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BACKGROUND:

Crimean-Congo Hemorrhagic Fever (CCHF),
transmitted by Hyaloma tick-bite or exposure to
blood or secretions of infested animals or infected
person’. The disease has most extensive
geographic distribution and one of the medically
important tick-borne viral diseases. Crimean
Congo hemorrhagic fever (CCHF) disease is one
of the severe forms of hemorrhagic fever and has
a wide distribution which relates with the global
distribution of Hyalomma tick, is endemic in Africa,
Asia, Eastern Europe and the Middle East. In
Pakistan, first fatal case was diagnosed in 1976,
since then sporadic cases have continued to
occur’. Mass-scale animal movements prior to
Eid-ul-Adha could serve as a source of
propagation for ticks' thereby increasing risk of
transmission’.

The disease can be transmitted from infested to
human through bite of an infected tick or from
crushing an infected tick with bare skin.
Secondary transmission has also been reported
from contact with infected animal blood or tissues,
or by ingesting unpasteurized milk. Person-to-
person transmission mostly occurred typically in
healthcare settings from exposure to infected
body fluids like blood; however, CCHF is
frequently reported among agricultural workers
following the bite of an infected tick,
slaughterhouse workers exposed to the blood and
tissues of infected livestock and healthcare
personnel through contact with the body fluids of
infected patients. Healthcare workers in endemic
areas are at risk of infection through unprotected
contact with infectious blood and bodly fluids®.

The present outbreak was investigated in
September 2013 at Islamabad and Abbottabad.
Four confirmed cases from same family were
identified.
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METHODOLOGY:

Histories. We also collected blood samples for
CCHEF serology from all identified contacts, except
family members of the index case, who refused.
All referral centres and clinics located around Sibi
were asked to promptly report possible new
cases. Most contacts were traced and interviewed
within two weeks of diagnosis of the secondary
cases. To determine the risk of contracting CCHF,
we classified all family and hospital contacts of the
index and the secondary cases into five exposure
categories: percutaneous exposure, including all
those who suffered accidental needle pricks or
whose broken skin came into contact with infected
blood; cutaneous exposure, i.e. blood-to-intact
skin contact; cutaneous exposure to body fluids
other than blood, including sweat, saliva, emesis,
and excreta; skin-to-skin contact not involving
body fluids; and proximity without physical
contact.

Laboratory methods: We collected 5-10ml blood
from each participantin a neutral tube, centrifuged
and stored the serum in liquid nitrogen at 21-
96.8°C. The sera were tested with anti human-
immunoglobulin antibodies for the presence of
IgG and IgM against CCHF by a capture ELISA.
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Conducted review of hospital record, interviews
with healthcare staff and patients attendants and
observation of infection control practices at
hospital. Traced contacts at hospital and
household/community level and observed them
for two weeks.

Data was collected through a pre-tested
questionnaire. Case definitions for probable,
confirmed cases and contacts adopted based on
time place and person. Data were tabulated and
analyzed by Epi-Info-7.

Laboratory methods: Blood samples (5ml) from
suspected cases were collected in a neutral tube,
serum was extracted in the lab under strict
biosafety precautions and tested by RT-PCR.

RESULTS/FINDINGS:

All four fatal cases; father and three sons, were
butchers, declared positive for CCHF and were
involved in slaughter of a cow suspected to be the

Possible exposure point

source of infection. Common symptoms were
fever, hemorrhage, lower limbs paralysis and
altered consciousness. Timeline of events
developed shows common source infection.
Household contacts (n=18) and hospital contacts
(n=39) were enlisted and followed for 14 days and
remained asymptomatic except four who
developed fever; their samples were negative.

Implement control and prevention measures:
Health staff was briefed about the recommended
infection prevention & control measures.
Guidelines regarding Infection control measures
and tick elimination was distributed to the health
professionals. Media Awareness campaign
especially in regards to Eid-ul-Azha and risk of the
spread of Congo virus conducted. Federal health
ministry issued an advisory and alert to all
provincial Health Directorates about the risk
during Eid-ul-Azhaand recommended preventive
measures.

Clinically asymptomatic

Clinically asymptomatic

Clinically asymptomatic

Symptoms

Clinically asymptomatic

Summary of the cases:
Mr. MY and his 03 sons were butchers, selling meat at Havailian, a suburb of Abbottabad.

Age/Se | professio Date of Date of

S# Name x n Symptoms onset Adm Labs Treatment Outcome

1 MrMA1 34yrs/M | Butcher 7" Sept.13 | 8" Sept. 13 | Not available gt)épslgeci 13”
Fever, Body ExpireF:j- on
aches, 7th  Sept | 11th  Sept ;

2 | Mr.MS 23yrs/M | Butcher Vomiting, 13 13 Thrombocyto | Supportive gth Sept
Petechial ﬂzr:rlwaaturia Expired on
rashes,

3 Mr. MS 56yrs/M | Butcher Epidztaxis }gth Sept 1:13th Sept deranged Ribavirin, 14th
bleeding from Ié(Fc-:rcfagulation 23;‘53::32 Eep.tﬁg
iv sites etc Xpired on

4 Mr. MA2 30yrs/M | Butcher ?gth Sept 1 ;th Sept profile therapy 15th  Sept

13
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CONCLUSION:

Animal handlers are at risk of acquiring infection
due to poor knowledge. There is immense need
for strengthening integrated surveillance system,
awareness campaign and adopting one health
strategy, and capacity building of health staff to
identify suspected cases. Effective tick prevention
aids such as tick repellents may help reduce the
risk. There is immense need to have a joint
venture of human health and livestock
departments to combat the disease.

Recommendations: There is need to develop
veterinary surveillance in high risk areas, mapping
of endemic areas and risk assessment for CCHF
in order to strengthen preparedness and response
of CCHF. Implementation of bio-safety measures
to avoid nosocomial infections.All doctors and
healthcare staff working in endemic areas must be
sensitized to be vigilant. Hemorrhagic fever case
management refresher trainings of health staff
must be conducted. The butchers association
should be communicated regarding precautionary
measures.

Outcome: With effective prevention measures
and awareness raising, no further case reported
from the area and all contact remained healthy.
Insecticides sprayed on the animals'habitatsand
collaboration & coordination of Livestock & Health
department was developed.
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