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Abstract: Before 2007, Zika virus (ZIKV) was generally considered as an arbovirus of low
clinical relevance, causing a mild self-limiting febrile illness in tropical Africa and Southeast
Asia. Currently, a large, ongoing outbreak of ZIKV that started in Brazil in 2015 is spreading
across the Americas. Virus infection during pregnancy has been potentially linked to congenital
malformations, including microcephaly. In addition to congenital malformations, a temporal
association between ZIKV infection and an increase in cases of Guillain—Barré syndrome is
currently being observed in several countries. The mechanisms underlying these neurological
complications are still unknown. Emerging evidence, mainly from in vitro studies, suggests that
ZIKV may have direct effects on neuronal cells. The aim of this study was to critically review
the literature available regarding the neurobiology of ZIKV and its potential neuropsychiatric
manifestations.

Keywords: Zika virus, microcephaly, Guillain—Barré syndrome, neurodevelopmental
disorders

Introduction
Zika virus (ZIKV) is an arthropod-borne virus (arbovirus) transmitted by Aedes spp.
In recent years, outbreaks of ZIKV infection have occurred, and the infection has been
linked to severe neurological complications, including microcephaly and Guillain—
Barré syndrome (GBS).

In this article, we first briefly review the biology and epidemiology of ZIK'V and then
critically address the literature available regarding the neurobiology of ZIKV and its
potential neuropsychiatric manifestations.

Virology of ZIKV

ZIKV is a positive single-strand enveloped RNA virus that belongs to the family
Flaviviridae and genus Flavivirus. ZIKV genome includes two noncoding regions and
one region encoding a polyprotein that is cleaved into capsid, membrane precursor,
and envelope, and also seven nonstructural proteins.? Based on the phylogenetic tree
reported by Weaver et al,> ZIKV differs from other Flavivirus by 20% nucleotide
sequence divergence.

The prototype ZIKV MR 766 was first identified in Africa.*” In Asia, Lanciotti et al®
described a coding region of ZIKV 2007 EC and the nonstructural protein 5 (NS5)
gene, corresponding to a Flavivirus sequence, showing a high homology of the Asian
strain with the virus originally identified in Africa. Accordingly, it has been proposed
that the Asian cluster was phylogenetically derived from the African ZIKV strain.*?
The first cases of ZIKV infection reported in Brazil were from a strain genetically
related to the Asian lineage.!*'? The introduction of ZIKV in Brazil probably occurred
in 2014 due to the arrival of foreign tourists and athletes during the Soccer World
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Cup and/or other sport events.'"!> Giovanetti et al'* described
the complete genome of ZIKV isolated in Brazil, confirm-
ing that this cluster is similar to the virus isolated in French
Polynesia.'>!

Early studies and epidemiology
of ZIKV

The denomination Zika came from a forested area in Uganda,
where ZIKV was first identified in rhesus monkeys during
a research about yellow fever cycle and other arboviruses.’
The virus was also identified in mosquitoes.*%’ Later,
Boorman and Poeterfield"”® proved the transmission from
laboratory-infected Aedes aegypti mosquitoes to rhesus
monkeys. Simpson'® reported the first proved case of vector
transmission and human disease.

Dick® inoculated ZIKV in mice and detected virus replica-
tion in the brain. Some mice exhibited motor weakness and
paralysis, and susceptibility to infection appeared to decrease
with age. Therefore, ZIK'V was considered neurotropic since
its original description.

The first evidence of human infection based on the iden-
tification of antibodies against ZIKV came from patients
in Uganda and nearby areas.® Later, Macnamara'” reported
the isolation of ZIKV in one patient and the rise of anti-
body serum titles in two patients during an investigation of
jaundice in Nigeria.

Sporadic cases of ZIKV infection had been reported in
Africa and Asia until 2007, when an outbreak occurred in Yap
State, Federated States of Micronesia.®'® Lanciotti et al® iden-
tified several cases of ZIKV infection by using serological and
molecular analysis during this outbreak. Duffy et al'® investi-
gated suspected cases of ZIKV presenting macular or papular
rash, arthritis or arthralgia, and non-purulent conjunctivitis.
From 185 suspected cases, 49 (26%) cases were confirmed
by positive reverse transcriptase polymerase chain reaction
(RT-PCR) for ZIKV. In addition, 414 (74%) of 557 investi-
gated subjects had IgM anti-ZIKV in blood samples, but only
156 of those reported clinical symptomatic illness.'

More recently, in October 2013, a “mild dengue-like
illness” was described in French Polynesia.!*?° Approxi-
mately 19,000 suspected cases were estimated, but ZIKV
infection was confirmed in only 294 (49.5%) of 584 patients
submitted to serological tests.'” Subsequently, the virus
spread to other countries, and several cases were described
throughout the world, including Japan, Australia, Europe,
and Latin America.'>*!

The first autochthonous cases in Brazil were published
in June 2015 that referred to patients who acquired the

infection by March 2015."° These patients exhibited fever,
rash, conjunctivitis, and arthralgia with negative molecular
and serological examinations for dengue and chikungunya
viruses. ZIKV infection was confirmed by RT-PCR.!
A case of ZIKV infection acquired in March 2015 by an
Italian traveler returning from Brazil was also reported in
June 2015.22 In the first semester of 2015, health services in
two states of the northeast of Brazil (Pernambuco and Bahia)
reported a significant rise in the frequency of patients with
mild fever, maculopapular rashes, headaches, non-purulent
conjunctivitis, arthralgia, and myalgia. Serological tests
for dengue and chikungunya viruses were negative, and
ZIKV was detected by RT-PCR.!''** Another outbreak was
described in the southeast region, in Rio de Janeiro, with the
identification of 364 suspected cases.”* Among 262 cases
tested for ZIKV infection, 119 (71.9%) had ZIKV RNA
in serum collected during the acute phase of the disease.*
Subsequently, the Brazilian Ministry of Health reported that
autochthonous transmission of ZIKV occurred in 18 states
of the country from April to November 2015.%

In April 2016, a total of 91,387 cases of ZIKV infection
had been reported in all Brazilian states, with an incidence
of 44.7/100,000 inhabitants.?® Simultaneous infections of
ZIKV and dengue virus were also described.”

From Brazil, ZIKV spread to other Latin American
countries due to the large availability of the vector A. aegypti.
Even in temperate regions with limited presence of the vector,
there is great concern with possible autochthonous cases,
especially through sexual transmission.?%

Infection during pregnancy and

vertical transmission of ZIKV

The first evidence of perinatal transmission of ZIKV was
confirmed in two cases during the largest outbreak in French
Polynesia.’® Both mothers presented cutaneous rash after
delivery. One of the newborns presented a transient skin
rash occurring 3 hours after phototherapy. Both mothers
and newborns were serum positive by RT-PCR, and vertical
transmission possibly occurred by transplacental route or
during delivery.*

In October 2015, the Brazilian Ministry of Health issued
an official communicate stating that 26 cases of neonatal
microcephaly were notified from public and private services
in Pernambuco state.’!

