APPENDIX A


NARMC West Nile Virus (WNV) Encephalitis 

Fact Sheet for Health Care Providers

CY 2004

Agent.  The mosquito-transmitted West Nile Virus causes West Nile Virus Encephalitis.  The virus was first reported in the United States in New York in the late summer of 1999.  Of 62 symptomatic cases, 7 died.  In 2000, 21 cases were reported with two deaths in the New York City area.  In 2001, there were 66 cases of severe disease and 9 deaths.  WNV is a flavivirus and is closely related to the virus that causes St. Louis encephalitis.  The incubation period in humans is usually 3 to 15 days.  Being transmitted by mosquitoes, the cases start in late spring and increase until early fall.  

Symptoms.  Patients with WNV infections may present with a mild illness of fever, headache and body aches occasionally with skin rash and swollen lymph nodes.  They also may present with signs and symptoms of meningitis, such as stiff neck and severe headache.  Encephalitis will be manifested by mental status changes from mild disorientation to coma.  It is important for the clinician to consider WNV as a cause of any case of aseptic meningitis and encephalitis, in order to identify this virus in the community.  It is also important to exclude treatable causes of encephalitis, such as Herpes Simplex Virus, CMV, Varicella-zoster, and other non-viral etiologies such as cancer, vasculitis, rickettsial diseases, mycoplasma, cat scratch disease, Lyme disease, syphilis, tuberculosis, cryptococcus, and meningococcus.  

WNV Encephalitis is characterized by high fever, mental status changes, nausea, vomiting, a maculopapular rash, and lymphadenopathy.  Interestingly, muscle weakness and paralysis were such prominent symptoms in some patients that they were considered to have Guillian-Barre Syndrome.  The disease is more severe in persons over fifty.  Among those with severe illness due to WNV, case fatality rates range from 3% to 15% and are highest among the elderly.  Less than 1% of those infected with WNV develop severe illness.   It is assumed that disease confers lifefong immunity, however, it may wane in late years.  

Laboratory Tests.  Routine laboratory tests show lymphopenia and normal to mildly elevated liver enzymes.  CT of the head is generally unremarkable but may be abnormal in other causes of encephalitis, such as Herpes Simplex.  Lumbar puncture (LP) shows pleocytosis with lymphocytes, mildly elevated protein and normal glucose.  The LP is especially important to exclude other causes of encephalitis.  The definitive diagnosis of WNV requires antibody testing in the serum and spinal fluid.  

There are no FDA approved, clinical laboratory tests to detect human infection with WNV.  Available assays for human infection are restricted for research use only.  These assays include serological detection of specific antibody, viral isolation and viral  identification.  Testing requests should go first to your state public health laboratory.  Appropriate human specimens should include, but are not limited to, serum and cerebrospinal fluid (CSF).  Medical Treatment Facilities may choose to use USAMRIID if their state public health laboratory is unable for diagnostic testing and as a confirmatory lab. U.S. Army Medical Research Institute of Infectious Diseases (USAMRIID) has the capability to perform each of these diagnostic tests on human specimens.  When specimens are collected, the state public health laboratory should be contacted for test menu, specimen collection, and shipping requirements.  Before shipping to USAMRIID, specimen submission should be coordinated with Dr. Randal Schoepp at (301) 619-4159 or DSN 343-4159.  Interpretation of test results should be conducted in consultation with the WRAMC Infectious Disease Service staff.  

Treatment.  There is no person to person spread.  The usual CDC standard precautions should be observed when seeing patients.  There is no specific treatment for this disease.  Good supportive measures are indicated.  This may include mechanical ventilation.

Prevention.  This disease can be prevented by good mosquito control and the use of personal protective measures, including using DEET on exposed skin areas and permethrin on clothing.  There currently is no vaccine.

Disease Diagnosis and Reporting.  It is extremely important that health care providers evaluate and test all suspected cases of encephalitis and aseptic meningitis for WNV and notify promptly the local Preventive Medicine Service which is responsible for reporting to the Army’s Reportable Medical Events System, the state health department, CDC and the NARMC. The case definition of WNV encephalitis should be used to classify cases once appropriate laboratory results have been received.  The definition can be found in the CDC Revised Guidelines for WNV Surveillance, Prevention and Control. (Reference 1)  Prompt reporting of suspected cases and follow-up reporting after laboratory results are received will help to alert the NARMC to the possibility of West Nile encephalitis in your community.  This will prompt efforts to increase mosquito control and to educate the public on the use of personal protective measures.  

Question.  Any questions concerning WNV diagnosis and treatment should be directed to the Infection Control Service at WRAMC at 202-782-4350 or DSN 662-4350.
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