
RESEARCH ARTICLE

Long-Lasting Immune Protection and Other
Epidemiological Findings after Chikungunya
Emergence in a Cambodian Rural
Community, April 2012
Beatriz Galatas1,2☯, Sowath Ly1☯, Veasna Duong1, Kathy Baisley2, Kunthy Nguon1,
Siam Chan1, Rekol Huy3, Sovann Ly3, Sopheak Sorn1, Leakhann Som3, Philippe Buchy1¤‡,
Arnaud Tarantola1‡*

1 Institut Pasteur du Cambodge, Phnom Penh, Cambodia, 2 London School of Hygiene and Tropical
Medicine, London, United Kingdom, 3 Ministry of Health, Phnom Penh, Cambodia

☯ These authors contributed equally to this work.
¤ Current address: GlaxoSmithKline, Vaccines Value & Health Sciences, Singapore
‡ PB and AT also contributed equally to this work.
* atarantola@pasteur-kh.org

Abstract
The East/Central/South African genotype of Chikungunya virus with the E1-A226V mutation

emerged in 2011 in Cambodia and spread in 2012. An outbreak of 190 cases was docu-

mented in Trapeang Roka, a rural village. We surveyed 425 village residents within 3–4

weeks after the outbreak, and determined the sensitivity and specificity of case definitions

and factors associated with infection by CHIKV. Self-reported clinical presentation con-

sisted mostly of fever, rash and arthralgia. The presence of all three clinical signs or symp-

toms was identified as the most sensitive (67%) and specific (84%) self-reported diagnostic

clinical indicator compared to biological confirmation by MAC-ELISA or RT-PCR used as a

reference. Having an indoor occupation was associated with lower odds of infection com-

pared with people who remained at home (adjOR 0.32, 95%CI 0.12–0.82). In contrast with

findings from outbreaks in other settings, persons aged above 40 years were less at risk of

CHIKV infection, likely reflecting immune protection acquired when Chikungunya circulated

in Cambodia before the Khmer Rouge regime in 1975. In view of the very particular history

of Cambodia, our epidemiological data from Trapeang Roka are the first to support the per-

sistence of CHIKV antibodies over a period of 40 years.

Author Summary

After first being identified in the 1950s and spreading from Africa in the 1960s, a new pan-
demic strain of Chikungunya virus emerged in East Africa and the Indian Ocean in 2004–
2005, progressing to Asia. Cases have since been described in previously unaffected territo-
ries, as well as regions where Chikungunya transmission was never interrupted.
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Chikungunya circulated in Cambodia in the 1960s and 1970s until the tragic historical
events that followed the civil war. After nearly 40 years of absence of the virus, the new
pandemic strain was first detected in 2011. We undertook a field investigation of a Chi-
kungunya outbreak in Cambodia in 2012. The usefulness of clinical signs for diagnosis of
infection is discussed. Unlike studies from other settings, we show that older age was asso-
ciated with a lower risk of Chikungunya infection, even after behavioural and occupational
factors have been taken into account. This is the first evidence suggesting that infection in
the 1960s and 1970s likely provided long-lasting cross-protection against this new strain.
These findings, which will be further explored in the laboratory, are important to under-
stand immunity against Chikungunya and to predict future epidemics and public health
needs.

Introduction
Chikugunya is caused by an alphavirus transmitted by the bite of Aedesmosquitoes. In
humans, it is mostly a self-limiting illness marked with debilitating joint pains but severe illness
occurs in about 1 clinical case in 1000 [1]. Although it may have circulated since the late 1800s
[2], the chikungunya virus (CHIKV) was first detected in Africa in 1952 [3]. The Asian strain
spread through Asia in the 1960s causing a series of outbreaks throughout the region, including
Cambodia. After several decades of absence, CHIKV re-emerged in the early 2000s [3–5], with
large outbreaks of significant public health concern in Asia and Africa. In 2005, a major epi-
demic in La Réunion island [6] displayed different epidemiological characteristics than previ-
ous outbreaks, with a higher attack rate and causing a number of deaths. Genetic analysis
attributed this outbreak to a mutated strain of the East/Central/South African (ECSA) strain of
CHIKV bearing the E1-A226V and other mutations on the E2 glycoprotein gene [7,8], termed
the Indian Ocean Lineage (IOL) strain [8]. Subsequently, outbreaks of the IOL strain have been
recorded in the Indian Ocean [9–11], South- [12], Southeast- [13–17] and East Asia [18] and
the Pacific [19]. The first outbreak in a temperate country was recorded in 2007 [20], and cases
have been detected in Arabia [21,22]. In 2013, another CHIKV strain, this time of Asian lineage
[23] stormed through the Americas, causing over 1.5 million suspected or confirmed cases to
date [24–27]. That outbreak is still ongoing. Chikungunya poses a real and imminent threat to
all yet unaffected areas where Aedes aegypti or Aedes albopictus are present, including various
regions of Europe [28], the USA [29], Brazil [30] or Australia [31].

