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1. Introduction

Arboviruses (arthropod-borne viruses) are a group of pathogens that are transmitted by
hematophagous arthropods, mainly mosquitoes and ticks, between susceptible vertebrates
[1]; many of them are also characterized by their movement through arthropod communi‐
ties: vertical (or transovarial) [2] and venereal transmission [3]. Thus far, more than 500 ar‐
boviruses have been identified worldwide, particularly in tropical and subtropical areas
[4-6]. Of these, some 80 species can cause human diseases with a broad spectrum of symp‐
toms, including encephalitis, fever, and hemorrhaging [7]. Most arboviruses are classified
into three families (the Togaviridae, Flaviviridae, and Bunyaviridae) in the current viral clas‐
sification system. Minor groups of arboviruses include those belonging to the Rhabdoviri‐
dae (vesicular stomatitis Indian and bovine ephemeral fever viruses), Reoviridae (blue-
tongue virus and Colorado tick fever), and Asfarviridae (African swine fever virus; ASFV);
all of which have trivial or no roles in causing human diseases.

Viruses belonging to the Togaviridae are enveloped and spherical with a size of 65~70 nm in
diameter; they contain an icosahedral nucleocapsid within which is included single-strand‐
ed positive-sense RNA [8]. Viral RNA serves as both the genome and viral messenger
(m)RNA. The entire genome encodes a non-structural polyprotein which is processed by
host and viral proteases, while a structural polyprotein is expressed by subgenomic mRNA
[9]. The genus Alphavirus in the family Togaviridae includes 29 virus species, all of which
are transmitted by mosquitoes [10]. The Flaviviridae is composed of viruses that also con‐
tain single-stranded positive-sense RNA; however, their virions are smaller in size than Al‐
phaviruses, usually 45~50 nm in diameter [11]. The genus Flavivirus contains about 70
members; a number of them are infectious to humans, e.g., dengue virus and West Nile
(WN) virus. Flaviviral RNA possesses a single open reading frame, encoding a polyprotein,
which is then processed to three structural proteins (C, M, and E) and seven non-structural
proteins (NS1, NS2A, NS2B, NS3, NS4A, NS4B, and NS5) by host and viral proteases [11].
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The Bunyaviridae is one of the largest groupings of animal viruses, containing more than
300 viruses [12]. Except for the genus Hantavirus, all of them are transmitted by arthropods
[12]. Viral particles are spherical with a size >100 nm in diameter, and are composed of four
structural proteins encoded on its tripartite single-stranded negative-sense RNA genome
consisting of the L, M, and S segments [13].

Various arboviruses belonging to those three major families can specifically cause encephali‐
tis. Of these, Eastern equine encephalitis (EEE) virus, Western equine encephalitis (WEE) vi‐
rus, and Venezuelan encephalitis (VEE) virus belong to the Togaviridae [14], Japanese
encephalitis (JE) virus, St. Louis encephalitis (SLE) virus, WN virus, and tick-borne encepha‐
litis (TBE) virus are from the Flaviviridae [15, 16], while California encephalitis (CE) virus
and La Crosse (LAC) virus are members of the Bunyaviridae [7]. Recently, increasing evi‐
dence has shown that certain arboviruses such as dengue (DENV) and chikungunya viruses
(CHIKV) may occasionally cause encephalitis in addition to their conventional symp‐
toms,which usually involves headaches, muscle and joint pain, and rashes [17-19].

2. Epidemiology of encephalitic arboviruses

Arboviruses are usually transmitted through bites of blood-feeding arthropods (primarily
mosquitoes and ticks) in two major cycles (Figure 1). The man-arthropod-man cycle is char‐
acteristic of dengue virus, while EEE, WEE, WN, JE, and CE viruses are transmitted by an
alternative cycle involving non-human mammals and birds [10]. For the infections by arbo‐
viruses that cause encephalitis, humans or horses become an incidental or dead-end host,
while animals such as birds and pigs serve as reservoirs or amplifying hosts [20].

Togaviridae. Viruses causing EEE, WEE, and VEE are all members of the Alphavirus genus in
the family Togaviridae [21]. In fact, they are the only viruses in this group that commonly
cause encephalitis and are restricted to the Americas. There are other Alphaviruses also with
limited distributions, such as CHIKV (Asia and Africa), O'nyong-nyong virus (Africa), Sind‐
bis virus (Africa, Europe, and Asia), Mayaro virus (South America), and Ross River virus
(Australia), however these are expected to eventually become distributed worldwide [22].
Epidemiologically, all Togaviridae are similar in that these viruses have wild avian hosts,
are transmitted from birds to mammals by mosquitoes, and may cause encephalitis in hors‐
es and humans [22].

Flaviviridae. At least 7 arboviruses including TBE, Kyasanur Forest disease (KFD), JE, Mur‐
ray Valley encephalitis (MVE), SLE, Rocio, and WN viruses are reported to be associated
with causing encephalitic symptoms [23]. Some of these are described below.

The TBE virus is a member of the family Flaviviridae, which is geographically distributed
worldwide, usually in rural areas at temperate latitudes, including all over Europe and the
Scandinavia, the former Soviet Union, and East Asia [24]. Incidences of human cases mark‐
edly increased in the early 1990s, mostly in Europe [25]. It was reported that the TBE inci‐
dence was 8690 cases during 1965~1992, while 8674 cases were documented in a smaller
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window of time between 1993 and 2006 in the Czech Republic, indicating a steep rise in this
region [25]. Rodents are the primary reservoir hosts of this virus, which is transmitted by the
bites of hard ticks (Ixodes) in nature [24].

Figure 1. Transmission cycles of arboviruses in nature. Two major cycles cover the transmission of most arboviruses,
one is mam-to-man and the other usually involves non-human mammals and birds.

The JE virus is mainly amplified in pigs and birds and are transmitted by Culex mosquitoes
(primarily Cx. tritaeneorhunchus) between vertebrates [26]; it causes a significant number of
human encephalitis cases in most areas of Asia, especially eastern, southern, and southeast‐
ern Asia, as well as the South Pacific regions [27]. It recently expanded to the Torres Strait of
northern Australia in 1999, and has now become endemic in Australia [28, 29]. JE virus is
estimated to cause about 30,000~50,000 cases each year worldwide [15, 30]; of which,
10,000~15,000 may be fatal [31].

WN virus was first isolated from a febrile patient in the West Nile region of Uganda in 1937
[32]. It has caused epidemics in Africa, Europe, the Middle East, Asia, and, more recently, in
North America [33]. Since the emergence of WN virus in the United States in 1999, it has
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spread all over North America and caused more than 20,000 humans to be ill and 770 deaths
(http://www.cdc.gov/ncidod/dvbid/westnile/surv and control.htm). Neuroinvasive disease
due to WN virus infection can occur, 2946 and 2866 cases were reported in 2002 and 2003,
respectively [34].

The SLE virus is a close relative to WN virus, and actually is a member of the Japanese ence‐
phalitis serocomplex [35]. Predominantly, SLE virus is naturally maintained in a transmis‐
sion cycle between ornithophilic mosquitoes and birds, but occasionally these arthropods
feed on mammalian blood, causing encephalitis in humans [36]. Nearly 5000 human infec‐
tions were reported between 1964 and 2005, making it the major cause of epidemic encepha‐
litis in association with flaviviral infections before the introduction of WN virus into the
United States (http://www.cdc.gov/ncidod/dvbid/arbor/pdf/SLEDOC07132006.pdf).

