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IntrOductIOn
Chikungunya is a “debilitating non-fatal viral fever”. ‘Swahili’ is 
a language spoken in East Africa. The meaning of Chikungunya 
in Swahili language is ‘that which bends up’ in reference to the 
stooped posture developed as a result of the arthritic symptoms of 
the disease. The disease was first documented in 1952, following 
an outbreak on the Makonde Plateau, along the border between 
Tanganyika (Tanzina) and Mozambique [1]. Chikungunya fever 
is an arboviral disease caused by Chikungunya virus (CHIVA). It 
is a member of family Togaviridae and genus alphavirus. It is an 
enveloped ribonucleic acid virus. RNA is single-stranded, linear, 
positive-sense of approximately 11.8 kb [2]. 

The disease is transmitted to humans by the bite of the female Aedes 
aegypti and Aedes albopictus mosquitoes. Chikungunya fever has 
been originally distributed in several parts of Africa, South Asia and 
Southeast Asia. In India, well-documented out breaks occurred in 
1963 and 1964 in Kolkata and southern India respectively. A small 
outbreak of Chikungunya (CHIK) was Reported from Solapur district, 
Maharashtra in 1973. The virus disappeared for three decades and 
re-emerged in French island of Reunion in the Indian Ocean in 2005. 
In 2006, a large outbreak occured in India Andhra Pradesh, Andaman 
& Nicobar Islands, Tamil Nadu, Karnataka, Maharashtra, Gujarat, 
Madhya Pradesh, Kerala and Delhi were badly affected. An outbreak 
of Chikungunya was reported from Italy in 2007 and Thailand and 
south India in 2009 [3-7]. Recently in 2014, Chikungunya reached 
United States and cases have been reported from Florida by Centers 
for Disease Control and Prevention [8]. 

The Chikungunya fever presents with triad of symptoms fever, 
arthralgia and rashes. A very important feature of Chikungunya fever 
is a debilitating and prolonged arthralgia that primarily affects the 
peripheral small joints. While the acute febrile phase of the illness 
normally resolves within a few days, the pain associated with CHIKV 
infection of the joints typically persists for weeks to months or years 
together in chronic cases [9,10]. 

In the present study clinically suspected cases were tested 
by ELISA for Chikungunya IgM antibodies. Disease in general, 
serological diagnosis and the prevalence of Chikungunya in and 
around Bijapur has been described. Recently in 2014 Bijapur 
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ABStrAct
Background: Chikungunya is a debilitating, non-fatal, mosquito 
borne viral fever caused by Chikungunya virus (CHIVA). The disease 
is transmitted to humans by the bite of Aedes aegypti and Aedes 
albopictus mosquitoes. Severe outbreaks of Chikungunya have 
been reported in several countries of Africa and Asia. Chikungunya 
fever is characterized by fever with sudden onset, arthralgia, rash, 
headache and myalgia. However, arthralgia is painful and long-
lasting, affecting primarily the peripheral joints.

Objectives: To find out the prevalence of Chikungunya fever in 
and around the regions of Bijapur district.

Materials and Methods: The study was conducted from April 
2011 to December 2014. Five hundred serum samples were 
collected from cases with pyrexia and arthralgia. Serum samples 
were tested for Chikungunya antibodies by Chikungunya IgM 
ELISA.

results and conclusion: Out of 500 samples 33 samples 
were confirmed positive for Chikungunya IgM antibodies. The 
prevalence rate of Chikungunya was 6.6% with maximum number 
of cases in the year 2013 (8.5%) and age group 15 to 40 (8.3%). 
Females (6.9%) were more affected than males. Thus, continuous 
sero-epidomological surveillance is needed for the control of 
Chikungunya fever.
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name has been changed to Vijayapura by Government of India.