Chikungunya re-emerged in Cambodia in 2011 [16], when the IOL strain of CHIKV was
identified, never previously recorded in Cambodia. In this article, we explore the epidemiologi-
cal and clinical characteristics of a 2012 outbreak in Trapeang Roka village of Kampong Speu
province [17], Cambodia, including an analysis of the sensitivity and specificity of clinical signs
and their combination, as well as the association of various factors with the risk of CHIKV
infection.

Methods

Field investigation
The method, dates and duration of the outbreak investigation in Cambodia have been detailed
elsewhere [17]. Briefly, a one-day outbreak investigation was conducted in 2012, three to four
weeks after the onset of the CHIKV outbreak in Trapeang Roka village caused by an ECSA
strain with the E1-A226V mutation, using a standardized, anonymized questionnaire. All
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village residents were eligible for the investigation; consenting individuals were interviewed
regarding socio-demographic characteristics and information on potential risk factors for
exposure and were screened for CHIKV. Participants were asked about self-reported clinical
features (fever, arthralgia and skin rash) using a short questionnaire and the Wong-Baker Pain
Rating scale. For children who were too young to answer, parents/guardians were asked to
answer for the child. Interviews were conducted by teams from the Epidemiology and Public
Health unit of the Institut Pasteur du Cambodge (IPC) and other teams.

Laboratory methods
Dried blood spots were obtained from consenting participants to test for CHIKV IgM [32], as
well as recent infection by dengue (DENV) and Japanese encephalitis B (JEV) viruses using
antibody capture enzyme-linked immunosorbent assay (MAC-ELISA) [33,34]. Participants
with ongoing fever were also tested by quantitative real-time reverse transcriptase PCR
(qRT-PCR) for CHIKV as well as DENV and JEV. Participants (N = 91) with current or very
recent signs or symptoms were also screened for malaria by PCR (all negative). The laboratory
methods used were detailed in the previous report [11].

Statistical / epidemiological analysis
Sensitivity / specificity. Clinical signs or symptoms were tabulated individually and in

combination (the presence/absence of a combination of signs or symptoms) against labora-
tory-confirmed infection with CHIKV through MAC-ELISA or qRT-PCR. The sensitivity,
specificity, positive predictive value (PPV), and negative predictive value (NPV) of individual
and combined signs or symptoms were calculated, to assess their value as diagnostic tools for
CHIKV.

Statistical analysis. Factors associated with CHIKV infection were assessed using random
effects logistic regression to estimate odds ratios (ORs) and 95% confidence intervals (CI),
adjusted for correlation/clustering within households. Statistical significance was evaluated
using likelihood-ratio tests (LRTs).

A multivariate model was built adjusting for age as an a priori risk factor. All variables that
associated with CHIKV infection at p<0.15 in the age-adjusted analysis were included in the
multivariate model.

Given the re-emergence of CHIKV in Cambodia, it was considered relevant to explore the
shape of the relationship of participant age with CHIKV infection. The association of age as a
continuous variable with the log odds of CHIKV infection was assessed using fractional poly-
nomials, using a set of defined powers (–2, –1, –0.5, 0.5, 1, 2 and ln(x)) and a maximum of two
power terms in the model. Age was first scaled by dividing by 10 before fitting the models. The
differences in model deviances were compared to select the best model. Predicted log ORs
from each model were transformed into risks through the equation [exp(OR)/(1+exp(OR)],
and predicted probability plots were created from the univariate and multivariate models to
observe associations of age to CHIKV infection. Probability plots from the multivariate model
fixed the other model covariates at their mean values. All analyses were performed using the
STATA 11 statistical package (StataCorp, College station, TX, USA).

Ethics statement
The investigation was undertaken as part of an urgent public health investigation of emerging
CHIKV in Cambodia, with a National Ethics Committee waiver under the authority of the
Ministry of Health. After explaining the investigation in Khmer, participants were asked for
written informed consent to undergo an interview and a fingerprick for blood sampling.
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Participants received advice on how to reduce their risk of CHIKV infection and received their
laboratory results at a later visit. All data collected were anonymised, with no personal
identifiers.

Results
In March 2012, Trapeang Roka consisted of 134 households with 695 inhabitants, mainly rice
field workers and factory workers. All persons who were available on the day of the outbreak
investigation were approached to be interviewed; there were no refusals. In total, 425 partici-
pants (61.1% of the village) from 98 households (73.1%) were surveyed. The global attack rate
was 44.7% (190/425) based on IgM (n = 188) or PCR (n = 2) testing.