Buynaviridae. In this family, viruses involving symptoms of encephalitis include Rift Valley
fever (RVF), LAC, CE, and Jamestown Canyon [37]; all are mosquito-borne. RVF virus most‐
ly occurs in Africa and the Middle East, while the other three, which are classified in the
California serogroup, are restrictedly distributed in North America [37]. Of these, the LAC
virus causes the most human disease, with dozens to hundreds of hospitalized cases report‐
ed each year in the United States [38]; unlike EEE, California serogroup including LAC is
not dependent on avian hosts for natural transmission. Rodents usually serve as its major
vertebrate host [37].

3. Mechanism of central nervous system (CNS) infection by arboviruses

Despite many years of intensive efforts and investigations on the pathways leading to infec‐
tions of the CNS by arboviral families after the bite of an arthropod carrying an infectious
agent, the exact mechanism remains to be further delineated. There are multiple routes that
can be considered, depending on the characteristics of the virus. Some advocate the mecha‐
nism of direct viral spread from the periphery to the CNS [39], particularly for arboviruses
involved in brain infections. It is thought that these viruses are amplified in dermal tissues
and then in lymph nodes via migration of dendritic (Langerhans) cells before invading the
CNS [40, 41]. However, the mechanism allowing for these viruses to perform the last step, to
enter and invade the CNS, is less clear. The MVE, SLE, and JE viruses were speculated to
enter the CNS via the olfactory pathway [42], while transcytosis across cerebral capillary en‐
dothelial cells was reported in JE [43]. In addition, virion-budding on the parenchymal cells
after replication at the blood-brain barrier may also occur [44]. In experimental models,
many infections by encephalitic arboviruses are diffusely spread throughout the brain [45,
46]. Furthermore, the absence of viral antigens in the choroid plexus or ependyma indicate
that these viruses were not actively targeted to and replicated in this tissue but rather en‐
tered the CNS via a hematogenous route [47] (Figure 2), especially in patients with severe
viremia [48].
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Figure 2. Hypothetic routes for arboviruses to infect the brain tissue hematogenously. (A) Infection of endothelial cells
before the virion enters the brain tissue. (B) Virions enter the brain tissue through disrupted BBB. (C) Infected white
blood cells enter the brain tissue by passing through the disrupted BBB.

In a study on JE, extensive infection of neurons resulting in cellular defects was shown in
the cerebrum and cerebellum [49]. The cerebral and cerebellar capillary endothelial cells are
responsible for maintaining the integrity of the blood-brain barrier (BBB) [50]. In both ani‐
mals and humans, the BBB generally prevents viral invasion into the CNS [51], unless it has
been disrupted, resulting in increased permeability and inflammatory cell infiltration [52,
53]. Disruptions in the BBB actually allows for peripheral blood mononuclear cells (PBMCs)
to migrate from the circulation into brain tissues [54, 55].
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Under normal circumstances, lymphocytes constantly enter the CNS, but in small numbers
[56]. However their presence in the CNS may increase in response to viral infections [57]. In
fact, infected PBMCs can be isolated in brains from mice inoculated with JE virus as early as
3 days post-infection [58]. Moreover, leukocytes were observed moving between endothelial
cells of capillaries at sites in the BBB where tight junctions had been dissociated [49]. This
suggests that at least some inflammatory leukocytes that had become infected in the periph‐
ery move along in the blood current and migrate to the CNS tissues [58, 59]. Furthermore,
infection and resultant apoptosis of astrocytes, which serve as a protective component of the
BBB and can defend against penetrated virions or virus-infected leukocytes, are frequently
seen in the brain. This probably results in severe impairment of the BBB, facilitating the pas‐
sage of more virus-infected PBMCs, using a “Trojan horse” strategy.

4. Pathogenesis of arboviral infections

Arboviral diseases start with a bite from an arthropod creature carrying infectious virus.
The pathogen may be considered an innocent bystander or an unnecessary byproduct from
an infected vertebrate host. The arthropod imbibes this blood for its own purposes, to facili‐
tate ovulation, and takes up the accompanying virus in the meal. The presence of pathogen
is not a critical event in the life cycle of the insect and may or may not cause it harm. The
persistence of disease is none of these creatures’ fault, since survival is the game plan for all
organisms on earth. In many instances, arboviruses are capable of surviving inside the com‐
ing host without inducing any visible adverse effects. Given the opportunity, the pathogens
will reentry and challenge a new host. If the host is capable of implementing a “survival
strategy” in response to the viral infection, the host will be fine. Occasionally, these crea‐
tures may enter a host, such as human beings, in which the environment may not be as
friendly as others, and a hostile survival race is engaged. The race tactics instigated by both
sides are normally controllable and do not result in overt disease. But in some cases, the reg‐
ulatory programs in the host do not coordinate well with each other or could also be distur‐
bed and/or handcuffed by substances released from the pathogens. This can result in
dysfunctional operational systems that are harmful to the host, leading to detrimental out‐
comes, including death. As a whole, the occurrence of the severe consequences is very rare.
For instance, with JEV infection, the overall global incidence of cases annually is at 1.8 per
100,000 people [60].

Timing is critical in the diagnosis of acute arboviral encephalitis. The progression and varia‐
tion in clinical manifestations among infected subjects may differ, depending on the individ‐
ual’s age and geographical habitat, the arthropod’s feeding behavior, genetic differences in
the viral strain, and the immune status of the affected patients. One of the common clinical
features in arboviral infections is viremia. However, the duration and level of this viremia in
humans is significantly different with each and every family of viruses. In a commensal ar‐
boviral-host relationship, one may expect high levels of viremia to cause too much patho‐
genesis in the host but too low levels to not facilitate transmission. One may expect a
consistent middle range in viremia to be obtained. Extreme variation in or high titers of vi‐
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rus in the blood may be a sign that humans are an accidental or dead-end host to most arbo‐
viruses. Identifying the cellular sources responsible for viremia will likely help us uncover
the underlying mechanisms leading to arboviral encephalitis and aid in the development of
vaccines and anti-viral drugs. Because of this, finding the permissive cell lineages account‐
ing for circulating virus in infected patients has been the central focus for several decades. In
spite of these efforts, the answer remains elusive.

Figure 3. The possible route of the virus in vertebrates from peripheral tissues to the brain. Arboviral infections start
with the bite of insects carrying an infectious virus. The exact location where the virus is deposited remains poorly un‐
derstood. There are multiple ways a virus may spread and circulate before reaching to the brain. Please refer to the
text for more details.
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Arboviral infections are introduced into the hosts during the blood meals of arthropods car‐
rying infectious virus. The first obstacle that the arthropod encounters is the physical barrier
of the skin, which is composed of several layers of keratinocytes interspersed with a net‐
work of capillaries (Figure 3). There are two possible routes that the virus may use as a res‐
ervoir to amplify the progeny after its deposition by the mosquito. One passage way may be
released into the blood pools of lacerated capillaries. In this situation, it is generally as‐
sumed that the initial target cell supporting the viral replication is Langerhans dendritic
cells of the skin (Figure 3, route 1) [61]. The infected Langerhans dendritic cells migrate to
draining lymph nodes where a brief viral replication may occur and the virus is considered
to enter the blood stream through the lymphatic and thoracic ducts [61]. The virus may en‐
ter the bone marrow [62] or liver [63] where a secondary amplification may occur or directly
disseminate to the brain inducing inflammation.