Microcephaly is a neurological syndrome that can be
associated with other malformations and is closely related to
the development of the central nervous system (CNS).** Its
definition and clinical relevance vary among authors.*** For
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instance, cutoff points of head circumference measures =2
or 3 standard deviation (SD) (from the mean expected val-
ues for age and sex) have been adopted. Children with head
circumference =3 SD are considered as having severe micro-
cephaly, and they are more likely to have other structural
abnormalities, more severe developmental impairment, and
cognitive and behavioral problems than those with milder
microcephaly 343

Until November 17, 2015, 399 suspected cases of
microcephaly were identified in seven states of the northeast
of Brazil. The majority of cases were concentrated in
Pernambuco. From that moment onward, the Brazilian
Ministry of Health recommended that all cases of micro-
cephaly should be immediately reported.’® This event was
reported to the World Health Organization (WHO) and clas-
sified as a potential public health emergency.”’

It is worth mentioning that, until December 2015, the
official parameter adopted for microcephaly definition in
Brazil considered the cephalic perimeter <33 cm for term
newborns.*® From that point until March 2016, the parameter
adopted for microcephaly notification was changed to a
cephalic perimeter <32 cm for term newborns of both
sexes.’® This criterion change was proposed to increase the
specificity of the test.

In parallel to those official reports, confirmed cases
of ZIKV infection in fetus and newborns have been
published.***? The first reports identified virus genome in
the amniotic fluid of two pregnant women whose fetuses
had microcephaly,*** and in samples collected from a
deceased neonate with 19 cm head circumference and
severe hydrops who died just after birth.** Calvet et al*!
and Oliveira Melo et al** described two cases in which
amniotic fluid was collected from two pregnant Brazilian
women who developed symptoms compatible with ZIKV
infection at 10 and 18 weeks of gestation and whose fetuses
had microcephaly. Ultrasound (US)-guided transabdominal
amniocentesis was performed at 28 weeks of gestation, and
ZIKV genome was identified in the amniotic fluid of both
pregnant women, but not in their urine or serum. Fetal US
at 25-27 weeks of gestation revealed severe CNS abnor-
malities, including microcephaly, asymmetric hemispheres,
ventriculomegaly, hypoplastic cerebellum, and hypoplasia/
absence of the cerebellar vermis. Calcification areas were
seen in later examinations. One infant was born at 40 weeks
of gestation with a head circumference of 30 cm, while
the other newborn presented severe ventriculomegaly,
microphthalmia, cataract, and severe arthrogryposis in
legs and arms.*:#2

Due to the temporal coincidence of these events, a pos-
sible association of microcephaly and ZIKV infection was
hypothesized by the Brazilian Ministry of Health.*** Since
then, a special task force was established to investigate the
association between microcephaly and ZIKV infection during
pregnancy. Notification of all cases of microcephaly became
mandatory and in any case of pregnant women with suspected
ZIKV infection pregnancy outcome must be monitored.

On December 1, 2015, given the increase in congenital
abnormalities, GBS, and other neurological manifestations
possibly related to ZIKV, the WHO released an epidemiologic
alert with recommendations, including surveillance, case
definition, diagnosis, vector control, and prevention mea-
sures for public health proceedings.>” On January 22, 2016,
a report including the participation of the Brazilian Medical
Genetics Society—Zika Embryopathy Task Force was posted
in the Centers for Disease Control and Prevention (CDC)
Morbidity and Mortality Weekly Report.* In this report,
Schuler-Faccini et al** described 35 infants with micro-
cephaly that had been born from August to October 2015 in
eight among 26 states of Brazil. Four (11%) infants had low
birth weight, while arthrogryposis, talipes, microphthalmia
abnormalities in fundoscopic examination were also reported.
All mothers had lived in and/or visited ZIK V-affected areas
during pregnancy, and 74% presented a skin rash during the
first (n=21) or second (n=5) trimesters of pregnancy. Tests
for other congenital infections were negative. Results of
cerebrospinal fluid analysis were not available. Computed
tomography (CT) scans and transfontanellar cranial USs
identified brain calcifications (periventricular, parenchymal,
thalamic, and in the basal ganglia areas), lissencephaly,
pachygyria, and ventricular enlargement.*

Other studies reported ZIKV infection during pregnancy
with confirmation of the virus by RT-PCR in both mother
and fetus samples. On February 10, 2016, in Slovenia,
Mlakar et al* described a 25-year-old woman who previ-
ously lived in the northeast of Brazil and exhibited, during
the 13th week of gestation, a generalized maculopapular
rash, high fever, severe musculoskeletal, and retro-ocular
pain and itching, parallel to ZIKV epidemic in that com-
munity. The ultrasonography, at 29 weeks of gestation,
identified intrauterine growth retardation (fetal weight at
third percentile), microcephaly, moderate ventriculomegaly,
and numerous calcifications in the placenta. Pregnancy
was terminated at 32 weeks and fetal autopsy confirmed
microcephaly, almost complete agyria, hydrocephalus, and
multifocal dystrophic calcifications in the cortex and in the
subcortical white matter.* Simultaneously, another two cases
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of fetal loses and two cases of early neonatal deaths were
described by Martines et al.*® All four mothers presented
rash during the first trimester of pregnancy, but they were
not tested for ZIKV. The two newborns died within 20 hours
of life, and the histopathologic evaluation of brain showed
parenchymal calcification, microglial nodules, gliosis, cell
degeneration, and necrosis. Brain tissues were positive for
ZIKV in RT-PCR. Tissues of the two miscarriages were
also positive for ZIKV in RT-PCR. Immunohistochemistry
also detected ZIKV antigen in tissues of two among four
cases. Investigation for all other infectious agents related
to vertical transmission was negative.*® On February 25,
2016, Sarno et al*’ reported a case of fetal death at 32 weeks
of pregnancy, without a clear previous history of ZIKV
infection. Obstetric ultrasonography showed microcephaly,
hydranencephaly, intracranial calcifications, and destructive
lesions of posterior fossa. Pregnancy interruption occurred at
the 32nd week, and RT-PCR was positive for ZIKV in cere-
bral, cortex, and medulla, and in amniotic fluid.*” In March
2016, Driggers et al*® published a case of a 33-year-old North
American woman who had been in Mexico, Guatemala, and
Belize with her husband on holidays. This woman developed
fever, myalgia, ocular pain, and a skin rash in her eleventh
week of gestation. Serologic analyses were positive for IgG
antibodies and negative for IgM antibodies against dengue
virus, and positive for both IgG and IgM antibodies against
ZIKV, and the virus was also detected by RT-PCR assay at
16 and 21 weeks of gestation. Diffuse atrophy of the cerebral
mantle, especially in the frontal and parietal lobes, and of
“corpus callosum” was identified at the 20th week by mag-
netic resonance imaging (MRI), and fetal head circumference
decreased in sequential US images from the 47th to 24th
percentile between 16 and 20 weeks of gestation. On post-
mortem analysis, the highest viral loads were found in fetal
brain, but ZIKV was also identified in placenta, umbilical
cord, and other fetal tissues, including muscle, liver, lung,
and spleen.*® In March 2016, the CDC also published a ret-
rospective analysis of cases from the period of August 2015
to February 2016.% A total of 257 women were evaluated
and 97% tested negative for recent ZIKV infection. Among
the nine cases with confirmed ZIKV infection (RT-PCR,
immunohistochemistry, and/or serologic tests in amniotic
fluid, placenta, or serum), six pregnant women reported
symptoms during the first trimester: two early pregnancy
losses occurred, two pregnancies were electively terminated,
one infant with microcephaly was born alive, and one preg-
nancy was still continuing when the article was published. In
three women whose symptoms occurred during the second