Sensitivity and specificity of clinical signs
Findings are presented in Table 1. The combined signs of fever, arthralgia and skin rash was
67% sensitive as a CHIKV diagnostic tool compared to the reference laboratory diagnostic test.
The combination of all three signs or symptoms also identified the highest proportion of labo-
ratory confirmed CHIKV infections during the outbreak (PPV = 77.3%), while those who did
not experience these combination of signs or symptoms represented 76.3% (NPV) of the truly
uninfected. The specificity of individual sign or symptoms, or combination thereof, was higher
than the sensitivity, with between 84.4% to 98.7% of those without the sign or symptom being
correctly identified as CHIKV IgM-negative, depending on which combination of signs or
symptoms was considered.

Association between age and risk of infection
Age was strongly associated with laboratory-confirmed CHIKV infection in both the univariate
and multivariate models (p<0.001); the shape of the association is shown in Fig 1. The pre-
dicted risk of CHIKV peaked at 50% among those age 15 to 26 years (born between 1986 and

Table 1. Self-reported clinical signs of CHIKV E1-A226V infection, and their diagnostic sensitivity/specificity and predictive values, Trapeang
Roka, 2012.

Self-reported clinical signs CHIKV IgM+ (%)* CHKIV IgM—(%) Total p-value from χ2 Test Se* Sp* PPV* NPV*

Fever only Present 12 (6) 26 (11) 38 (9) 0.09 6.4% 89.0% 31.6% 54.5%

Absent 176 (94) 211 (89) 387 (91)

Arthralgia only Present 8 (4) 25 (11) 33 (8) 0.01 4.3% 89.5% 24.2% 54.1%

Absent 180 (96) 212 (89) 392 (92)

Rash only Present 3 (2) 3 (1) 6 (1) 0.79 1.6% 98.7% 50.0% 55.8%

Absent 185 (98) 234 (99) 419 (99)

Fever and Rash Present 4 (2) 5 (2) 9 (2) 0.99 2.1% 97.9% 44.4% 55.8%

Absent 184 (98) 232 (98) 416 (98)

Fever and Arthralgia Present 19 (10) 31 (13) 50 (12) 0.35 10.1% 86.9% 38.0% 54.9%

Absent 169 (90) 206 (87) 375 (88)

Rash and Arthralgia Present 6 (3) 7 (3) 13 (3) 0.88 3.2% 97.0% 46.2% 55.8%

Absent 182 (97) 230 (97) 412 (97)

ALL Present 126 (67) 37 (16) 163 (38) <0.001 67.0% 84.4% 77.3% 76.3%

Absent 62 (33) 200 (84) 262 (62)

Total 188 237 425

*Se: sensitivity; Sp: Specificity; PPV: positive predictive value; NPV: negative predictive value.

doi:10.1371/journal.pntd.0004281.t001
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1997) and then declined abruptly, reaching a low of 0.1% by age 87. After adjusting for gender
and occupation, the predicted adjusted risk of CHIKV was highest (58%) among 24–32 year-
olds (born between 1980 and 1988).

Other risk factors associated with CHIKV infection
Table 2 shows the association of selected risk factors with laboratory-confirmed CHIKV infec-
tion, none of which showed strong evidence of an association, likely because of the relatively
small sample size. There was some evidence that males were more likely to be infected than
women (adjusted (adj) OR = 1.61; 95%CI 0.93–2.77; p = 0.09). There was also some evidence
of an association with occupation, with CHIKV infection being less likely among participants
who had an indoor occupation compared with those who stayed at home (adjOR 0.32, 95%CI
0.12–0.84, p = 0.07). There was also some evidence that those who had a healthcard–a govern-
ment-issued certificate to allow the poorest Cambodians access to free healthcare–were at
lower risk of infection. There was no evidence of an association of CHIKV infection with level
of education.

Fig 1. Association curve between age and risk of CHIKV infection in univariate analysis and after multivariate analysis, using random effects
logistic regression to account for correlation within households, Trapeang Roka, Cambodia, 2012.

doi:10.1371/journal.pntd.0004281.g001
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Discussion
Our findings show that in a country such as Cambodia that is highly endemic for dengue, the
most sensitive and specific way of clinically diagnosing CHIKV infection based on patients’
self-reported signs is with the simultaneous presentation of fever, joint pain and rash. This clin-
ical case definition of CHIKV can be used to detect outbreaks, especially in age groups not usu-
ally affected by dengue, and for surveillance of epidemic trends. It cannot, however, guide
individual patient management of severe cases or help precisely measure caseload, and may be
of limited use in a setting with seasonal dengue outbreaks. Access to laboratory confirmation is
therefore essential for patient management, for intermittent human and virological surveil-
lance, and to confirm the beginning and end of an outbreak.