An alternate route would be direct deposition of the viruses into the blood stream (Figure 3,
route 2), or so-called capillary feeding, during the engorgement of the arthropod. Results
from RVFV suggest that the liver seems to be an early and dominant target of the virus [63].
The damage to the hepatocytes of the RVFV-infected liver is likely a result of apoptosis [63].
The evidence suggests that this virus may get deposit directly into the capillary and take a
ride through the circulation to the liver compartment where permissive cells, likely hepato‐
cytes, provide RVFV a means to produce progeny (Figure 3). In addition, studies investigat‐
ing mosquito imbibing behavior with Aedes aegypti revealed that the mosquito’s proboscis is
flexible and predominantly obtains blood directly from the capillary and only occasionally
from the blood pools formed in the tissues by the leakage from previously lacerated capilla‐
ries [64]. These results were later confirmed with the mouse's ear and human beings imple‐
menting the same experimental designs [65, 66]. In this route (Figure 3, route 2), the virus
may gain access directly to the bone marrow where a brief viral replication can occur, ex‐
travasates into the circulation, disseminates to other parts of the body, and penetrates the
brain via mechanisms discussed in Figure 2.

However, determining the first cells infected by the viruses subsequent to the bite remains a
challenging event to investigators. The scenario via route 1 (Figure 3) is complicated by a
number of issues. Keratinocytes on the outermost epidermal layer of the skin are endowed
with toll-like-receptors (TLR) [67] and may be considered a component of the primary in‐
nate immune system. Langerhans cells mainly reside in the thin layer of the epidermis,
which does not contain capillaries, while the dendritic cells are predominantly in the thicker
dermis layer, which is filled with capillaries. Route 1 has been extensively investigated with
diseases derived from mosquito-borne viruses. This pathway could be the true route for
those viruses belonging to the human-is-dead-end-host group, since the virus titers from
these cells are too low to permit transmission to new mosquitoes. In contrast, if human be‐
ings are the host for the virus, such as dengue virus, then the assumption that this virus
takes this route should be reconsidered. Experiments have revealed that only a very short
window period is available for dengue virus to be transmitted, during the high viremic
stage, usually within 3-5 days after the onset of the clinical fever. Thus, if the mosquitoes
imbibe the blood meal during this stage, the virus will spillover and infect the local Langer‐
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hans dendritic cells and the cycle of illness will resume. If this is the case, then we would
observe a sinusoidal wave-like pattern for viremia in infected dengue patients. But in reali‐
ty, this is not the case. Thus, this evidence indicates that an alternate route could exist, such
as direct deposition of virus into the blood stream. Interestingly, it has been suggested that
during imbibing, approximately 50% of the fascicle penetrates into the skin [68], suggesting
that the location of the blood drawn by the vector is from the capillary-rich dermis layer,
implicating that pathogens may be directly injected into the blood.

One of the puzzling issues is what cellular constituents are the protective components in
asymptomatic cases. Interestingly, apoptotic keratinocytes and dendritic cells are observed
in human skin explants when dengue virus is directly injected into the epidermis with a fine
needle [69]. Considering the fact that a majority of dengue virus infections are asymptomat‐
ic, this evidence suggests that the role of dendritic cells at the site of fascicle penetration is to
eliminate or temporarily contain the intruders and thereby prevent or reduce the dissemina‐
tion of dengue virus. However, the role of keratinocytes and dendritic cells in clearance of
dengue virus remains to be further investigated.

Although most persons bitten by an infected mosquito will experience no symptoms or will
have a very mild presentation of the disease, approximately 1 to 2 percent will develop a
recognizable illness. The clinical symptoms for the initial phase of arboviral encephalitis are
very similar and similarly variable from person-to-person for all the virus families. Some in‐
dividuals may have mild symptoms, such as a fever and headache, while others may have a
more severe presentation. In this case, symptoms may include a rapid onset of severe head‐
ache, high fever, muscle aches, stiffness in the back of the neck, and problems with muscle
coordination, disorientation, photophobia, convulsions and coma. The illness will usually
occur five to 15 days after the bite of an infected mosquito or tick. However, the symptoms
may resemble other common febrile illnesses. Thus, in order to diagnose correctly and de‐
termine the proper treatment in a timely manner, it is important to seek professional help
immediately or as soon as clinical signs appear.

In order for an affected subject to have a risk for neurological disorder, the virus entering
the human host has to possess two major criteria: neuroinvasiveness and neruovirulence.
The term “neuroinvasiveness” means that the virus is capable of passing or crossing
through the BBB, a structure that separates the immune privileged compartment of the brain
from the peripheral system. The term “neruovirulence” refers to the capacity of viral replica‐
tion in the CNS tissues. There are several mechanisms involved on the induction of neuroin‐
vasion. The virus can either replicate and induced damage of the nearby endothelial cells
[70] in the cerebral capillary or in striated muscle [71] surrounding the BBB. Alternatively,
virus may enter the CNS by endocytosis via the olfactory bulb or the choroid plexus, for ex‐
ample, JEV [43], CHIKV [72] and VEEV [73]. In addition, high viremia is a major feature of
only some of the arboviral infections, thus some viruses can cross the BBB via the vascular
route by passive transfer carried by infected leukocytes [74]. Spreading virus to the CNS
through the trigeminal nerve after local amplification of the virus has been proposed as well
[73]. The neurological symptoms induced by some of these arboviruses, which are able to
increase the permeability of vasculature and spillover into the CNS, are capable of disrupt‐
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ing cognitive biological processes. In order to differentiate the evasion strategies employed,
animal models are required. Currently, there are only a limited number of animal models
available for a few arboviruses; JEV [59], EEEV [75], LACV [71], WNV [76] and CHIKV [72].
However, the cardinal features of human clinical encephalitis induced by these arboviruses
are hardly reproduced in these models. Therefore, what the exact mechanisms by which ar‐
boviruses cross the BBB remains poorly understood, as well as the precise mechanisms by
which circulating peripheral pathogens induce the inflammation of the brain remain largely
unknown.

Nevertheless, the best systems available that have been used to characterize the biological
properties of arboviruses in animal models are the WNV [76, 77], LACV [71], EEEV [75], and
CHIKV [72, 78]. Results revealed that viral strain variations, in addition to the host age and
immune conditions, contribute a significantly to neuroinvasiveness and neurovirulence. In‐
fection of the mice intradermally or subcutaneously leads to the robust replication of WNV,
LACV, and CHIKV in the brain, particularly in newborn mice. But the mechanisms contri‐
buting to neurotropism of other viruses are less clear since suitable models are not available.

When viruses enter the CNS, a variety of cells are permissive for infection [46, 79]; some
cells may be more susceptible than others, and the viruses may have their differential prefer‐
ences [74, 75, 78, 80]. Regardless, the net consequence is the activation and/or damage to res‐
idential cells. This results in the recruitment of defense cells with immune system functions
to the damaged site. An inflammatory response occurs due to the presence of an overpro‐
duction of multiple functional cytokines from the infiltrating cells [81-83]. The nature of the
privileged environment of the brain bestows it with characteristics that make restoration to
the default normal status far more complicated than other parts of the body. The most sali‐
ent feature of the brain is that a large proportion of the cells are terminally differentiated.
These cells are very difficult to renew and replace. Therefore, affected encephalitic patients
suffer long-term neurological impairment as a result from the infection [18, 28]. These symp‐
toms include short-term or long-term memory loss, seizures, and impaired judgment [28, 84,
85]. A neurological exam is performed to evaluate the mental status, detect neurological
problems, such as motor dysfunction and seizures, and help determine which area of the
brain is affected [18].