and third trimesters, no abnormalities were identified in the
newborns.*

A cohort study from Rio de Janeiro/Brazil enrolled
88 pregnant women (from 5 to 38 weeks of gestation) who
had started with cutaneous rash within the 5 days prior the
study recruitment.*® ZIKV infection was identified by real-
time RT-PCR in 72 (82%) of them in blood and/or urine
samples. US was performed in 42 women with positive
ZIKV infection, and fetal abnormalities (in utero growth
restriction with or without microcephaly, ventricular cal-
cifications, abnormal amniotic fluid volume, or altered
cerebral or umbilical artery flow) were detected in 29%
of them. Two fetal deaths occurred at 36 and 38 weeks of
gestation.*

In April 2016, three studies described image changes in
Brazilian cases of microcephaly.’'-* A study from Recife, the
capital of the state of Pernambuco/Brazil, evaluated 23 infants
with congenital microcephaly and epidemiology suggestive
of congenital ZIKV infection.’! ZIKV IgM antibodies were
detected in the cerebrospinal fluid of seven infants. Other
infections were excluded by serological analysis. Brain CT
showed intracranial calcifications in all cases, mainly in fron-
tal and parietal lobes and at the corticomedullary junction,
basal ganglia, and thalamus. Ventriculomegaly (severe in
53%) and global hypogyration of the cerebral cortex were
also found in all infants. Cerebellar hypoplasia and abnor-
mal hypodensity of the white matter were also described.”!
In another study from Pernambuco, neuroradiological
examinations of children with a diagnosis of microcephaly,
who were born during the ZIKV outbreak in 2015/2016,
were retrospectively evaluated.’* After the exclusion of other
known causes of microcephaly, the final sample with suspect
ZIKV infection comprised 23 infants. In six cases, cerebro-
spinal fluid was analyzed and IgM antibodies against ZIKV
were positive. In the remaining 17 infants, the diagnosis was
suspected, but without laboratory confirmation. Descriptions
of the radiological abnormalities identified in CTs included
decreased brain volume, ventriculomegaly, and cerebral
calcifications (in cortical and subcortical junctions, basal
ganglia, and periventricular areas). Simplified gyral pattern,
hypogenesis/hypoplasia of corpus callosum, and delayed
myelination were also described in MRI examinations.”
Cavalheiro et al* evaluated 13 term newborns with micro-
cephaly, whose mothers presented cutaneous rash within the
first 4 months of pregnancy. Other infectious agents were
excluded. In all of them, decreased cerebral mantle, increased
subarachnoid space and ventriculomegaly, lissencephaly,
and hypoplasia of the corpus callosum were observed in
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brain CT and/or MRI. Only one case exhibited periventricular
calcifications, whereas, in others, calcifications were mostly
localized in the subcortical/cortical transition area and in the
basal ganglia.®* In May 2016, another case report from Rio
de Janeiro described a 27-year-old woman, within the 12th
week of gestation exhibiting symptoms of fever, maculo-
papular rash, and arthralgia.>* Serology testing for congenital
infections and dengue and chikungunya virus was negative.
Normal fetal anatomy was seen in US examinations at 12 and
21 weeks of gestation, but microcephaly was suspected
at the 32-week scan. Microcephaly was confirmed at the
37-week scan along with diffuse brain calcifications. Fetal
MRI additionally revealed reduced gyration and asymmetric
colpocephaly. Neonatal head circumference was 29.0 cm, and
transfontanellar US examination identified subcortical and
periventricular calcifications with ventricular dilatation. Post-
natal CT also revealed brain calcifications, cortical atrophy,
small anterior fontanel, and premature closure of coronal and
metopic sutures.’* Up to May 7, 2016, the Brazilian Ministry
of Health reported 7,438 suspected cases of microcephaly,
among which 2,679 cases were excluded and 3,433 were still
under investigation. A total of 1,326 cases of microcephaly
were confirmed, but only 205 of them had laboratorial con-
firmation of ZIKV infection.>

Studies also retrospectively evaluated the frequency
of fetal abnormalities possibly due to ZIKV outbreak in
French Polynesia that affected ~66% of the population.*®*’
In the 23-month period included in the study, eight cases
of microcephaly were identified, of which five resulted in
termination of pregnancy by medical abortion.*® This study
estimated the risk of microcephaly after ZIKV infection in
pregnancy in 0.95%, and the first trimester seems to be the
period at highest risk.*® It is worth mentioning that, based
on the analysis of Brazilian data, Johansson et al*” proposed
the risk of microcephaly ranging from 0.88% to 13.2% of
ZIKV infection occurring in the first trimester of pregnancy,
depending on the overall infection rate estimates. The lower
end of this range was similar to the ~1% risk estimated for
French Polynesia. Still there, a retrospective evaluation of
19 cases of congenital cerebral malformations, including
five cases of microcephaly, described positive identifica-
tion of ZIKV RNA by RT-PCR in four of them.*® Another
study reviewed the occurrence of fetal abnormalities in
4,285 births in the Polynesia Hospital Center.” Twelve
cases of malformations were identified, and among them
three cases of fetuses with severe CNS abnormalities and
positive PCR for ZIKV in the amniotic fluid. Calcifications
and ventriculomegaly were observed in all cases in fetal US.

Microcephaly, low cerebellar biometry, occipital subependy-
mal pseudocysts, polymicrogyria with laminar necrosis and
opercular dysplasia, absent/or hypoplastic corpus callosum,
and hypoplastic brainstem were detected through MRI.%

The studies describing radiological abnormalities of the
CNS in fetuses and neonates with presumed congenital ZIKV
infection are summarized in Table 1.

