The dis-
ease is endemic in many countries in Africa, Europe
and Asia, and during 2001, cases or outbreaks have
been recorded in Kosovo, Albania, Iran, Pakistan, and
South Africa.

The disease was first described in the Crimea in 1944
and given the name Crimean haemorrhagic fever. In
1969 it was recognized that the pathogen causing
Crimean haemorrhagic fever was the same as that
responsible for an illness identified in 1956 in the
Congo, and linkage of the 2 place names resulted in
the current name for the disease and the virus. CCHF
is a severe disease in humans, with a high mortality
rate. Fortunately, human illness occurs infrequently,

although animal infection may be more common.

The geographical distribution of the virus, like that of
its tick vector, is widespread. Evidence of CCHF virus
has been found in Africa, Asia, the Middle East and
Eastern Europe. Healthcare workers in endemic ar-
eas should be aware of the illness and the correct
infection control procedures to protect themselves
and their patients from the risk of nosocomial
(hospital-acquired) infection.

CCHF virus

The virus which causes CCHF is a Nairovirus, a group
of related viruses forming one of the five genera in
the Bunyaviridae family of viruses. All of the 32
members of the Nairovirus genus are transmitted by
argasid or ixodid ticks, but only three have been
implicated as causes of human disease: the Dugbe

and Nairobi sheep viruses, and CCHF, which is the

most important human pathogen amongst them.

CCHF reservoirs and vectors

The CCHF virus may infect a wide range of domestic
and wild animals. Many birds are resistant to infec-
tion, but ostriches are susceptible and may show a
high prevalence of infection in endemic areas. Ani-
mals become infected with CCHF from the bite of

infected ticks.

A number of tick genera are capable of becoming
infected with CCHF virus, but the most efficient and
common vectors for CCHF appear to be members of
the Hyalomma genus. Trans-ovarial (transmission of
the virus from infected female ticks to offspring via
eggs) and venereal transmission have been demon-
strated amongst some vector species, indicating one
mechanism which may contribute to maintaining the
circulation of the virus in nature.

However, the most important source for acquisition
of the virus by ticks is believed to be infected small
vertebrates on which immature Hyalomma ticks
feed. Once infected, the tick remains infected
through its developmental stages, and the mature
tick may transmit the infection to large vertebrates,
such as livestock. Domestic ruminant animals, such
as cattle, sheep and goats, are viraemic (virus circu-
lating in the bloodstream) for around one week after
becoming infected.

Humans who become infected with CCHF acquire
the virus from direct contact with blood or other
infected tissues from livestock during this time, or
they may become infected from a tick bite. The ma-
jority of cases have occurred in those involved with
the livestock industry, such as agricultural workers,

slaughterhouse workers and veterinarians.
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Clinical features

The length of the incubation period for the illness appears to de-
pend on the mode of acquisition of the virus. Following infection via
tick bite, the incubation period is usually one to three days, with a
maximum of nine days. The incubation period following contact with
infected blood or tissues is usually five to six days, with a docu-
mented maximum of 13 days.

Onset of symptoms is sudden, with fever, myalgia (aching muscles),
dizziness, neck pain and stiffness, backache, headache, sore eyes
and photophobia (sensitivity to light). There may be nausea, vomit-
ing and sore throat early on, which may be accompanied by diar-
rhoea and generalised abdominal pain. Over the next few days, the
patient may experience sharp mood swings, and may become con-
fused and aggressive. After two to four days, the agitation may be
replaced by sleepiness, depression and lassitude, and the abdominal
pain may localize to the right upper quadrant, with detectable hepa-

tomegaly (liver enlargement).

Other clinical signs which emerge include tachycardia (fast heart
rate), lymphadenopathy (enlarged lymph nodes), and a petechial
rash (a rash caused by bleeding into the skin), both on internal mu-
cosal surfaces, such as in the mouth and throat, and on the skin. The
petechiae may give way to ecchymoses (like a petechial rash, but
covering larger areas) and other haemorrhagic phenomena such as
melaena (bleeding from the upper bowel, passed as altered blood in
the faeces), haematuria (blood in the urine), epistaxis (nosebleeds)
and bleeding from the gums. There is usually evidence of hepatitis.
The severely ill may develop hepatorenal (i.e., liver and kidney) and
pulmonary failure after the fifth day of illness.

The mortality rate from CCHF is approximately 30%, with death oc-
curring in the second week of illness. In those patients who recover,
improvement generally begins on the ninth or tenth day after the
onset of illness.

Diagnosis

Diagnosis of suspected CCHF is performed in specially-equipped,
high biosafety level laboratories. IgG and IgM antibodies may be
detected in serum by enzyme-linked immunoassay (the "ELISA" or
"EIA" methods) from about day six of illness. IgM remains detectable
for up to four months, and 1gG levels decline but remain detectable
for up to five years.