The causes of the dysfunctional circuitry in neurons are likely different among the arbovi‐
ruses. Some viruses have the capacity of direct engagement with neurons by infection, while
others may induce cell death or apoptosis in nearby cells, which shed releasates, likely trig‐
gering a cascade of events that damages the neuronal tissue [81, 82]. This may be why some
viruses can be recovered from the CNS easier than others in autopsy specimens. For those
viruses capable of infecting small animals, results also suggest the observed scenarios. In
contrast, for the viruses with limited capacity to replicate in animal models, the actual caus‐
es of neurological symptoms are less clear.

The initial symptoms of the arbovirus infections that induced encephalitis are very similar,
especially for those mild cases of encephalitis, which makes the correct diagnosis a challenge
to physicians. In order for accurate diagnosis, in addition to the routine examination on the
physical performance, specific tests are required, such as electroencephalogram, brain mag‐
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netic resonance imaging (MRI) and X-ray computed tomography (CT). These tests allow for
a scan of the head to detect abnormalities, such as swelling (edema) and bleeding (hemor‐
rhage) [86]. These sophisticated instruments are likely available in very advanced clinics and
may not be very convenient or available for the majority of patients affected by arboviral en‐
cephalitis. Thus, alternate diagnostic methods are applied. These are biological approaches,
which include virus isolation from cerebrospinal fluid, blood, and biopsy specimens, detec‐
tion of viral genetic and/or antigenic materials, and specific antibodies to the virus. Howev‐
er, there are pros and cons for each of these diagnostic assays. Sensitivity and specificity,
and antibody cross-reactivity are always a concern.

5. Treatment of arboviral infections

Currently used drugs to treat arboviral encephalitis. There is no cure for arboviral encephalitis
and treatment is generally supportive, with maintenance of respiratory and circulatory sys‐
tems while the infection runs its course. The purpose of the palliative care is to reduce the
malfunctioning of critical organs and to relieve symptoms, while the body fights the infec‐
tion. The priority of the treatment is to ensure the alleviation of pain, as well as to mitigate
the swelling in the brain, reduce the fever and prevent dehydration and other chemical im‐
balances by administration of intravenous fluids. As a whole, the treatment for arboviral en‐
cephalitis depends on the cause. Some clinical cases of arboviral encephalitis can be
mitigated successfully if medication is started as soon as possible. A number of therapeutic
drugs specific to arboviral infections are under investigation for their potential antiviral and
neuroprotective effects: minocycline and curcumin for JEV and other arboviruses [87-89],
ribavirin for LACV [90], interferon (Omr-IgG-aM) and humanized monoclonal antibody
(Mab E16) as a potential candidate for WNV treatment [61, 91, 92]. However, currently there
is limited information available on the effectiveness of these therapeutic modalities in the
clinical setting. Additionally, there are a number of reliable medicines that are commonly
prescribed to treat the symptoms mentioned above; administration of benzodiazepines (e.g.,
lorazepam [Ativan®) to prevent seizure, diuretics drugs (e.g., furosemide or mannitol) to re‐
duce brain swelling, sedatives to relieve irritability, antibiotics to prevent secondary infec‐
tions, and acetaminophen to control fever and headache. For those patients whose brain
functions may be severely affected, interventions like physical therapy and speech therapy
may be needed after the illness is controlled.

6. New drug development

The life cycle of arboviruses in vivo is not well understood, even though a great amount of
detail on the comprehensive biology of these viruses in vitro has been intensively investigat‐
ed and uncovered. As aforementioned, the genetic material for a majority of the arbovriuses
is positive-sense single-stranded RNA, which can function as mRNA and be infectious by
itself. It has been proposed that this genomic viral RNA can become encapsulated within the
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biological material from the host cell to form an infectious vesicle.These particles may fuse
with other biologically functional identities, potentially leading to the initiation of new in‐
fections, which can result in the formation of completed and perfect virions. Interference
with the processes and network signaling involving classical virion formation has been a
common target for drug development. However, in reality, the perfect virion in vivo has not
been visualized, suggesting an alternate form of virion may exist in vivo. Consequently, the
real structures needed to design the intervention remains elusive. Furthermore, diseases in‐
duced by arboviruses are acute illnesses where timing is critical. Infected individuals nor‐
mally delay in seeking professional help, resulting in the subjects arriving at the hospital in
a far worsen condition. Thus, the availability of intervention drugs, the timing of the admin‐
istration and the effect of the drugs on the arboviral infections remain critical issues.

7. Prognosis

Prognosis depends on the particular type of arbovirus causing disease, and on the age and
prior health status of the patient. The prognosis is worse in very young patients, elderly pa‐
tients, and patients with compromised immune systems. LAC encephalitis most often oc‐
curs in children, while WNV and SLV encephalitis usually occur in persons older than 50
years of age [20]. Encephalitis caused by EEV and JEV carries a high risk for serious neuro‐
logical damage and death. Death rates range all the way up to 20% for arboviral encephali‐
tis, and the rates of lifelong effects due to brain damage can reach 60% for some types of
arboviruses.

8. Vaccine prevention for arboviral infections

Infection with an arbovirus provides immunity to that specific virus, but not to other arbovi‐
ruses, suggesting that arboviral infection is a vaccine preventable disease. Thus, the devel‐
opment of new, more effective vaccines and the appropriate animal models in which to test
them are paramount. Although for many important arboviruses, there are currently no ap‐
proved vaccines available for human use, while for some, safe and effective vaccines have
been used for decades. For instance, a clinical approved inactivated vaccine against TBEV
has been used in Russia, Germany, Austria, and China [93].

JEV is one of the few arboviruses for which a vaccine is available. The JEV vaccine made
from infected mouse brain can achieve efficacies of at least 80% [94]. But because of the cost
and safety concerns, development of a better JEV vaccine has been an ongoing project. For
example, the development of a live-attenuated virus vaccine (SA14-14-2, for use in China
and a part of Asia) and more recently, in March 2009, the FDA approved a new, inactivated
cell-culture-derived JEV vaccine (IXIARO) for use in adult travelers over the age of 17
[95-98]. In addition, a live-attenuated yellow fever–Japanese encephalitis chimeric vaccine
(IMOJEV™) was recently licensed in Australia and is under review in Thailand [98].
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As for WNV, an approved and efficacious vaccine for humans is not available, even though
equine WNV vaccines are in use [99]. However, it is anticipated that a WNV vaccine for hu‐
man use will be available within a couple of years. In addition, inactivated TBEV vaccine is
currently available in Europe [100].

For others, such as the Alphaviruses, human vaccines are available only as Investigational
New Drugs, and thus are not in widespread use.The rest of the arboviral vaccines are cur‐
rently undergoing clinical phase III trials, and are anticipated to be available for public us‐
age within 5 years if everything goes as planned. While some of these vaccines have
currently only received approval for animal usage, newer versions for human use are in the
process of being evaluated or developed.