Few data are available on the risk factors associated with infection by the ECSA CHIKV
strain, and most previous studies have been conducted in endemic settings or during emer-
gence of the virus. Previous studies have identified older age [6,35,36], gender–male [37] or
female [3,6,38], low education [37], housework [3] and low socio-economic status [37] as main
risk factors for CHIKV infection, although findings vary between studies and populations.

Table 2. The association of selected risk factors to CHIKV infection (after adjusting for age, sex, occupation and healthcard), Trapeang Roka, Cam-
bodia, 2012.

Risk Factors Total CHIKV Positive Crude OR LRT-p-value Adjusted OR § LRT p value

(column %) (row %) (95% CI) (95% CI)§

Total (N = 425) 425 190 (45)

Age

<1 10 (2) 4 (40) <0.001 <0.001

1–5 39 (9) 15 (38)

6–20 153 (36) 83 (54) p1:1.48 (0.72–3.03) 1 p1:3.48 (1.28–9.48) 1

21–40 126 (30) 60 (48) p2:0.99 (0.98–1.00) 1 p2:0.98 (0.98–0.99) 1

41–60 67 (16) 25 (37)

61+ 30 (7) 3 (10)

Sex

Females 236 (56) 91 (39) 1 0.01 1 0.09

Males 189 (44) 99 (52) 1.95 (1.2–3.2) 1.61 (0.93–2.77)

Education

None 118 (28) 38 (32) 1 0.05 1 0.53

Primary 230 (54) 112 (49) 2.09 (1.1–3.9) 1.53 (0.67–3.48)

Secondary or higher 77 (18) 40 (53) 2.03 (0.9–4.5) 1.17 (0.42–3.27)

Occupation

Stay at home 134 (32) 58 (43) 1 0.09 1 0.07

Student 89 (21) 52 (58) 1.82 (0.9–3.8) 1.00 (0.45–2.22)

Outdoor activities 111 (26) 41 (37) 0.72 (0.4–1.4) 0.46 (0.18–1.19)

Indoor activities 91 (21) 39 (43) 0.81 (0.4–1.7) 0.32 (0.12–0.84)

Owning a Healthcard2

No 408 (96) 189 (46) 1 0.02 1 0.04

Yes 15 (4) 1 (7) 0.04 (0.02–0.8) 0.05 (0.00–1.07)

§ OR adjusted for age, sex and occupation and healthcard, from random effects logistic regression to account for correlation within household.
1Best fitting fractional polynomial model for age: p1 = (age/10)0.5; p2 = (age/10)3 2Healthcard: a nominative card issued by the authorities to the poorest

segment of the population to benefit from free healthcare

doi:10.1371/journal.pntd.0004281.t002
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Faced with the large-scale emergence of CHIKV, Cambodian health authorities and their part-
ners invested precious time, effort and scarce resources to document the outbreak in a rural
community setting [17] as well as investigate risk factors for CHIKV infection. In this study in
Trapeang Roka, we found some evidence that males were more likely to be infected by CHIKV.
Occupation also seemed to play a role: indoor activities outside the home (factory work, for
example) seemed to provide protection against CHIKV infection compared to staying at home.
This is likely to be related to a reduction in Aedes aegypti exposure outdoors compared with
people who stay at home and may spend time indoors. A lack of association of occupation with
CHIKV infection has been observed in Mayotte [37], while other studies have observed house-
work as a risk factor [3] or a protective factor for CHIKV [39]. This is likely due to differences
in outbreak settings and environments that determine the presence or absence of CHIKV posi-
tive individuals and the distribution of Aedesmosquitoes.

An elegant study of limited scope conducted in Greece demonstrated that antibodies against
dengue virus can last a lifetime [40]. The duration of immunity conferred by CHIKV infection
is unknown. In our study, villagers younger than 40 were at higher risk of CHIKV infection
after adjustment for other socio-demographic variables, while those over 40 had the lowest risk
of infection. The opposite might have been expected, since older persons tend to remain
around the home so would have higher risk of exposure to Aedesmosquitoes. Furthermore, the
observed age distribution is inverse to what has been shown in all other major outbreaks caused
by the ECSA CHIKV strain, such as those in La Réunion island [6], India [35] or Malaysia
[36], where older age was identified as a strong risk factor for the infection.

The most likely explanation of the age pattern of infection in Trapeang Roka is the presence
of pre-existing antibodies among the older population who were exposed to the Asian CHIKV
lineage during the early 1960s [41–43]. Civil war erupted in Cambodia in 1968 and lasted until
the April 1975 Khmer Rouge takeover and terror regime, during which people were forbidden
to travel [44]. As one of many consequences, large-scale circulation of CHIKV in Cambodia
was no longer detectable [16,17]. The Asian strain of CHIKV continued to circulate in Asia,
especially Thailand [45]. Virological testing for dengue-like syndromes in Cambodia at the
Institut Pasteur du Cambodge was initiated in 2000, and systematically and actively sought but
never detected CHIKV until 2011, when it re-emerged [16]. Our data show that the risk of
CHIKV infection was highest in people who were born since 1975. This provides compelling
evidence that the previously circulating Asian CHIKV lineage very likely provided immune
protection against the new ECSA CHIKV strain bearing the E1-A226V mutation and that this
immunity has persisted for 40 years.