Ocular abnormalities in neonates possibly associated
with ZIKV infection have also been reported. In a sample of
29 infants, from Salvador, Bahia, Brazil, with microcephaly
and a presumed diagnosis of congenital ZIKV infection, ocu-
lar abnormalities were found in ten children (34.5%), and, in
seven, the alterations were bilateral. The authors described
focal pigment mottling of the retina and chorioretinal atrophy,
optic nerve abnormalities, bilateral iris coloboma, and lens
subluxation. From this sample, 23 mothers reported symp-
toms compatible with ZIKV infection during pregnancy, of
which 18 occurred in the first trimester, four in the second
trimester, and one in the third trimester.®® A study from
Recife, Pernambuco, Brazil, showed ten infants with simi-
lar ocular abnormalities, including gross pigment mottling
and/or chorioretinal atrophy and optic nerve abnormalities.
Seven mothers (70%) referred symptoms during pregnancy,
six of them in the first trimester.®! Unfortunately, the diag-
nosis of ZIKV infection was based on the clinical symptoms
of the mother during pregnancy, and also the exclusion of
other infections such as syphilis, HIV, toxoplasmosis, cyto-
megalovirus, herpes simplex virus, and rubella.

Controversies on causal association
between ZIKYV infection and

microcephaly

The absence of a unified definition of microcephaly has
had important epidemiological consequences. Since March
2016, the official criteria used to diagnose microcephaly in
Brazil have been based on the WHO recommendations:®!-¢2
1) for term babies, international parameters of the WHO
should be used and 2) for preterm newborns, the intergrowth
parameters should be used. Initially, the definition of cases
of microcephaly in the surveillance system included all full-
term infants with a head circumference =33 c¢m, and later the
inclusion criteria were modified to =32 ¢cm.® However, the
National Live Birth Information System adopted a definition of
microcephaly when head circumference measure was =3 SD
from the mean expected for age and sex.**% Therefore, varia-
tions in the number of suspected cases may have occurred
according to the definitions adopted and may have resulted in
lower diagnostic specificity, leading to possible overestimation

Neuropsychiatric Disease and Treatment 2016:12

submit your manuscript

1751

Dove



Dove

Simdes e Silva et al

Aleydasouoiw

‘essoy Joluaisod ayp Jo Juswasie|ud

‘SILLIDA JE[|9gR.3D a3 jo eisejdodAy

:$399M 67 e ‘eisejdodAy SIWLIDA Je|[9qaJad
PJIW :$599M 7T I8 SN 839} 17 usNey

‘seaJe

uonesyIded ‘Aleydasoudiw isyaam of I8
{SIWIBA JB|[2qa.9D dY3 JO ddudsqe 939|dwod
UM wn|j2qaJad dnsejdodAy ‘sauaydsiway
Jo AnswwAse ‘s3|d113UdA JO uone|Iip
JUBAS[DJ ISH29M /T IB {SIWLISA JB|[9Ga.4D
oy jo sisauade |enJed ‘A[eS8swojndlausA
91eJ9pow ‘A[eydadoudiw isyeam |7 I
‘[eW.IOU S99M 9| I SN [839) | JudNEY
(%T6) ©li3ues [eseq

pue suoi3a. uopIsue.) [B31403/[ed1310dgNs

ur suonedyded (%p0|) Aleydasuassi|
(%001) A[edswonaoLiusa Aiepuodss (%001)
wnsojed snd.uod cnseidodAy (%001) J19138W
9MIYM PUE [B21210D Pasea.d3P Y W/1D
Aydouae [eaga.9d [eqO[3 puE suonedyId[ed
[e4qa422 (358D BUO) | D) UIOGMaN|

"(%€€) suoneoyd[ed ureq

pue ‘(%g¢) Aleydasoudiw (%) uonoLisad
Yamou3 ‘(%G7) dWN|OA pInjj dnojuwe
[ewJouqe :(uswom aAnisod-A|Z Z1) SN 18394
(%88) uoneupPAw

paAejap pue ‘(%) wnsojed sndiod jo
eise|dodAy/sisaua8odAy ‘(%5/) uJaied |euA8
paydwis ‘(%001) A[eSawojnoLiuaa pue
SWIN|OA ureJq pasea.dap :(sauejul Y319) YA
(%5¥) worsureaq

pue (%/7) wn|j2ga.4a> jo eisejdodAy

“(%S¥) Jeinornuaaliad ((%eS) eldues [eseq
(%001) suonaun| [ed13105gns pue [ed12403 Ul
suonedyId[ed (%98) A[e8aWOoNdLIIUSA (%56)
SWN|OA UleJq PIsEaUddP (sIuryul 77) 1D

swJe pue

s89) u1 sisodAu3ouyiie

“oeJeled ‘ejweyaydousiw
17 9BUOBN|

'S59M Of &

Wd Of JO SIUIBJWNIID
pesy :| 91eUOSN
‘uoneIsas jo

S99M g| pue O] e (19A3)
‘eIS[edyaJe ‘ysed) swordwAg

paquiosap

9J9M $24N1E3) [EDIUI]D 920

OU ‘UOI323s UBDIESID Aq
>99M [euonelsas yiz¢ ay3
J91jB UIOQ D49M SIUBU|
san|[ewouqe H33

‘(%€¢€) 28e Joy |lews (%€¢)
SUOIS3| Jgjndew suJogmau
XIS "uswom aAnisod-Ad||Z
Ul uoiIeISI3 JO SHOOM 8E
PUE 9¢ 1B SYIEaPp [€ID) OM |

Aleydasounipy

*(%.8) |[ouBIUO) JOLIDIUE JO
2.nso|d aunjewa.d (%6€)
a3e [euonelsad Joj |ews se
paziio8a1ed 1ydiom Yyaig

sjuaped

Y10q ui sajdwes wnias pue
auLIn ul 9Ane3au pue spiny
Jnoluwe ay3 ul aAnisod
249M AM||Z 0} syDdb- 1Y
187 >99M |euONEISAS

€ SIS9JUddoIUWY

sJayow Jo sjugul

ul pawLIjuod Aiojeloqe|
JOU Sem uondBul AM|[Z
(%001)

Aoueu3aud Burnp yseu
YaIm pajuasadd saayiop

JuaWoMm
jueudaud jo sajdwes aurin

pue poojq uo AN[Z 40}
sAesse YD d- | Y awn-[eay

pa3se3 30U SJBYIQ
-aAnIsod |[e :sajdwes 45D

Xis U1 pawiopiad ys|13
sumded-Apoqnue 48|

wnJas
pue auln ul aARe3su
949M snuIA BAUNSUN|IYd
pue an3uap .o} YDOd4b-1y
'9ANE3U SJ9M SUDDIDS
619 snairoased ‘xajdwis
sadJaay ‘AWD ‘ellegnJ
‘so|seaw ‘sijiyd4As

‘AIH ‘sisowsejdoxo |

pue ‘snuiA saduay ‘AD
‘e|jagqnu ‘sisowse|doxoa 4oy
51591 |edI80]0Uas aAneSaN

%88 Ul salpoqnue
53]-an3uap aAnisod

yd4As oy 9Anedau ‘AD
pUE B||]9qnJ 03 saunwiw|

siydAs AlH

‘e|lognJ ‘sisowsejdoxol
‘AWD 40} saayr0w
pue saugjul jo (D3] pue
W3]) A8ojouas paured