New challenges in vaccine development have been met with new technologies in vaccine re‐
search. Many of the newer vaccines are now being developed by recombinant DNA technol‐
ogy [100]. For example, chimeric virus vaccines have been developed using infectious clone
technology for many arboviruses including, WNV, JEV, and TBEV. Other successful ap‐
proaches have involved the use of naked DNA encoding and subsequently expressing the
desired protective epitopes. Naked DNA vaccines have been used for TBEV and JEV and are
currently under development for use against WNV. The development of less expensive,
more authentic animal models to evaluate new vaccines against arboviral diseases will be‐
come increasingly important as these new approaches in vaccine research are realized.

However, technical issues do exist in the nature of these viruses. One of the unique biologi‐
cal features in a majority of arboviruses is the constitution of the genetic material. The posi‐
tive-sense single-stranded RNA genome can function as mRNA, which is capable of
producing an infectious virus if the RNA is inside a biologically functional identity. To add
the second layer of difficulty in vaccine development, arboviruses may have multiple life cy‐
cles, since the physical morphology of these virions may be a mosaic form in vivo [62]. These
features may be one of the reasons why developing a vaccine against arboviruses is such a
difficult task. Despite the potential dilemma, there are some successes; though continued
improvement in developing arboviral vaccines that are capable of preventing encephalitis is
an urgently needed and challenging task.

Other foreseeable methods for areas where arboviral encephalitis is prevalent include insec‐
ticide spraying, which may be used to control outbreaks. Wearing insect repellent and
avoiding outdoor activities when mosquitoes are active may also be helpful.

9. Conclusion and perspective

Arboviral encephalitis is a very significant human disease and is caused by a large group of
viruses distributed across multiple virus families. The virus is introduced to human beings
by hematophagous arthropods, mainly mosquitoes and ticks. With a wide spectrum of clini‐
cal manifestations, the diseases are very difficult to diagnose and treat. Although arboviral
infections are vaccine preventable and treatable diseases, only a couple of anti-viral thera‐
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peutic drugs and vaccines are available. However, several new drugs are undergoing clini‐
cal trials and some will likely become available within 5 years. Animal models that can
capture the cardinal features of disease seen in their human counterparts will be a very criti‐
cal technological advance. Using adequate animal models can pave the way for understand‐
ing and uncovering the paramount host and viral factors responsible for breaking down the
BBB and leading to the penetration of the virus into the CNS, as well as serving as a good
platform to test for effective and preventive modalities.

Acknowledgements

This work was supported by a grant from Chang Gung Memorial Hospital (CMRPD190163)
(WJC), Emory SOM startup fund, and from the Center of Infectious Disease and Signaling
Research, Aim for The Top University Project (NSC99-2321-B006-008), National Cheng Kung
University, Taiwan (GCP).

Author details

Guey-Chuen Perng1,2,3 and Wei-June Chen4,5*

*Address all correspondence to: wjchen@mail.cgu.edu.tw

1 Department of Pathology and Laboratory Medicine, Emory Vaccine Center, Emory Uni‐
versity School of Medicine, USA

2 Center of Infectious Diseases and Signaling Research, National Cheng Kung University,
Taiwan

3 Department of Microbiology and Immunology, College of Medicine, National Cheng
Kung University, Taiwan

4 Graduate Institute of Biomedical Sciences, Chang Gung University, Taiwan

5 Department of Public Health and Parasitology, College of Medicine, Chang Gung Univer‐
sity, Taiwan

References

[1] Daniels, P. W. (2002). Emerging arboviral diseases. Australian veterinary journal, 80(4),
216, Epub 2002/06/11.

Encephalitis86



[2] De Foliart, G. R., Grimstad, P. R., & Watts, D. M. (1987). Advances in mosquito-borne
arbovirus/vector research. Annual review of entomology, 32, 479-505, Epub 1987/01/01.

[3] Thompson, W. H., & Beaty, B. J. (1977). Venereal transmission of La Crosse (Califor‐
nia encephalitis) arbovirus in Aedes triseriatus mosquitoes. Science, 196(4289), 530-1,
Epub 1977/04/29.

[4] Davis, L. E., Beckham, J. D., & Tyler, K. L. (2008). North American encephalitic arbo‐
viruses. Neurologic clinics ix. Epub 2008/07/29, 26(3), 727-57.

[5] Gould, E. A., & Solomon, T. (2008). Pathogenic flaviviruses. Lancet, 371(9611), 500-9,
Epub 2008/02/12.

[6] Zacks, M. A., & Paessler, S. (2010). Encephalitic alphaviruses. Veterinary microbiology,
140(3-4), 281-6, Epub 2009/09/25.

[7] Alatoom, A., & Payne, D. (2009). An overview of arboviruses and bunyaviruses. Lab‐
Medicine, 40, 237-40.

[8] Westaway, E. G., Brinton, M. A., Gaidamovich, S., Horzinek, M. C., Igarashi, A.,
Kaariainen, L., et al. (1985). Flaviviridae. Intervirology, 24(4), 183-92, Epub 1985/01/01.

[9] Ten Dam, E., Flint, M., & Ryan, M. D. (1999). Virus-encoded proteinases of the Toga‐
viridae. The Journal of general virology, 80(Pt8), 1879-88, Epub 1999/08/31.

[10] Weaver, S. C., & Barrett, A. D. (2004). Transmission cycles, host range, evolution and
emergence of arboviral disease. Nature reviews Microbiology, 2(10), 789-801, Epub
2004/09/21.

[11] Lindenbach, B. D., & Rice, C. M. (2003). Molecular biology of flaviviruses. Advances in
virus research, 59, 23-61, Epub 2003/12/31.

[12] Elliott, R. M. (1990). Molecular biology of the Bunyaviridae. The Journal of general vi‐
rology, 71(Pt 3), 501-22, Epub 1990/03/01.

[13] Elliott, R. M., Schmaljohn, C. S., & Collett, M. S. (1991). Bunyaviridae genome struc‐
ture and gene expression. Current topics in microbiology and immunology, 169, 91-141,
Epub 1991/01/01.

[14] Strauss, J. H., & Strauss, E. G. (1994). The alphaviruses: gene expression, replication,
and evolution. Microbiological reviews, 58(3), 491-562, Epub 1994/09/01.

[15] Solomon, T. (2004). Flavivirus encephalitis. The New England journal of medicine,
351(4), 370-8, Epub 2004/07/23.

[16] Sips, G. J., Wilschut, J., & Smit, J. M. (2012). Neuroinvasive flavivirus infections. Re‐
views in medical virology, 22(2), 69-87, Epub 2011/11/17.

[17] Chen, W. J., Hwang, K. P., & Fang, A. H. (1991). Detection of IgM antibodies from
cerebrospinal fluid and sera of dengue fever patients. The Southeast Asian journal of
tropical medicine and public health, 22(4), 659-63, Epub 1991/12/01.

Arboviral Encephalitis
http://dx.doi.org/10.5772/52327

87



[18] Tournebize, P., Charlin, C., & Lagrange, M. (2009). Neurological manifestations in
Chikungunya: about 23 cases collected in Reunion Island. Revue neurologique, 165(1),
48-51, Epub 2008/10/07.

[19] Varatharaj, A. (2010). Encephalitis in the clinical spectrum of dengue infection. Neu‐
rology India, 58(4), 585-91, Epub 2010/08/27.