Patients with fatal disease do not usually develop a measurable
antibody response and in these individuals, as well as in patients in
the first few days of illness, diagnosis is achieved by virus detection
in blood or tissue samples. There are several methods for doing this.
The virus may be isolated from blood or tissue specimens in the first
five days of illness, and grown in cell culture. Viral antigens may
sometimes be shown in tissue samples using immunofluorescence
or EIA.

More recently, the polymerase chain reaction (PCR), a molecular
method for detecting the viral genome, has been successfully ap-

plied in diagnosis.

Treatment

e General supportive therapy is the mainstay of patient manage-
ment in CCHF. Intensive monitoring to guide volume and blood

component replacement is required.

e The antiviral drug ribavirin has been used in treatment of estab-
lished CCHF infection with apparent benefit. Both oral and intra-
venous formulations seem to be effective.

e The value of immune plasma from recovered patients for thera-
peutic purposes has not been demonstrated, although it has
been employed on several occasions.

Prevention and control

e Although an inactivated, mouse brain-derived vaccine against
CCHF has been developed and used on a small scale in Eastern
Europe, there is no safe and effective vaccine widely available
for human use. The tick vectors are numerous and widespread
and tick control with acaricides (chemicals intended to kill ticks)
is only a realistic option for well-managed livestock production
facilities.

e Persons living in endemic areas should use personal protective
measures that include avoidance of areas where tick vectors are
abundant and when they are active; regular examination of
clothing and skin for ticks, and their removal; and use of repel-
lents.

e Persons who work with livestock or other animals in the en-
demic areas can take practical measures to protect themselves.
These include the use of repellents on the skin (e.g. DEET) and
clothing (e.g. permethrin) and wearing gloves or other protec-
tive clothing to prevent skin contact with infected tissue or
blood.

e When patients with CCHF are admitted to hospital, there is a risk
of nosocomial spread of infection. In the past, serious outbreaks
have occurred in this way and it is imperative that adequate
infection control measures be observed to prevent this disas-
trous outcome.

e Patients with suspected or confirmed CCHF should be isolated
and cared for using barrier nursing techniques. Specimens of
blood or tissues taken for diagnostic purposes should be col-
lected and handled using universal precautions. Sharps (needles
and other penetrating surgical instruments) and body wastes
should be safely disposed of using appropriate decontamination
procedures.

e Healthcare workers are at risk of acquiring infection from sharps
injuries during surgical procedures and, in the past, infection has
been transmitted to surgeons operating on patients to deter-
mine the cause of the abdominal symptoms in the early stages
of (at that moment undiagnosed) infection. Healthcare workers
who have had contact with tissue or blood from patients with
suspected or confirmed CCHF should be followed up with daily
temperature and symptom monitoring for at least 14 days after
the putative exposure.

Source: WHO
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Table 1: Vaccine-preventable Diseases & AFP 27t November - 03¢ December 2010(48t Week)
Disease No. of Cases by Province Number of | Number of Total Total num- Difference
cases cases number of | ber of cases | between the
during during cases to to date in number of
current same date in 2009 cases to date
w c S N E NW NC U Sab week in week in 2010 in 2010 & 2009
2010 2009
Acute Flaccid 00 00 00 00 00 00 00 00 00 00 02 77 68 +13.2%
Paralysis
Diphtheria 00 00 00 00 00 00 00 00 00 00 00 00 00 =
Measles 00 00 00 00 00 00 00 00 00 00 03 88 165 -46.7 %
Tetanus 00 00 00 00 00 00 00 00 00 00 00 22 27 -18.5%
Whooping 00 00 00 00 00 00 00 00 00 00 00 30 61 -50.8 %
Cough
Tuberculosis 24 03 22 03 15 23 00 10 24 124 436 9435 9771 -03.4 %
Table 2: Newly Introduced Notifiable Disease 27t November — 03rd December 2010(48t Week)
Disease No. of Cases by Province Number of | Number of Total Total num- Difference
cases cases number of ber of between the
w c S N E NW | NC u Sab during during | casesto [ casesto number of
current same date in date in cases to date
week in week in 2010 2009 in 2010 & 2009
2010 2009
Chickenpox 13 06 06 00 03 08 00 04 06 46 57 3176 14036 -77.4 %
Meningitis 09 01 01 00 04 00 05 01 01 22 32 1483 1546 -41%
CB=3 | MT=1 | GL=1 TR=1 AP=4 | MO=1 | KG=1
KL=3 BT=3 PO=1
GM=3
Mumps 5 6 4 1 1 11 9 1 9 47 21 1149 1640 -29.9 %
Leishmaniasis 00 00 12 00 00 00 01 00 00 13 04 381 636 -40.1 %
HB=12 AP=1

Key to Table 1 & 2

Provinces: W: Western, C: Central, S: Southern, N: North, E: East, NC: North Central, NW: North Western, U: Uva, Sab: Sabaragamuwa.