Aleydasoudiw
pey sasn1a) asoym swordwihs
Yaim uswom jueudaud om

POM3IARI
AjpAndadsouaad suoneuIwEexd
180jo1ped ‘Ajeydadoudiw
[e31U93U0d YIIM SIUBJUI €|

AjpAnoadsoud

PaMmo||0} ‘pa3d3juIuOU 9 |
pue uonddul AM||Z SAnIsod
Yyam uswom ueudaud 7z

Ajeydasoudiw
YHM UJpJIYd €T

eqleJed ‘[1zesg

anIoN
Op 9pueJD) oY
JOBYUE.E|
/oanquieu.ay
‘|ize.g

oJpue(
9p ory ‘|izesg

L0dNqBUIR]
‘|ize.g

1»[e 32 39A1ED

g8 39
oulpyeAeD)

ool 39 158G

7l 3
oegedy

sSuipuyy es18ojoipey

saJanjesy [es1uld

poyjaw
uonedyIUSP! ANIZ

pajen|eAs sjuade
snoia’{jul .Y

s323lqng

sajejsjuoisau

‘Aiaunod

[ERNIERETENY|

uondAUI AM||Z [EHUSSUOD pawinsaid YIim SSIBUOSU PUB SISNIDY Ul PAQIIDSIP SND Y3 4O sanijewouqe [ediSojoiped urel | djqeL

Neuropsychiatric Disease and Treatment 2016:12

submit your manuscript

1752

Dove



Zika virus challenges

Dove

(ponunuos)

suonedyded euadeld

‘A[eS8awo|naliauaA s1esapow ‘Afeydsdoadiw
‘uolIep.JelIaJ Yimod3 auliainesiul :uoneisad
JO $99M g7 1Y "AwoleUR puB YImo.u3
|19} [BWLIOU (SX989M (T PUE | 3B S [e324

Aydouae ureuq 249A3s Y|4 |34

‘Aydoure ureaq pue A[eSawo|NdIIUSA

‘wnsoj[ed sndJod 3y Jo 3du3sqe :uoneIsaT

JO S29M (7 3. SN [BID4 1| Iudney

(%001)

AisuspodAy Jsnew s1ym (%t/) eiseidodAy
Je||2gqa.9d ‘snwiejeyl pue elSues [eseq ‘saqo|
[e3aried pue [euod) (%00 |) suonedydED
"(%001)

uone.A8odAy |eqo|3 pue A[eSswondLi3uaA 1] D
(9%£9) Answoiq JejjagaJad

Mo “(%/£9) wnsojjes snduod dnsejdodAy
Jouasqe (%00 ) eise|dsAp Jejnousdo

PUE siso.dau Jeuiwe| Yum elik3oudiwijod
(%001) Ajeydasus.oiw ;YN 2334

"(%001)

AJeSaWwo|NdLIIUSA pUE SUOIEIYID[ED (S [€394
wnsojjed snd.aod onsejdodAy

‘uJ917ed UONBUIWE| [BWIOU JO SDUISGE BYD YIIM
(seqoj |eastied pue [e3uody) spuewW [BAGSJD
a3 jo Aydo.aae asnyip :s>99M (7 3B Y| €394
SO|DLIJUDA [BUDTE

33 JO SUIOY [€IUO.) Y3 JO UOIIE|IP ‘D[D1IIUSA
pJ1ya a3 jo uone|ip ‘(pauonsanb adeytioway
JB|NDJLIIUSARIUI) SUJIOY [BIUO.Y PAS.E|Ud ‘Dauew
[1qa492 Padnpau $H99M ¢ | 1Y 'SUOIIEBDIID[eD
[elueade.Ul Jo Ajeydadoudiw Jo 2UIPIAS ou
:uonelsad Jo SHIIM /| pPUB‘9| ‘€| SN €34

"Seam g I
paeulw.IR) sem Adueudaly
‘ured Jejn>00.39.

pUe ‘|e19|{sojnasnwi
I9A3) ‘yse. pazijeausd

Jo swoldwiAs auom a4ays
‘uonelsas Jo eaM Yag | Iy

SuolIeUIWEXD
[ed130[oIpeJ pBY BUO
:P9qLIDSIP DJOM SISBD
JNO4 "YSEd PBY USWOM ||y

uonduidsap [ediulp oN

Po1BUIWLIS] A[9AINDDS SJoM
sappueudaud ‘sased e u)
‘Aoueudaud

JO J23saWILI 3541y By
Surinp swoidwiAs a1
“AMIZ PeY siayiow om |

oM as|Z I8
paaeulWw.IS) sem Adueudauy
“USEJ UD|S PUB ‘J9A3) p|iW
‘ei13[eAw ‘ured Jeindo HjPaMm
[euonelsasd yauaAsje 1y

1ipuo3 pwspqdoxo |

puE ‘sasnJiA0J3IUD ‘6| g
snuiaoAded ‘snuiA xajdwis
sadJay ‘snuiA 42150z
-B|[921J4BA ‘SNUIA B[|]2qNnJ
‘AWD ‘SosnJIAIAg))

Jay30 Joj aAnedau

uie.q [e39) ul
YDd-1Y 4Aq paureiqo auam

MIIZ 40} s3nsa. 2AnISOd

Sunsay o130[04as
Pu® ‘DHI YDd-LY

SIUBJUI €7 JO UDASS
ul piny [euidsoagauad
33 Ul pa10331ap BIIM
sa|poqiue |J8| AMIZ

aAnisod sem AM|Z 10} YDOd

334
Jayo pue ‘eausded ‘ureaq
|39} ‘W3S [eudalew ul
MIIZ 3surese YOd- 1Y
9ANISO( ‘salpognue

WS3| pue D3| aAnIsod

2J9M shesse YDd

s359) [edi3ojo.as
Aq papn|axa aJam xa|dwis
saduay pue ‘AlD ‘Bl2gNJ
‘AIH ‘snJinoAued ‘ejj@dLIeA

‘siiyd4s ‘sisowsejdoxo |

9AESaU SeM

snJIA spiBuiuaworioyd
ankdoydwi| pue
AWD -0} ¥Dd

9AnESSU SEM SNUIA
eAUn3un|Iyd Jo} 1591
3130|0433 *|\|8] 2AnE3sU
pue salpoqnue 53|
aAnisod :snuia anduaq

(nzeag

JO 1sesayrJaou ul
P3Al]) BIUSAO|S
‘eueliqniy

uewom jueudaud
p|o-Jea4-gT :31odau ase)
(eowreg pue ‘odry

03J3Nnd ‘0dIX3|\

leH
‘|ewalenc)
UOpEAES |3
‘ize.g ‘eOowWres

‘SednpuoH

MIIZ 2Anisod
Yam uswom jueudaad suiN

uedLIdWY 03
s|oAe1) VS YL

Aleydasoudiw ,0oNquieulay

[e21Uus3uod YUM SsauBjul €7 ‘izeag

sasN19) 93U Jo s3ulpuly

N PazAjeue AjpAndadsonsy  BisauA|od youa.4

(ez112g
pue ‘gewalenc

‘0dIX3

01 s|aAR.)