[20] Hollidge, B. S., Gonzalez-Scarano, F., & Soldan, S. S. (2010). Arboviral encephalitides:
transmission, emergence, and pathogenesis. Journal of neuroimmune pharmacology : the
official journal of the Society on NeuroImmune Pharmacology, 5(3), 428-42, Epub
2010/07/24.

[21] Morris, C. D. (1988). Eastern equine encephalomyelitis. In: Monath TP, editor. The Ar‐
boviruses: Epidemiology and Ecology. Boca Raton: CRC Press, 2-13.

[22] Epidemiology and Ecology of Eastern Equine Encephalomyelitits [database on the
Internet]. (2004). Available from: http://www.aphis.usda.gov/about_aphis/
programs_offices/veterinary_services/ceah.shtml

[23] Takasaki, T. (2009). Flavivirus encephalitis. Brain and nerve = Shinkei kenkyu no shinpo,
61(2), 145-51, Epub 2009/02/25.

[24] Daniel, M., Benes, C., Danielova, V., & Kriz, B. (2011). Sixty years of research of tick-
borne encephalitis--a basis of the current knowledge of the epidemiological situation
in Central Europe. Epidemiologie mikrobiologie, imunologie : casopis Spolecnosti pro epide‐
miologii a mikrobiologii Ceske lekarske spolecnosti JE Purkyne, 60(4), 135-55, Epub
2012/02/14.

[25] Daniel, M., Kriz, B., Danielova, V., Valter, J., & Kott, I. (2008). Correlation between
meteorological factors and tick-borne encephalitis incidence in the Czech Republic.
Parasitology research, 103(suppl 1), S97-107, Epub 2008/11/23.

[26] Detels, R., Cates, M. D., Cross, J. H., Irving, G. S., & Watten, R. H. (1970). Ecology of
Japanese encephalitis virus on Taiwan in 1968. The American journal of tropical medi‐
cine and hygiene, 19(4), 716-23, Epub 1970/07/01.

[27] Rosen, L. (1986). The natural history of Japanese encephalitis virus. Annual review of
microbiology, 40, 395-414, Epub 1986/01/01.

[28] Mackenzie, J. S., Gubler, D. J., & Petersen, L. R. (2004). Emerging flaviviruses: the
spread and resurgence of Japanese encephalitis, West Nile and dengue viruses. Na‐
ture medicine, 10(12), S98-109, Epub 2004/12/04.

[29] Mackenzie, J. S. (1999). Emerging viral diseases: an Australian perspective. Emerging
infectious diseases, 5(1), 1-8, Epub 1999/03/19.

[30] Van-den-Hurk, A. F., Ritchie, S. A., Johansen, C. A., Mackenzie, J. S., & Smith, G. A.
(2008). Domestic pigs and Japanese encephalitis virus infection, Australia. Emerging
infectious diseases, 14(11), 1736-8, Epub 2008/11/04.

Encephalitis88



[31] Erlanger, T. E., Weiss, S., Keiser, J., Utzinger, J., & Wiedenmayer, K. (2009). Past,
present, and future of Japanese encephalitis. Emerging infectious diseases, 15(1), 1-7,
Epub 2009/01/01.

[32] Smithburn, K. C., Hughes, T. P., & Burke, A. W. (1940). A neurotropic virus isoalted
from the blood of a native of Uganda. Journal of tropical medicine & hygiene, 20, 471-92.

[33] Komar, N. (2000). West Nile viral encephalitis. Revue scientifique et technique, 19(1),
166-76, Epub 2001/02/24.

[34] Petersen, L. R., & Hayes, E. B. (2004). Westward ho?--The spread of West Nile virus.
The New England journal of medicine, 351(22), 257-9, Epub 2004/11/27.

[35] Calisher, C. H., Karabatsos, N., Dalrymple, J. M., Shope, R. E., Porterfield, J. S., West‐
away, E. G., et al. (1989). Antigenic relationships between flaviviruses as determined
by cross-neutralization tests with polyclonal antisera. The Journal of general virology,
70(Pt 1), 37-43, Epub 1989/01/01.

[36] Mc Lean, R. G., & Bowen, G. S. (1980). Vertebrate Hosts. In: Monath TP, editor. St
Louis Enecphalitis. Washington: American Public Health Association, 381-450.

[37] Gubler, D. J. (2002). The global emergence/resurgence of arboviral diseases as public
health problems. Archives of medical research, 33(4), 330-42, Epub 2002/09/18.

[38] La Crosse virus neuroinvasive disease-Missouri [database on the Internet]. (2010).
Available from: http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5928a2.htm

[39] Myint, K. S., Gibbons, R. V., Perng, G. C., & Solomon, T. (2007). Unravelling the neu‐
ropathogenesis of Japanese encephalitis. Transactions of the Royal Society of Tropical
Medicine and Hygiene, 101(10), 955-6, Epub 2007/06/05.

[40] Solomon, T., Dung, N. M., Kneen, R., Gainsborough, M., Vaughn, D. W., & Khanh, V.
T. (2000). Japanese encephalitis. Journal of neurology, neurosurgery, and psychiatry,
68(4), 405-15, Epub 2000/03/23.

[41] Johnston, L. J., Halliday, G. M., & King, N. J. (2000). Langerhans cells migrate to local
lymph nodes following cutaneous infection with an arbovirus. The Journal of investi‐
gative dermatology, 114(3), 560-8, Epub 2000/02/26.

[42] Monath, T. P., Cropp, C. B., & Harrison, A. K. (1983). Mode of entry of a neurotropic
arbovirus into the central nervous system. Reinvestigation of an old controversy. Labora‐
tory investigation; a journal of technical methods and pathology, 48(4), 399-410, Epub
1983/04/01.

[43] Liou, M. L., & Hsu, C. Y. (1998). Japanese encephalitis virus is transported across the
cerebral blood vessels by endocytosis in mouse brain. Cell and tissue research, 293(3),
389-94, Epub 1998/08/26.

[44] Mc Minn, P. C. (1997). The molecular basis of virulence of the encephalitogenic flavi‐
viruses. The Journal of general virology, 78(11), 2711-22, Epub 1997/11/21.

Arboviral Encephalitis
http://dx.doi.org/10.5772/52327

89



[45] Mims, C. A. (1957). The invasion of the brain by yellow fever virus present in the
blood of mice. British journal of experimental pathology, 38(3), 329-38, Epub 1957/06/01.

[46] Johnson, R. T., Burke, D. S., Elwell, M., Leake, C. J., Nisalak, A., Hoke, C. H., et al.
(1985). Japanese encephalitis: immunocytochemical studies of viral antigen and in‐
flammatory cells in fatal cases. Annals of neurology, 18(5), 567-73, Epub 1985/11/01.

[47] Kimura-Kuroda, J., Ichikawa, M., Ogata, A., Nagashima, K., & Yasui, K. (1993). Spe‐
cific tropism of Japanese encephalitis virus for developing neurons in primary rat
brain culture. Archives of virology, 130(3-4), 477-84, Epub 1993/01/01.

[48] Yamada, M., Nakamura, K., Yoshii, M., & Kaku, Y. (2004). Nonsuppurative encepha‐
litis in piglets after experimental inoculation of Japanese encephalitis flavivirus iso‐
lated from pigs. Veterinary pathology, 41(1), 62-7, Epub 2004/01/13.