Our study has limitations. For the risk factor analysis, our sample size is small, so our power
to detect significant associations with risk factors is not high. There may be some multicoli-
nearity (redundancy) between the variables of age and occupation, and there may be some
residual confounding because of imperfectly measured variables. Also, the decrease in risk of
CHIKV infection among villagers aged above 40 could be due to behavioral factors that we did
not measure which therefore could not be adjusted for in the analysis. However, the observed
effect is strong, the risk falls rapidly after age 40 (not only in the elderly) and persons of all ages
live in close proximity with very similar lifestyles and exposure to Aedesmosquitoes. The
broad range of risk factors examined in the study would likely have provided a proxy for any
other strong, undocumented exposure. Lastly, some village residents may have been missed as
they were away at work, thereby overestimating the risk among 20–40 year olds. We are confi-
dent, however, that this does not seriously challenge the validity of our data: although the num-
ber of interviews was limited due to the one-day nature of the investigation, all persons
approached agreed to participate and over 60% of residents, worker or not, and 70% of house-
holds, were interviewed and sampled.
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For the analysis of the sensitivity and specificity of clinical signs or symptoms, we used self-
declared signs or symptoms rather than those observed by medical staff. There is therefore a
possibility of response bias. Several studies undertaken at the Epidemiology and Public Health
Unit of the Institut Pasteur du Cambodge have shown how labile answers to non-objective
questions (signs or symptoms) can be, to answer the presumed wishes of the interviewer. In
order to minimize this, questionnaires were administered carefully by trained native Khmer-
speaking interviewers. Finally, the sensitivity and specificity of the MAC-ELISA method used
for measuring anti-CHIKV IgM are unknown.

Conclusion
Studies of emergent pathogens in the laboratory or in the hospital setting are very important to
identify risk factors for increased circulation (such as CHIKV mutations [7,8]) or severe clini-
cal forms [1] of infection. However, the findings that will guide surveillance, risk assessment
and public health prevention and response should originate mainly from careful epidemiologi-
cal documentation in the community of the true health burden of disease, risk factors associ-
ated with infection and the performance of clinical case definitions. Our data show that current
case definitions are both sensitive and specific enough to guide initial epidemiological assess-
ments but must be complemented by virological tests performed by experienced laboratories.
Importantly, these data from Cambodia—with its unique and dramatic history—strongly sug-
gest that immunity against CHIKV may last several decades, an important element for future
risk assessment in non-endemic settings and as this virus spreads across the NewWorld and
the Pacific. These epidemiological findings will be verified in the laboratory by testing immu-
nity against the CHIKV strain which circulated in the Mekong Region in the 1960s.

Acknowledgments
We wish to acknowledge the people of Trapeang Roka village, the teams at Institut Pasteur du
Cambodge and the Cambodian local and national health authorities who dedicated scarce
resources to conduct research in an outbreak setting.

Author Contributions
Conceived and designed the experiments: SowL PB AT. Performed the experiments: SowL VD
KN SC RH SovL SS LS PB AT. Analyzed the data: BG SowL KB AT. Wrote the paper: BG SovL
KB PB AT.

References
1. Economopoulou A, Dominguez M, Helynck B, Sissoko D, Wichmann O, Quenel P, et al. Atypical Chi-

kungunya virus infections: clinical manifestations, mortality and risk factors for severe disease during
the 2005–2006 outbreak on Réunion. Epidemiol Infect. 2009 Apr; 137(4):534–41. doi: 10.1017/
S0950268808001167 PMID: 18694529

2. Halstead SB. Reappearance of chikungunya, formerly called dengue, in the Americas. Emerg Infect
Dis. 2015 Apr; 21(4):557–61. doi: 10.3201/eid2104.141723 PMID: 25816211

3. Sergon K, Njuguna C, Kalani R, Ofula V, Onyango C, Konongoi LS, et al. Seroprevalence of Chikungu-
nya virus (CHIKV) infection on Lamu Island, Kenya, October 2004. Am J Trop Med Hyg. 2008 Feb; 78
(2):333–7. PMID: 18256441

4. Arankalle VA, Shrivastava S, Cherian S, Gunjikar RS, Walimbe AM, Jadhav SM, et al. Genetic diver-
gence of Chikungunya viruses in India (1963–2006) with special reference to the 2005–2006 explosive
epidemic. J Gen Virol. 2007 Jul; 88(Pt 7):1967–76. PMID: 17554030

5. Ng LC, Hapuarachchi HC. Tracing the path of Chikungunya virus—evolution and adaptation. Infect
Genet Evol J Mol Epidemiol Evol Genet Infect Dis. 2010 Oct; 10(7):876–85.