uewom jueudaud vsn ‘Oa
plo-J4eak g¢ uodau ase) ‘uo1uIysepn

I8 39
BRI

I8 32
uewppQq
-kauea|y

1s|e 39 uizey

I8 39 N1y
-a138Wa||IND

8| 39
s19331uQ

1753

submit your manuscript

Neuropsychiatric Disease and Treatment 2016:12

Dove



Simdes e Silva et al

Dove

taserdiuosue.) 3sU9A. ‘] Y *YDd dAnEIUENb ‘YD b ‘uonseau ureys asesswjod ‘Y4 ‘Buidewn asueuosa. dnsuew ‘Y| ‘O

SNUIA BIZ ‘AM||Z {PUNOSBIIIN ‘S {PUNOSE.IIIN JE|[SUBIUO)SURA ‘S|

nqojSounwiw 88] !y ulnqojSounwiwj ‘L8] {[ed1wayoIsIyouNWWI ‘DH| ‘snJIA Adusidyapounwuwi uewny ‘AJH ‘Aesse

JUSqJOsoUNWIWI PaYul-aWAZUS ‘ST ‘weaSojeydsduso.nds)e ‘937 ‘AydesSowor psandwod ] D pinj [euldsouqausd ‘4D {WDISAS SNOAISU [B4IUD ‘SN ‘SNUIAO[ESIWOIAD ‘AD (USJP[IYD Pa|qesiq JO ddurIsIsSY ‘QDVY :SUOIIRIARIqqY
“(dIIWI) @3n313su| suIdIPay [e4393u| B419NS1] OPUBLLISY JOSSJ0.d, ‘S9|dWes auLIn pue poo|q :(SPUBlIBYIBN 33 ‘OjusA ‘AN UaSeID) 31 YDd-1Y 290.d 399 ] BUBND, "dDVYV -0 UOIBIDOSSY, :S9JON

SuonedNyIded Ure.q ‘sisausssAp

wnsoj[ed snd.aod ‘eluA3Ayoed ;Y| [e3eUISO4
'saumns

c1dolaw pue [euol0d Jo aunsojd aumewsa.d
puE [2uBIUO) JOlISIUE [[ews Aydoure
[J1240D ‘SUOIIEDIID[ED UleJq ] D) [BIBUISOY
‘uonele|Ip

JB|NDLIIUDA ‘SUOIEIIID[ED Je|ndLIuaALIRd
pUE [8212.100QNS S JB||SUBIUO)SUE.]
‘Ajeydedod|od

11I19WWASE pUB UONEJAS padnpad Y| [e394
'S99M /€ 1B PIlIIUSPI SI9M SUONEDIID[ED
ureaq asnyip pue Ajeydasoudiw :gn €394

(%) suoneoyid[ed

ure.q eij3ues |eseq ‘Olwefey ‘[ewAydualed
UB|ND1LIUDAIIRG ‘(%}}) JUSWDZIR|US UBINDLIAUDA
aAIsus1iadAyuou Aydo.re [edn.aodqgns/esn.aod

(%) elik8Ayoed Areydaduassi| ;M| pue | D

paqLIdsap
SJ9M S3.4N1ED) [BDIUI|D
J9y10 O ‘p|o-yauow-| 1e
WD 7€ JO 9oUBIDJWNDIID
a1eydan) "Ajeydasoudiw
UM ‘SX99Mm g€ 1B UJoq
Byl BB} "UONEISAT JOo
eom g | swordwiAg
2unzias pue (%] |)
sJowa. (%07) AjiqeaLL
“(%07) exayauaadAy (%)
Aonseds/eiuoriadAy
“(%11) sisodAuSouye
(%97) WB1em yaig mo]
J917BW 30IYM

[edn402gNs ay2 Ul pue
X102 Y3 Ul SUONEdI[RD
o1ydoaasAp |edoynjnw

pue ‘snjeydasoupAy

‘e11A3e Ajeydasuauoiw
:Asdoane |19

SJaYI0W JO SIUBU
ul pawLIyuod A1olelOqE|
10U SBA UONDRYUI A[Z

*(%1£) AoueuSaad Surnp

ysedJ [eutarew parioday

9AIE3SU SBM SNUIA
eAundunyjiy> pue an3usp
‘xa|dwis saduay pue ‘AD
‘g[|agnJ ‘sisowsejdoxol
Joy 3unsan A3ojo.ag

SNJIA

xa|dwis saduay pue ‘AlD
‘e|]ognJ ‘sisowsejdoxol
‘sij1yd£As Joy s3saa
|ed180j0.as aAneSaN

uewom jueusdaud
p|o-Jea4-/7 uodau ased)

Ajeydasoudiw
[e21Ua8UOD YIIM SIUBJUI GE

|izeig
‘oJlauef ap ory

payidads
jou ‘sajels
Y319 ‘izeag

ys|€ 39
JSUIBAA

w8 32
1udeY
-J19|Nydg

sSuipuyy |es18ojoipey

saJanjesy [es1uld

poyjaw
uoneIyIUSP! ANIZ

pajen|eAs sjuade
snoia’{jul YO

s323lqng

sajejsjuoisau
‘Aiunod

[ERNIERETENY|

(panunuop) | ajqeL

Neuropsychiatric Disease and Treatment 2016:12

submit your manuscript

1754

Dove



Dove

Zika virus challenges

of affected infants.’*® Furthermore, the real incidence of
microcephaly in Brazil, prior to the occurrence of ZIKV
infectious, was possibly underestimated, especially in the
northeast region, and the obligatory notification of cases may
falsely inflate the real incidence.**%¢” In a communicate, the
Latin American Collaborative Study of Congenital Malforma-
tions (ECLAMC 2015) questioned the number of reported
cases, stating that they were much higher than the expected
considering the incidence of ZIKV infection in the Brazilian
population.®

Other possible etiologies of microcephaly including
environmental, alcohol-related, infectious or genetic,
and/or associated factors (malnutrition, coinfection with
other agents) also must be more carefully investigated.®
Congenital microcephaly is clearly associated with genetic
and acquired conditions (for review, refer Nunes et al®).
Exposure to drugs, including alcohol, maternal infection,
and nutritional deficiency is the major cause of acquired
congenital microcephaly. Regardless of the cause, the etio-
pathogenic factor must influence the proliferation phase of
the CNS development, around third and fourth months of
pregnancy, to determine microcephaly. Accordingly, ZIKV
infection could cause microcephaly only when occurring
in the first months of pregnancy. In this regard, convincing
epidemiological data are missing.”® Although this relation-
ship still needs further clarification, some of the evidence
described so far suggests the possibility of ZIKV-related
teratogenic effects.**”!"”* In terms of public health safety mea-
sures, while prospective studies are not finalized and/or more
robust evidence is available, precautions to control vector
multiplication and to reduce individual exposure to the virus,
especially in fertile and pregnant women, are recommended
throughout the world.3'*7®* The continuous surveillance of
suspected cases is also maintained, and a recent report from
the WHO™ enlists eight countries that have reported cases
of microcephaly and/or CNS malformations that were poten-
tially associated with ZIKV infection: Brazil, Cape Verde,
Colombia, French Polynesia, Martinique, Panama, Slovenia,
and the USA. In the last two countries, the probable place of
infection was located in South/Central America.