[49] Liu, T. H., Liang, L. C., Wang, C. C., Liu, H. C., & Chen, W. J. (2008). The blood-brain
barrier in the cerebrum is the initial site for the Japanese encephalitis virus entering
the central nervous system. Journal of neurovirology, 14(6), 514-21, Epub 2008/11/22.

[50] Silwedel, C., & Forster, C. (2006). Differential susceptibility of cerebral and cerebellar
murine brain microvascular endothelial cells to loss of barrier properties in response
to inflammatory stimuli. Journal of neuroimmunology, 179(1-2), 37-45, Epub 2006/08/04.

[51] Ballabh, P., Braun, A., & Nedergaard, M. (2004). The blood-brain barrier: an over‐
view: structure, regulation, and clinical implications. Neurobiology of disease, 16(1),
1-13, Epub 2004/06/23.

[52] Bell, J. E., Busuttil, A., Ironside, J. W., Rebus, S., Donaldson, Y. K., Simmonds, P., et
al. (1993). Human immunodeficiency virus and the brain: investigation of virus load
and neuropathologic changes in pre-AIDS subjects. The Journal of infectious diseases,
168(4), 818-24, Epub 1993/10/01.

[53] Muller, D. M., Pender, M. P., & Greer, J. M. (2005). Blood-brain barrier disruption
and lesion localisation in experimental autoimmune encephalomyelitis with predom‐
inant cerebellar and brainstem involvement. Journal of neuroimmunology, 160(1-2),
162-9, Epub 2005/02/16.

[54] Stephens, E. B., Singh, D. K., Kohler, M. E., Jackson, M., Pacyniak, E., & Berman, N. E.
(2003). The primary phase of infection by pathogenic simian-human immunodefi‐
ciency virus results in disruption of the blood-brain barrier. AIDS research and human
retroviruses, 19(10), 837-46, Epub 2003/10/31.

[55] Diamond, M. S., & Klein, R. S. (2004). West Nile virus: crossing the blood-brain barri‐
er. Nature medicine, 10(12), 1294-5, Epub 2004/12/08.

[56] Hickey, W. F., Hsu, B. L., & Kimura, H. (1991). T-lymphocyte entry into the central
nervous system. Journal of neuroscience research, 28(2), 254-60, Epub 1991/02/01.

[57] Griffin, D. E., Levine, B., Tyor, W. R., & Irani, D. N. (1992). The immune response in
viral encephalitis. Seminars in immunology, 4(2), 111-9, Epub 1992/04/01.

Encephalitis90



[58] Chuang, C. K., Chiou, S. S., Liang, L. C., & Chen, W. J. (2003). Short report: detection
of Japanese encephalitis virus in mouse peripheral blood mononuclear cells using an
in situ reverse transcriptase-polymerase chain reaction. The American journal of tropi‐
cal medicine and hygiene, 69(6), 648-51, Epub 2004/01/27.

[59] Mc Minn, P. C., Dalgarno, L., & Weir, R. C. (1996). A comparison of the spread of
Murray Valley encephalitis viruses of high or low neuroinvasiveness in the tissues of
Swiss mice after peripheral inoculation. Virology, 220(2), 414-23, Epub 1996/06/15.

[60] Campbell, G. L., Hills, S. L., Fischer, M., Jacobson, J. A., Hoke, C. H., Hombach, J. M.,
et al. (2011). Estimated global incidence of Japanese encephalitis: a systematic review.
Bulletin of the World Health Organization, 89(10), 766-74, A-74E. Epub 2011/11/16.

[61] Gyure, K. A. (2009). West Nile virus infections. Journal of neuropathology and experi‐
mental neurology, 68(10), 1053-60, Epub 2009/11/18.

[62] Bargeron, Clark. K., Hsiao, H. M., Noisakran, S., Tsai, J. J., & Perng, G. C. (2012). Role
of microparticles in dengue virus infection and its impact on medical intervention
strategies. The Yale journal of biology and medicine, 85(1), 3-18, Epub 2012/03/31.

[63] Smith, D. R., Steele, K. E., Shamblin, J., Honko, A., Johnson, J., Reed, C., et al. (2010).
The pathogenesis of Rift Valley fever virus in the mouse model. Virology, 407(2),
256-67, Epub 2010/09/21.

[64] Gordon, R. M., & Lumsden, W. H. R. (1939). A study of the behaviour of the mouth-
parts of mosquitoes when taking up blood from living tissues; together with some
observations on the ingestion of microfilariae. The Annals of tropical medicine & parasi‐
tology, 33(3-4), 259-78.

[65] Griffiths, R. B., & Gordon, R. M. (1952). An apparatus which enables the process of
feeding by mosquitoes to be observed in the tissues of a live rodent; together with an
account of the ejection of saliva and its significance in Malaria. The Annals of tropical
medicine & parasitology, 46(4), 311-9, Epub 1952/12/01.

[66] O’Rourke, F. (1956). Observations on pool and capillary feeding in Aedes aegypti. Na‐
ture, 177(4519), 1087-8.

[67] O’Neill, L. A. (2003). Therapeutic targeting of Toll-like receptors for inflammatory
and infectious diseases. Current opinion in pharmacology, 3(4), 396-403, Epub
2003/08/07.

[68] Ramasubramanian, M. K., Barham, O. M., & Swaminathan, V. (2008). Mechanics of a
mosquito bite with applications to microneedle design. Bioinspiration & biomimetics,
3(4), 046001, Epub 2008/09/10.

[69] Limon-Flores, A. Y., Perez-Tapia, M., Estrada-Garcia, I., Vaughan, G., Escobar-Gu‐
tierrez, A., Calderon-Amador, J., et al. (2005). Dengue virus inoculation to human
skin explants: an effective approach to assess in situ the early infection and the ef‐
fects on cutaneous dendritic cells. International journal of experimental pathology, 86(5),
323-34.

Arboviral Encephalitis
http://dx.doi.org/10.5772/52327

91



[70] Samuel, M. A., & Diamond, M. S. (2006). Pathogenesis of West Nile Virus infection: a
balance between virulence, innate and adaptive immunity, and viral evasion. Journal
of virology, 80(19), 9349-60, Epub 2006/09/16.

[71] Janssen, R., Gonzalez-Scarano, F., & Nathanson, N. (1984). Mechanisms of bunyavi‐
rus virulence. Comparative pathogenesis of a virulent strain of La Crosse and an
avirulent strain of Tahyna virus. Laboratory investigation; a journal of technical methods
and pathology, 50(4), 447-55, Epub 1984/04/01.

[72] Couderc, T., Chretien, F., Schilte, C., Disson, O., Brigitte, M., Guivel-Benhassine, F., et
al. (2008). A mouse model for Chikungunya: young age and inefficient type-I inter‐
feron signaling are risk factors for severe disease. PLoS pathogens, e29, Epub
2008/02/20.

[73] Charles, P. C., Walters, E., Margolis, F., & Johnston, R. E. (1995). Mechanism of neu‐
roinvasion of Venezuelan equine encephalitis virus in the mouse. Virology, 208(2),
662-71, Epub 1995/04/20.

[74] Vogel, P., Kell, W. M., Fritz, D. L., Parker, M. D., & Schoepp, R. J. (2005). Early events
in the pathogenesis of eastern equine encephalitis virus in mice. The American journal
of pathology, 166(1), 159-71, Epub 2005/01/06.