MAterIAlS And MethOdS
The study was conducted from April 2011 to December 2014. A 
total of 500 blood samples from suspected Chikungunya cases 
were included in the study. Blood samples from clinically suspected 
Chikungunya patients, i.e. pyrexia of more than >38.50C and 
polyarthralgia were collected from BLDE’s hospital, Bijapur and 
Government PHC, CHC, taluk and district hospitals of Bijapur district. 
Informed consent was obtained from all the patients prior to sample 
collection. Two to five ml of venous blood was collected aseptically. 
The samples were transported to the laboratory in a vaccine carrier. 
Serum was separated by centrifugation and labelled with patient 
identification number and stored at -70°C. Serum samples were 
tested for Chikungunya IgM antibody with SD (standard diagnostics) 
Chikungunya IgM ELISA kits. Direct Enzyme linked immune sorbent 
assay (ELISA) was performed. The tests were performed strictly as 
per the manufacturers’ instructions. The data thus obtained was 
presented by using frequencies and percentages. 

reSultS
Cut-off was calculated by sum of mean negative control to 0.300. 
The samples of absorbance less than cut-off was considered 
as  negative and samples of absorbance more than cut-off was 
considered as positive. Out of 500 samples tested, 33 samples 
were found positive for Chikungunya IgM antibodies. The disease 
was more prevalent in 2013 (8.5%), followed by 2012 (7.5%) [Table/
Fig-1]. Females (6.9%) were more affected compared to males 
[Table/Fig-2]. More number of cases belonged to age group of 15 
to 40 (8.3%) [Table/Fig-3].

dIScuSSIOn
Chikungunya has emerged as a major public health problem in many 
tropical countries of Africa and Asia. In 2005- 2006 an explosive 
outbreak of Chikungunya occurred in India affecting more than 1.4 
million people in 13 states especially in southern India [11]. Kerala 
and Karnataka were the worst affected states during 2006 CHIKV 
outbreak, 27 districts of the Karnataka state reported over 54.74% 
of the total suspected cases. Several districts of the state such 



Bharath Mudurangaplar and Basavaraj V. Peerapur, Seroepidamological Survey of Chikungunya in and Around Region of Bijapur (North Karnataka) www.jcdr.net

Journal of Clinical and Diagnostic Research. 2015 May, Vol-9(5): DC01-DC0222

as Bijapur, Gulbarga, Tumkur, Bidar, Raichur, Dharwad, Bellary, 
Chitradurga, Davangere and Kolar have recorded large number of 
Chikungunya fever cases (Bijapur district over 80,00 cases) [6,12,13]. 
Chikungunya fever presents with similar symptoms to other arboviral 
diseases. Proper aetiological identification (serological diagnostic 
tests) is necessary for the better clinical management of disease. 

Narayan Shrihari et al., conducted a study on prevalence of 
Chikungunya arboviral infection in and around Bellary district, 
Karnataka from 2009-2011. Sero positivity rate of Chikungunya 
was 24.75%. The number of positive cases were more in 2010 
(28.04%), than 2009 (23.07%) and subsequently decreased in 2011 
(19.05%). Male to female ratio was 0.98 [14]. 

Present study was conducted in Bijapur, which is 250km distant from 
Bellary. This study included cases with strong suspicion of CHIVA 
infection. Inclusion criteria were cases with fever and arthralgia. In 
this study we have noticed the prevalence of Chikungunya was 
6.6% in and around regions of Bijapur. More number of cases 
affected were in 2013  (8.5%) in decreasing order 2012 (7.5%), 
2011 (4.6%) and 2014 (4.0%) [Table/Fig-1]. Females (6.9%) were 
more affected compared to males (6.2%) [Table/Fig-2]. The majority 

of cases affected were in age group of 15 to 40 (8.3%) [Table/
Fig-3]. Bijapur has six taluks, more number of confirmed cases were 
found in Sindagi, in the decreasing order from taluks Bijapur, Indi, 
Muddebihal and Bagewadi [Table/Fig-4]. 

cOncluSIOn
Bijapur (Northern part of Karnataka) is endemic to Chikungunya, it 
is necessary to diagnose the disease for the treatment and man-
agement. The prevalence rate of Chikungunya in and around 
regions of Bijapur was 6.6%. IgM antibody detection by  ELISA is a 
very important tool in diagnosis of infection.
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[table/Fig-1]: Distribution of Chikungunya suspected and confirmed cases year wise
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