Epidemiological Evidence for Lasting Protection against Chikungunya

PLOS Neglected Tropical Diseases | DOI:10.1371/journal.pntd.0004281 January 11, 2016 8 / 10

http://dx.doi.org/10.1017/S0950268808001167
http://dx.doi.org/10.1017/S0950268808001167
http://www.ncbi.nlm.nih.gov/pubmed/18694529
http://dx.doi.org/10.3201/eid2104.141723
http://www.ncbi.nlm.nih.gov/pubmed/25816211
http://www.ncbi.nlm.nih.gov/pubmed/18256441
http://www.ncbi.nlm.nih.gov/pubmed/17554030


6. Renault P, Solet J-L, Sissoko D, Balleydier E, Larrieu S, Filleul L, et al. A major epidemic of chikungu-
nya virus infection on Reunion Island, France, 2005–2006. Am J Trop Med Hyg. 2007 Oct; 77(4):727–
31. PMID: 17978079

7. Schuffenecker I, Iteman I, Michault A, Murri S, Frangeul L, Vaney M-C, et al. Genomemicroevolution of
chikungunya viruses causing the Indian Ocean outbreak. PLoS Med. 2006 Jul; 3(7):e263. PMID:
16700631

8. Weaver SC, Forrester NL. Chikungunya: Evolutionary history and recent epidemic spread. Antiviral
Res. 2015 Aug; 120:32–9. doi: 10.1016/j.antiviral.2015.04.016 PMID: 25979669

9. Beesoon S, Funkhouser E, Kotea N, Spielman A, Robich RM. Chikungunya fever, Mauritius, 2006.
Emerg Infect Dis. 2008 Feb; 14(2):337–8. doi: 10.3201/eid1402.071024 PMID: 18258136

10. Schwarz NG, Girmann M, Randriamampionona N, Bialonski A, Maus D, Krefis AC, et al. Seropreva-
lence of antibodies against Chikungunya, Dengue, and Rift Valley fever viruses after febrile illness out-
break, Madagascar. Emerg Infect Dis. 2012 Nov; 18(11):1780–6. doi: 10.3201/eid1811.111036 PMID:
23092548

11. Yoosuf AA, Shiham I, Mohamed AJ, Ali G, Luna JM, Pandav R, et al. First report of chikungunya from
the Maldives. Trans R Soc Trop Med Hyg. 2009 Feb; 103(2):192–6. doi: 10.1016/j.trstmh.2008.09.006
PMID: 18930301

12. Mavalankar D, Shastri P, Bandyopadhyay T, Parmar J, Ramani KV. Increased mortality rate associated
with chikungunya epidemic, Ahmedabad, India. Emerg Infect Dis. 2008 Mar; 14(3):412–5. doi: 10.
3201/eid1403.070720 PMID: 18325255

13. Chua KB. Epidemiology of chikungunya in Malaysia: 2006–2009. Med J Malaysia. 2010 Dec; 65
(4):277–82. PMID: 21901945

14. Soulaphy C, Souliphone P, Phanthavong K, Phonekeo D, Phimmasine S, Khamphaphongphane B,
et al. Emergence of chikungunya in Moonlapamok and Khong Districts, Champassak Province,the Lao
People’s Democratic Republic, May to September 2012. West Pac Surveill Response JWPSAR. 2013
Jan; 4(1):46–50.

15. Rianthavorn P, Prianantathavorn K, Wuttirattanakowit N, Theamboonlers A, Poovorawan Y. An out-
break of chikungunya in southern Thailand from 2008 to 2009 caused by African strains with A226V
mutation. Int J Infect Dis IJID Off Publ Int Soc Infect Dis. 2010 Sep; 14 Suppl 3:e161–5.

16. Duong V, Andries A-C, Ngan C, Sok T, Richner B, Asgari-Jirhandeh N, et al. Reemergence of chikun-
gunya virus in cambodia. Emerg Infect Dis. 2012 Dec; 18(12):2066–9. doi: 10.3201/eid1812.120471
PMID: 23171736

17. Chikungunya outbreak—Cambodia, February-March 2012. MMWRMorb Mortal Wkly Rep. 2012 Sep
21; 61:737–40. PMID: 22992571

18. WuD, Wu J, Zhang Q, Zhong H, Ke C, Deng X, et al. Chikungunya outbreak in Guangdong Province,
China, 2010. Emerg Infect Dis. 2012 Mar; 18(3):493–5. doi: 10.3201/eid1803.110034 PMID: 22377135

19. Dupont-Rouzeyrol M, Caro V, Guillaumot L, Vazeille M, D’Ortenzio E, Thiberge J-M, et al. Chikungunya
virus and the mosquito vector Aedes aegypti in New Caledonia (South Pacific Region). Vector Borne
Zoonotic Dis Larchmt N. 2012 Dec; 12(12):1036–41.

