
Sir,

	 Crimean-Congo haemorrhagic fever (CCHF) is a 
tick-borne viral disease with average mortality rate of 
30-50 per cent1. In India, presence of CCHF was first 
time confirmed in Gujarat State during a nosocomial 
outbreak in 20112,3. Since then, numerous outbreaks 
and sporadic cases of this disease have been reported 
from different districts of Gujarat State4-6. Studies 
conducted at the National Institute of Virology (NIV), 
Pune, had reported the presence of anti-CCHF IgG 
antibodies in domestic animals from Sirohi district, 
Rajasthan State. However, in the last four years none 
of the referred human samples were found positive3-6. 

	 On March 18, 2014, blood sample of a suspected 
CCHF case was referred to NIV, Pune, for aetiology 
confirmation. This suspected CCHF case was a 45 
yr old male, shepherd by profession, residing at 
Veravilapur village, Sirohi district, Rajasthan. He 
was presented on March 14, 2014, with complains of 
abdominal discomfort since last six days and vomiting 
since one day along with history of intermittent fever 
since 15 days. He had moderate fever without chills and 
was associated with arthralgia, generalized body ache, 
constipation, decreased urine output, bleeding from 
nose, haematuria and bleeding per rectum. He was a 
known case of HBsAg reactivity, and was transferred 
from Rajasthan State to Civil hospital, Ahmadabad, 
Gujarat.

	 On admission, patient had thrombocytopenia 
(20,000/μl). Serum creatinine was 1.2 mg/dl, 
prothrombin time 15.3 sec, International Normalized 
Ratio (INR) 1.15, and activated partial thromboplastin 
time (APTT) was 50.0 sec (Table). There was 
impairment of liver function test in the form of 
markedly elevated liver enzymes of serum glutamic-
pyruvic transaminase (SGPT: 2620 U/l) with normal 
serum total bilirubin (0.40 mg/dl) and normal renal 

function. Parameters of complete blood count were in 
the normal range (Table). 

	 The differential diagnosis of CCHF at the pre-
haemorrhagic stage is more difficult. As the disease 
progresses, clinical features become clearer and 
diagnosis becomes easier. The sample was differentially 
tested for some aetiological agents (hepatitis viruses, 
Leptospira and dengue viruses) which are endemic 
in the region and mimic the clinical illness of CCHF. 
Apart from HBsAg, patient was negative for viral 
markers (i.e. anti-HEV IgM, anti-HAV IgM, anti-HCV 
IgM). Anti-HIV antibodies, anti-Leptospira IgM and 
IgG antibodies, dengue IgM antibody, blood and urine 
culture were negative. 

	 The patient did not have any recent travel history 
to Gujarat State; but had close contact with livestock. 
Whole blood of the patient was collected on March 15, 
2014 (2nd day of admission) and March 19, 2014 (6th 
day of admission). On day 19, urine sample was also 
collected. The patient’s serum and urine samples were 
processed for CCHF virus specific real-time RT-PCR5,7. 
Anti-CCHF IgM antibodies were tested in serum samples 
using commercial CCHF IgM ELISA Kit (Vector-Best, 
Novosibirsk, Russia). Real-time RT-PCR results were 
found positive for both serum samples collected on day 
15th [threshold cycle (Ct) =27] and on 19th day (Ct=34)]. 
On 19th day urine sample showed Ct=38. Both serum 
samples (of 15th and 19th days) were positive for IgM 
antibodies against CCHF virus. Real-time reverse-
transcription RT-PCR data showed high CCHF viral 
copy number. On 19th post illness day, the urine sample 
also showed low level of CCHF viral RNA. 

	 As soon as the sample was laboratory confirmed 
as CCHF case, the patient was put in strict isolation. 
For treatment, oral ribavirin was administered on day 
3 after admission on clinical suspicion at the dosage 
recommended by the World Health Organization8-10, 
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along with the supportive and replacement therapy with 
blood products. The patient responded to the treatment 
and recovered completely, and was discharged on 
request on March 27, 2014 (14th day of admission). 

	 Livestock trade and movements of domestic 
animals infested with infected ticks might be the 
reason in distribution of infected ticks to newer areas, 
and eventually spread of CCHFV. As CCHF mimics a 
wide range of common illnesses caused by different 
aetiological agents which are endemic in India, 
differential diagnosis should be done based on clinical 
biochemical, haematological, bacteriological and 
virological findings. These include Kyasanur forest 
disease, hepatitis, Neisseria meningitidis infection, 
leptospirosis, borreliosis, typhoid, rickettsiosis, 
dengue and malaria. However, malaria diagnosis can 
be excluded in cases of suspected viral haemorrhagic 
fever (VHF)11.

	 In conclusion, there is a need to initiate active 
serosurvey of CCHF among human population, and 
domestic animals in Rajasthan. This will be helpful 
in understanding the prevalence of this disease in 
Rajasthan State which eventually will alert the State 
health authorities. 
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