Table 2 depicts arguments for and against a causal asso-
ciation between ZIKV infection and microcephaly.

Neuronal damage by ZIKV:
evidence from experimental models

and unanswered questions
ZIKV infection has been linked to severe neurological
complications, that is, microcephaly and GBS. While the

first condition involves the CNS and the second is related to
peripheral nerves lesion. The mechanisms by which ZIKV
can determine these two distinct syndromes are still uncer-
tain. The virus could directly affect CNS and peripheral
neurons. Alternatively, neuronal lesion could result from
ZIKV-elicited processes, including immune response and
loss of glial support. So far, studies have focused on the first
hypothesis implicating a direct effect of ZIK'V on neurons.

Although suggestive, the detection of ZIKV in the brain
of microcephalic human fetus* does not prove either causal-
ity or pathogenic mechanism. To overcome the limitations of
human studies, in vitro and in vivo experimental approaches
have been pursued.

Two independent studies showed that ZIKV can infect
neural stem cells in vitro, inducing caspase-mediated cell
death.”’ The most compelling evidence for a direct role
played by ZIKV in microcephaly came from an elegant study
using induced pluripotent stem cells cultured as neurospheres
and brain organoids, in in vitro models of embryonic brain
development. Garcez et al’® showed that ZIKV reduced the
viability and growth of neural stem cells in these models,
disrupting the formation of both structures. To control for
unspecific effects of viral infection on neurogenesis, the
same experiments were performed with dengue virus 2, a
flavivirus with genetic and serological similarities to ZIKV.
Neurospheres and brain organoids exposed to dengue virus 2
did not have their growth and development altered, suggest-
ing that neurogenesis impairment is not a general feature of
the flavivirus family.”®

Until recently, only a very limited number of studies had
been performed in rodents, indicating that ZIKV can replicate
and damage CNS cells.”””® Among the concerns regarding
these older studies, there is the use of the prototype MR
766 strain of ZIKV that had undergone multiple passages
in suckling mouse brains, possibly changing its biological
properties, including virulence. Alterations in molecular
components of ZIKV overtime could also be responsible for
its increased neuropathogenicity lately. To overcome these
limitations, Lazear et al” assessed four ZIKV strains (three
strains isolated from mosquitoes in Africa and one contem-
porary clinical isolate) in wild-type (WT) C57BL/6 mice
and immune-deficient transgenic mice. Four- to six-week-
old WT mice inoculated with ZIKV by subcutaneous route
did not develop any clinical sign of disease, while different
strains of mice lacking interferon o/ (or type 1) signaling
developed neurological signs (muscle weakness) and suc-
cumbed to the infection. Ifnarl—/—mice, which cannot respond
to interferon o/f, were highly vulnerable to the infection
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Table 2 Supporting and controversial evidence of the association between ZIKYV infection during pregnancy and fetal abnormalities

Supporting evidence

Controversial evidence

Fetal involvement with maternal infection occurring during first trimester
or early second trimester

Presence of ZIKV antibodies in maternal serum*#4?
Isolation of ZIKV during pregnancy (maternal serum/urine, amniotic
fluid)3,4l‘42,49,50‘58
Isolation of ZIKV antibodies in samples from fetus/neonates (fetal

necropsy, cerebrospinal fluid)*—851:52

Common phenotype in cases with isolation of ZIKV in fetus/neonates
Microcephaly*! 424748515258
Fetal death*0474%50
Intracranial calcifications**!->3
Cerebral atrophy*4=2
Destructive lesions"
Anomalies of cortical development/gyration®'-*?
Common phenotype in cases with presumed infection
Ocular lesions®®¢!
Reports of fetuses and infants with microcephaly who are born to women
who travel to countries with active ZIKV transmission
In Slovenia, a pregnant woman who was living in the northeast of Brazil
during ZIKV outbreak.* A pregnant woman who had been to Mexico,
Guatemala, and Belize on holiday*
Six pregnant women who had traveled to areas with active
transmission of ZIKV*
Virus presence in fetal and neonatal samples, and similar findings are
presented in other congenital infections
The findings of microcephaly, premature fetal death, intracranial
calcifications, and CNS abnormalities are similar to the effects of other
known congenital infectious agents and environmental toxins®’
Strong temporal and geographical association of ZIKV and neurological
involvement
Brazil
Brazilian Ministry of Health®¢**
Northeast®"
Southeast™
French Polynesian
Retrospective studies®®*®%?

ZIKV infection inferred only by epidemiological/clinical criteria® 35456
Risk of infection after first trimester could not be excluded

Despite the fact that infection seems to cause more severe disease in
fetus during the first trimester, data regarding exposure and disease
cannot be totally explained

Mild phenotypes could also be associated with ZIKV infection, since
only severe cases have been reported

The evaluation of placental tissues, fetal death and neonatal death are
necessary to determine the effect of gestational age during maternal
illness on fetal outcomes.

Experimental evidence of infection of neural stem cells in in vitro’7¢
and animal models”®”’

Due to changes in microcephaly definition, obligatory notification, and
absence of confirmation of etiology in several cases, an overestimation
of ZIKV-affected infants should be considered in Brazil -7 Other
etiologies of microcephaly should also be ruled out.’

Ideally, consistent findings should be performed by two or more high-
quality epidemiologic studies, with the control of confounding factors,
sufficient numbers, exclusion of positive and negative bias factors,
prospective studies if possible, and relative risk higher than 6.0.
However, literature until now includes only surveys and retrospective
or short-term cohort studies. Therefore, until a large epidemiological
study is published, it is not possible to confirm the association
between maternal exposure and fetal involvement

Abbreviations: CNS, central nervous system; ZIKV, Zika virus.

and exhibited high levels of ZIKV in all tissues evaluated,
including blood, spleen, testes, brain, and spinal cord.
Interestingly, ZIKV could cause disease in non-weaned WT
mice, that is, 1-week-old, when the innate immune response
is not yet mature, indicating an age-dependent vulnerability
to disease.” Besides proposing a model for therapeutic and
pathogenesis investigation, this study confirmed a pivotal
role played by interferon o/ in restricting ZIKV infection,
as already described for dengue virus infection.

Rossi et al® also suggested a significant role played by
type I interferon in the resistance against ZIKV infection.