20. Angelini R, Finarelli AC, Angelini P, Po C, Petropulacos K, Silvi G, et al. Chikungunya in north-eastern
Italy: a summing up of the outbreak. Euro Surveill Bull Eur Sur Mal Transm Eur Commun Dis Bull. 2007
Nov; 12(11):E071122.2.

21. Hussain R, Alomar I, Memish ZA. Chikungunya virus: emergence of an arthritic arbovirus in Jeddah,
Saudi Arabia. East Mediterr Health J Rev Santé Méditerranée Orient Al-Majallah Al-Ṣiḥḥīyah Li-Sharq
Al-Mutawassiṭ. 2013 May; 19(5):506–8.

22. Zayed A, Awash AA, Esmail MA, Al-Mohamadi HA, Al-Salwai M, Al-Jasari A, et al. Detection of Chikun-
gunya virus in Aedes aegypti during 2011 outbreak in Al Hodayda, Yemen. Acta Trop. 2012 Jul; 123
(1):62–6. doi: 10.1016/j.actatropica.2012.03.004 PMID: 22469818

23. Leparc-Goffart I, Nougairede A, Cassadou S, Prat C, de Lamballerie X. Chikungunya in the Americas.
The Lancet. 2014 Feb; 383(9916):514.

24. WHO | Chikungunya in the French part of the Caribbean isle of Saint Martin [Internet]. WHO. [cited
2014 Mar 25]. Available from: http://www.who.int/csr/don/2013_12_10a/en/

25. Staples JE, Breiman RF, Powers AM. Chikungunya Fever: An Epidemiological Review of a Re-Emerg-
ing Infectious Disease. Clin Infect Dis. 2009 Sep 15; 49(6):942–8. doi: 10.1086/605496 PMID:
19663604

26. Morens DM, Fauci AS. Chikungunya at the Door—Déjà Vu All Over Again? N Engl J Med. 2014 Sep 4;
371(10):885–7. doi: 10.1056/NEJMp1408509 PMID: 25029435

27. Chikungunya [Internet]. [cited 2015 Nov 4]. Available from: http://www.paho.org/hq/index.php?option=
com_topics&view=article&id=343&Itemid=40931

Epidemiological Evidence for Lasting Protection against Chikungunya

PLOS Neglected Tropical Diseases | DOI:10.1371/journal.pntd.0004281 January 11, 2016 9 / 10

http://www.ncbi.nlm.nih.gov/pubmed/17978079
http://www.ncbi.nlm.nih.gov/pubmed/16700631
http://dx.doi.org/10.1016/j.antiviral.2015.04.016
http://www.ncbi.nlm.nih.gov/pubmed/25979669
http://dx.doi.org/10.3201/eid1402.071024
http://www.ncbi.nlm.nih.gov/pubmed/18258136
http://dx.doi.org/10.3201/eid1811.111036
http://www.ncbi.nlm.nih.gov/pubmed/23092548
http://dx.doi.org/10.1016/j.trstmh.2008.09.006
http://www.ncbi.nlm.nih.gov/pubmed/18930301
http://dx.doi.org/10.3201/eid1403.070720
http://dx.doi.org/10.3201/eid1403.070720
http://www.ncbi.nlm.nih.gov/pubmed/18325255
http://www.ncbi.nlm.nih.gov/pubmed/21901945
http://dx.doi.org/10.3201/eid1812.120471
http://www.ncbi.nlm.nih.gov/pubmed/23171736
http://www.ncbi.nlm.nih.gov/pubmed/22992571
http://dx.doi.org/10.3201/eid1803.110034
http://www.ncbi.nlm.nih.gov/pubmed/22377135
http://dx.doi.org/10.1016/j.actatropica.2012.03.004
http://www.ncbi.nlm.nih.gov/pubmed/22469818
http://www.who.int/csr/don/2013_12_10a/en/
http://dx.doi.org/10.1086/605496
http://www.ncbi.nlm.nih.gov/pubmed/19663604
http://dx.doi.org/10.1056/NEJMp1408509
http://www.ncbi.nlm.nih.gov/pubmed/25029435
http://www.paho.org/hq/index.php?option=com_topics&amp;view=article&amp;id=343&amp;Itemid=40931
http://www.paho.org/hq/index.php?option=com_topics&amp;view=article&amp;id=343&amp;Itemid=40931


28. Seyler T, Grandesso F, Le Strat Y, Tarantola A, Depoortere E. Assessing the risk of importing dengue
and chikungunya viruses to the European Union. Epidemics. 2009 Sep; 1(3):175–84. doi: 10.1016/j.
epidem.2009.06.003 PMID: 21352765