DPDHS Divisions: CB: Colombo, GM: Gampaha, KL: Kalutara, KD: Kandy, ML: Matale, NE: Nuwara Eliya, GL: Galle, HB: Hambantota, MT: Matara, JF: Jaffna,
KN: Killinochchi, MN: Mannar, VA: Vavuniya, MU: Mullaitivu, BT: Batticaloa, AM: Ampara, TR: Trincomalee, KM: Kalmunai, KR: Kurunegala, PU: Puttalam,
AP: Anuradhapura, PO: Polonnaruwa, BD: Badulla, MO: Moneragala, RP: Ratnapura, KG: Kegalle.

Data Sources:

Weekly Return of Communicable Diseases: Diphtheria, Measles, Tetanus, Whooping Cough, Chickenpox, Meningitis, Mumps.

Special Surveillance: Acute Flaccid Paralysis.

Leishmaniasis is notifiable only after the General Circular No: 02/102/2008 issued on 23 September 2008.

Dengue Prevention and Control Health Messages

You have a duty and a responsibility in preventing dengue
fever. Make sure that your environment is free from water
collections where the dengue mosquito could breed
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Table 4: Selected notifiable diseases reported by Medical Officers of Health
27t November - 03rd December 2010(48th Week)
DPDHS Dengue Dysentery | Encephalit Enteric Food Leptospirosi | Typhus Viral Human | Returns
Division | Fever/DHF* is Fever Poisoning s Fever Hepatitis | Rabies f*:i‘;:i:l;d
A B A B A B A B A B A B A B A B Al B %

Colombo 14 | 5804 2 1298 | 0| 16 5 190 0 49 5 563 0 9 0 68 0|1 92
Gampaha 16 | 3886 4 | 181 1| 28 2 65 0 21 17 | 563 0 16 0125 0| 6 73
Kalutara 4 1796 2 | 246 | 0 | 15 0 41 0 76 11 | 416 | © 5 0 41 0| 3 75
Kandy 5 1633 3133 |0 6 1 34 0 16 4 172 0 | 139 | 2151 |01 87
Matale 13 618 10| 310 | O 8 0 36 0 81 6 112 0 7 0 54 0] 1 100
NuwaraEliya| 0 223 3134410 1 2 119 0 89 0 33 1 67 0 52 ofo 92
Galle 1 1106 1 | 250 | 1 9 0 14 0 59 10 | 165 2 25 0 22 0|5 68
Hambantota 0 799 5 93 0 7 0 4 1 16 2 100 1 92 1 20 ofo 82
Matara 5 610 2 | 168 | 1 9 0 14 0 53 6 372 1| 136 | O 19 oo 88
Jaffna 4 2902 2 12% | O 7 604 0 10 0 1 2 1141 | 7| 8 0l 2 75
Kilinochc 1 48 0 18 0 0 0 10 0 1 0 3 0 0 0 1 0 100
Mannar 1 564 0 48 0 2 1 47 0 10 0 0 0 1 0 17 0|1 33
OVavuniya 0 575 1 59 0 3 0 45 0 13 0 2 0 1 0 13 0| 2 75
Mullaitivu 0 20 0 8 0 0 0 3 0 0 0 0 0 0 0 1 111 50
Batticaloa 12 | 1232 2 1201 |O 4 1 40 0 38 0 13 0 4 0 7 0| 4 86
Ampara 0 156 0| 116 | O 1 0 9 0 65 0 31 0 1 0 14 ofo 57
Trincomalee | 9 974 4 1160 | 0| 14 | O 7 0 14 3 41 0 21 1 16 J0o| 1 82
Kurunegala 6 1406 | 18 | 366 | 0 | 20 4 59 0 35 9 368 0 59 0127 O | 4 95
Puttalam 4 1003 51225 |0 7 0 56 0 |125 | 0 77 3 8 0 23 0] 1 56
Anuradhapur | 9 1077 4 | 155 | 0| 11 0 16 0 46 0 96 0 30 0 53 0| 4 74
Polonnaruwa | 0 395 2 | 112 | O 2 0 8 0 10 4 88 0 2 0| 47 |0]O 100
Badulla 6 1301 1215 |0 1 2 97 0 |1029| O 88 1 {119 0111 JOo]| O 80
Monaragala 1 1048 0| 184 | 1 2 1 45 0 7 3 42 0 89 2 1 99 0| 3 55
Ratnapura 5 2772 1474 | 0 8 0 24 0 27 3 407 0 62 0102 J0]3 50
Kegalle 1 898 3 ] 160 J 0 [ 18 1 79 0 29 1] 20 1394 | 0 32 31133 jJ0]0 82
Kalmunai 0 545 3 1312 |0 3 1 14 0 9 0 3 0 0 0 13 01 62
SRI LANKA 117 (33391 | 78 (5329 | 4 | 202 | 26 | 1680 | 01 | 928 | 103 | 4150 | 11 | 1066 | 16 (1415 | 01 | 45 77
Source: Weekly Returns of Communicable Diseases WRCD).
*Dengue Fever / DHF refers to Dengue Fever / Dengue Haemorrhagic Fever.
**Timely refers to returns received on or before 03rd December, 2010 Total number of reporting units =320. Number of reporting units data provided for the current week: 249
A = Cases reported during the current week. B = Cumulative cases for the year.
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