Using a Cambodian isolate inoculated by intraperitoneal
route, they found that 3-week-old 129sv mice lacking the
interferon o/ receptor (A129) succumbed to the infection,
while immunocompetent mice survived. An age-dependent
vulnerability to disease was also demonstrated in this model
with 3-week-old mice exhibiting more severe signs of infec-
tion than 5- and 11-week-old mice. ZIKV was detected in
the brain on day 3 postinfection and caused neurological
signs (lethargy, tremor) by day 5 postinfection, especially
in 3-week-old A129.% Mice lacking both interferon o/ and
v (or type II) receptors (AG129) infected by intraperitoneal
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or intradermal routes also developed a severe disease,
dying on day 6 postinfection. Given the antiviral activity
of interferons, these results were not surprising, being also
corroborated by an in vitro study showing the potential of
interferons o/P and 7y in controlling ZIKV replication.®! The
major limitation of the models proposed so far pertains to
the fact that susceptible animals lack a key component of
the innate immune response against viral infection. This
certainly influences how the immune system deals with the
ZIKV infection, affecting the evaluation of the real role
played by immune mechanisms on disease pathogenesis.
In fact, mechanistic insights are still missing in in vivo
studies, particularly those related to neuronal damage. In
addition, it is uncertain whether ZIK'V promotes widespread
or localized brain damage, and careful neuropathological
analysis coupled with behavioral assessment is warranted in
these and future animal models of ZIKV. The age-dependent
vulnerability to disease must be further explored, including
intrauterine infection at different stages of fetus develop-
ment. This latter issue is of paramount importance taking
into consideration the controversies regarding the associa-
tion between prenatal ZIKV infection and microcephaly.
More importantly, it is uncertain the consequences of
ZIKV infection after this critical period on CNS develop-
ment. Theoretically, neuronal migration, organization, and
myelination could be impaired by CNS infection, leading to
different conditions, including major (eg, lissencephaly and
schizencephaly) and minor (eg, focal dysplasias) brain mal-
formations, and “functional” neuropsychiatric syndromes
including intellectual impairment and autism. Longitudi-
nal cohorts of newborns from epidemic areas, involving
systematic assessment of neurodevelopmental milestones,
can help answering this issue.

GBS and other autoimmune-

mediated disorders

The first link between ZIKV infection and a neurological com-
plication occurred in the ZIKV outbreak in French Polynesia
from October 2013 to March 2014.%2 Cao-Lormeau et al®
reported 42 patients with GBS during this ZIKV outbreak,
corresponding approximately to a 20-fold increase in the
expected number of cases of GBS for that region. GBS is an
acute autoimmune peripheral polyneuropathy characterized by
the development of ascending motor weakness associated with
variable degrees of cranial nerves palsy, sensory changes, and
dysautonomia.® The disease is self-limiting, reaching its nadir
after 2—4 weeks of onset. Depending on its severity, it can affect
respiratory muscles, requiring artificial ventilation support.

In the reported cases, most patients (88%) had a previ-
ous history of a short-lasting viral syndrome characterized
by fever, rash, arthralgia, and/or conjunctivitis, and all were
positive for ZIKV serological tests. The GBS in these patients
differed from the typical syndrome as it was marked by a fast
progression to a nadir (<1 week) and a short plateau phase.
Facial palsy was a common manifestation (64%), and one-
third of patients required respiratory assistance. Besides the
combination of fast onset and fast recovery, patients lacked
the typical demyelinating pattern of the disease, exhibit-
ing the acute motor axonal neuropathy (AMAN) type.®
In contrast with non-ZIK V-related AMAN cases, the patients
did not show the characteristic anti-ganglioside antibodies.
The atypical presentation along the lack of AMAN-related
antibodies cast doubt on the anti-glycolipid antibody role on
disease pathogenesis.®*% In this scenario, a direct effect of
ZIKV can be implicated again. All patients in Cao-Lormeau
et al’s® series were treated with intravenous immunoglobulin,
one of the standard treatments for GBS along with plasma-
pheresis.® It remains to be defined whether the favorable
clinical outcome observed in this study could be achieved
with plasmapheresis and/or lack of specific treatment. The
latter may happen in regions with limited economic and
health resources.

As with obstetric complications, including microcephaly,
there are several challenges ahead. First, the epidemiological
data must be confirmed. Preliminary reports from different
Latin American countries seem to corroborate the association
between ZIKV and GBS.* This also undermines an eventual
role played by ethnic-related factors, such as Human Leuko-
cyte Antigen alleles, in post-ZIKV GBS.” However, direct
and/or indirect pathogenic roles for ZIKV must be proved.
In this regard, animal models may be helpful, but so far no
study has evaluated peripheral nerves lesion or dysfunction
following ZIKV. It is also tempting to speculate whether
ZIKV can be implicated in other autoimmune neurological
diseases, as occurred with dengue virus.’” Mécharles et al®®
reported a case of acute myelitis possibly due to ZIKV
infection. In 2016, at the American Academy of Neurology
Meeting, Doctor Ferreira® reported two Brazilian patients
with acute disseminated encephalomyelitis and ZIKV infec-
tion, calling great attention to this issue. To prevent unneces-
sary alarm, sporadic reports must be confirmed by careful
epidemiological analysis, especially taking into consider-
ation the concurrent circulation of other arboviruses, such as
dengue. To date, there is no evidence of an increased rate of
acute disseminated encephalomyelitis or related autoimmune
conditions in regions facing ZIKV outbreak.
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Table 3 Unanswered questions regarding ZIKV infection and
neuropsychiatric complications

What are the mechanisms underlying ZIKV-induced neuronal damage?
What is the role of the immune response against ZIKV in the
pathogenesis of neurological complications?

What are the risk and protective factors related to the development
of neurological complications after ZIKV infection?

Are there differences in ZIKV infection during the first trimester

of pregnancy according to maternal immune response and/or viral load?
Is there any neurological and/or psychiatric consequence for the fetus
of ZIKV infection in the second half of pregnancy?

Is the ZIKV infection associated with other immune-mediated
neurological diseases?

Abbreviation: ZIKV, Zika virus.

Conclusion

There is a clear temporal association between the increased
reporting of cases of microcephaly and of GBS and the ZIKV
outbreak. However, there are several unanswered questions
that must be investigated (Table 3). For instance, studies
addressing the mechanisms underlying ZIKV-induced neu-
ronal damage are warranted. Reliable diagnostic criteria for
the identification of cases of microcephaly are still required.
In addition, ongoing longitudinal cohort studies can show
the long-term neurological and psychiatric consequences of
congenital and after-birth ZIKV infection. From a personal
perspective, as neither pharmacological treatment nor vac-
cines are available, prevention of ZIKV infection relies on
protective measures against mosquito bites.

Further studies on ZIKV infection are urgently needed
and may help the development of therapeutic strategies
against ZIKV and other arboviruses, such as dengue and
chikungunya.
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