[75] Paessler, S., Aguilar, P., Anishchenko, M., Wang, H. Q., Aronson, J., Campbell, G., et
al. (2004). The hamster as an animal model for eastern equine encephalitis--and its
use in studies of virus entrance into the brain. The Journal of infectious diseases, 189(11),
2072-6, Epub 2004/05/15.

[76] Beasley, D. W., Davis, C. T., Whiteman, M., Granwehr, B., Kinney, R. M., & Barrett,
A. D. (2004). Molecular determinants of virulence of West Nile virus in North Ameri‐
ca. Archives of virology Supplementum [18], 35-41, Epub 2004/05/04.

[77] Botha, E. M., Markotter, W., Wolfaardt, M., Paweska, J. T., Swanepoel, R., Palacios,
G., et al. (2008). Genetic determinants of virulence in pathogenic lineage 2 West Nile
virus strains. Emerging infectious diseases, 14(2), 222-30, Epub 2008/02/09.

[78] Labadie, K., Larcher, T., Joubert, C., Mannioui, A., Delache, B., Brochard, P., et al.
(2010). Chikungunya disease in nonhuman primates involves long-term viral persis‐
tence in macrophages. The Journal of clinical investigation, 120(3), 894-906, Epub
2010/02/25.

[79] Miyake, M. (1964). The pathology of Japanese encephalitis. A review. Bulletin of the
World Health Organization, 30, 153-60, Epub 1964/01/01.

[80] Rippy, M. K., Topper, M. J., Mebus, C. A., & Morrill, J. C. (1992). Rift Valley fever vi‐
rus-induced encephalomyelitis and hepatitis in calves. Veterinary pathology, 29(6),
495-502, Epub 1992/11/01.

[81] Babu, G. N., Kalita, J., & Misra, U. K. (2006). Inflammatory markers in the patients of
Japanese encephalitis. Neurological research, 28(2), 190-2, Epub 2006/03/23.

Encephalitis92



[82] Solomon, T., & Winter, P. M. (2004). Neurovirulence and host factors in flavivirus en‐
cephalitis--evidence from clinical epidemiology. Archives of virology Supplementum,
18, 161-70, Epub 2004/05/04.

[83] Sitati, E. M., & Diamond, M. S. (2006). CD4+ T-cell responses are required for clear‐
ance of West Nile virus from the central nervous system. Journal of virology, 80(24),
12060-9, Epub 2006/10/13.

[84] Mc Junkin, J. E., de los, Reyes. E. C., Irazuzta, J. E., Caceres, M. J., Khan, R. R., Min‐
nich, L. L., et al. (2001). La Crosse encephalitis in children. The New England journal of
medicine, 344(11), 801-7, Epub 2001/03/15.

[85] Rust, R. S., Thompson, W. H., Matthews, C. G., Beaty, B. J., & Chun, R. W. (1999). La
Crosse and other forms of California encephalitis. Journal of child neurology, 14(1),
1-14, Epub 1999/02/20.

[86] Handique, S. K. (2011). Viral infections of the central nervous system. Neuroimaging
clinics of North America, 21(4), 777-94, vii. Epub 2011/10/29.

[87] Dutta, K., Ghosh, D., & Basu, A. (2009). Curcumin protects neuronal cells from Japa‐
nese encephalitis virus-mediated cell death and also inhibits infective viral particle
formation by dysregulation of ubiquitin-proteasome system. Journal of neuroimmune
pharmacology: the official journal of the Society on NeuroImmune Pharmacology, 4(3),
328-37, Epub 2009/05/13.

[88] Mishra, M. K., & Basu, A. (2008). Minocycline neuroprotects, reduces microglial acti‐
vation, inhibits caspase 3 induction, and viral replication following Japanese ence‐
phalitis. Journal of neurochemistry, 105(5), 1582-95, Epub 2008/01/23.

[89] Richardson-Burns, S. M., & Tyler, K. L. (2005). Minocycline delays disease onset and
mortality in reovirus encephalitis. Experimental neurology, 192(2), 331-9, Epub
2005/03/10.

[90] Cassidy, L. F., & Patterson, J. L. (1989). Mechanism of La Crosse virus inhibition by
ribavirin. Antimicrobial agents and chemotherapy, 33(11), 2009-11, Epub 1989/11/01.

[91] Thompson, B. S., Moesker, B., Smit, J. M., Wilschut, J., Diamond, M. S., & Fremont, D.
H. (2009). A therapeutic antibody against west nile virus neutralizes infection by
blocking fusion within endosomes. PLoS pathogens, 5(5), e1000453, Epub 2009/05/30.

[92] Levi, M. E., Quan, D., Ho, J. T., Kleinschmidt-Demasters, B. K., Tyler, K. L., & Grazia,
T. J. (2010). Impact of rituximab-associated B-cell defects on West Nile virus menin‐
goencephalitis in solid organ transplant recipients. Clinical transplantation, 24(2),
223-8, Epub 2009/08/08.

[93] Orlinger, K. K., Hofmeister, Y., Fritz, R., Holzer, G. W., Falkner, F. G., Unger, B., et al.
(2011). A tick-borne encephalitis virus vaccine based on the European prototype
strain induces broadly reactive cross-neutralizing antibodies in humans. Journal of in‐
fectious diseases, 203(11), 1556-64, Epub 2011/05/20.

Arboviral Encephalitis
http://dx.doi.org/10.5772/52327

93



[94] Rojanasuphot, S., Charoensuk, O., Kitprayura, D., Likityingvara, C., Limpisthien, S.,
Boonyindee, S., et al. (1989). A field trial of Japanese encephalitis vaccine produced in
Thailand. The Southeast Asian journal of tropical medicine and public health, 20(4), 653-4,
Epub 1989/12/01.

[95] Kurane, I., & Takasaki, T. (2000). Immunogenicity and protective efficacy of the cur‐
rent inactivated Japanese encephalitis vaccine against different Japanese encephalitis
virus strains. Vaccine, 2, 33-5, Epub 2000/05/24.

[96] Duggan, S. T., & Plosker, G. L. (2009). Japanese encephalitis vaccine (inactivated, ad‐
sorbed) [IXIARO]. Drugs, 69(1), 115-22, Epub 2009/02/06.

[97] Fischer, M., Lindsey, N., Staples, J. E., & Hills, S. (2010). Japanese encephalitis vac‐
cines: recommendations of the Advisory Committee on Immunization Practices
(ACIP). MMWR Recommendations and reports : Morbidity and mortality weekly report
Recommendations and reports / Centers for Disease Control, 59(RR-1), 1-27, Epub
2010/03/13.

[98] Halstead, S. B., & Thomas, S. J. (2011). New Japanese encephalitis vaccines: alterna‐
tives to production in mouse brain. Expert review of vaccines, 10(3), 355-64, Epub
2011/03/26.

[99] Reisen, W., & Brault, A. C. (2007). West Nile virus in North America: perspectives on
epidemiology and intervention. Pest management science, 63(7), 641-6, Epub
2007/03/22.

[100] Heinz, F. X., & Stiasny, K. (2012). Flaviviruses and flavivirus vaccines. Vaccine, 30(29),
4301-6, Epub 2012/06/12.

Encephalitis94