29. Chevillon C, Briant L, Renaud F, Devaux C. The Chikungunya threat: an ecological and evolutionary
perspective. Trends Microbiol. 2008 Feb; 16(2):80–8. doi: 10.1016/j.tim.2007.12.003 PMID: 18191569

30. Albuquerque IGC de, Marandino R, Mendonça AP, Nogueira RMR, Vasconcelos PF da C, Guerra LR,
et al. Chikungunya virus infection: report of the first case diagnosed in Rio de Janeiro, Brazil. Rev Soc
Bras Med Trop. 2012 Feb; 45(1):128–9. PMID: 22370844

31. Viennet E, Knope K, Faddy HM, Williams CR, Harley D. Assessing the threat of chikungunya virus
emergence in Australia. Commun Dis Intell Q Rep. 2013 Jun; 37(2):E136–43. PMID: 24168087

32. Grivard P, Le Roux K, Laurent P, Fianu A, Perrau J, Gigan J, et al. Molecular and serological diagnosis
of Chikungunya virus infection. Pathol Biol (Paris). 2007 Dec; 55(10):490–4.

33. Buchy P, Vo VL, Bui KT, Trinh TXM, Glaziou P, Le TTH, et al. Secondary dengue virus type 4 infections
in Vietnam. Southeast Asian J Trop Med Public Health. 2005 Jan; 36(1):178–85. PMID: 15906664

34. Rossi CA, Ksiazek TG. Enzyme-linked immunosorbent assay (ELISA). In: Manual of hemorrhagic fever
renal syndrome and hantavirus pulmonary syndrome. Seoul, Korea: WHOCollaborating Center for
Virus Reference and Research (hantaviruses)., Seoul, Korea: Lee HW; 1998. p. 87–91.

35. Kumar NP, Suresh A, Vanamail P, Sabesan S, Krishnamoorthy KG, Mathew J, et al. Chikungunya
virus outbreak in Kerala, India, 2007: a seroprevalence study. Mem Inst Oswaldo Cruz. 2011 Dec; 106
(8):912–6. PMID: 22241110

36. Mohd Zim MA, Sam I-C, Omar SFS, Chan YF, AbuBakar S, Kamarulzaman A. Chikungunya infection
in Malaysia: comparison with dengue infection in adults and predictors of persistent arthralgia. J Clin
Virol Off Publ Pan Am Soc Clin Virol. 2013 Feb; 56(2):141–5.

37. Sissoko D, Moendandze A, Malvy D, Giry C, Ezzedine K, Solet JL, et al. Seroprevalence and risk fac-
tors of chikungunya virus infection in Mayotte, Indian Ocean, 2005–2006: a population-based survey.
PloS One. 2008; 3(8):e3066. doi: 10.1371/journal.pone.0003066 PMID: 18725980

38. Azami NAM, Salleh SA, Shah SA, Neoh H, Othman Z, Zakaria SZS, et al. Emergence of chikungunya
seropositivity in healthy Malaysian adults residing in outbreak-free locations: chikungunya seropreva-
lence results from the Malaysian Cohort. BMC Infect Dis. 2013; 13:67. doi: 10.1186/1471-2334-13-67
PMID: 23379541

39. Mease LE, Coldren RL, Musila LA, Prosser T, Ogolla F, Ofula VO, et al. Seroprevalence and distribu-
tion of arboviral infections among rural Kenyan adults: a cross-sectional study. Virol J. 2011; 8:371. doi:
10.1186/1743-422X-8-371 PMID: 21794131

40. Halstead SB, Papaevangelou G. Transmission of dengue 1 and 2 viruses in Greece in 1928. Am J Trop
Med Hyg. 1980 Jul; 29(4):635–7. PMID: 6996504

41. Chastel C. [Human infections in Cambodia by the Chikungunya virus or an apparently closely related
agent. I. Clinical aspects. Isolations and identification of the viruses. Serology]. Bull Société Pathol Exot
Ses Fil. 1963 Oct; 56:892–915.

42. Chastel C. [Human infections in Cambodia by the Chikungunya virus or an apparently closely related
agent. II. Experimental pathological anatomy]. Bull Société Pathol Exot Ses Fil. 1963 Oct; 56:915–24.

43. Chastel C. [Human infections in Cambodia by the Chikungunya virus or a closely related agent. III. Epi-
demiology]. Bull Société Pathol Exot Ses Fil. 1964 Feb; 57:65–82.

44. Locard H. State Violence in Democratic Kampuchea (1975–1979) and Retribution (1979–2004). Eur
Rev Hist. 2005 Mar 1; 12(1):121–43.

45. Pulmanausahakul R, Roytrakul S, Auewarakul P, Smith DR. Chikungunya in Southeast Asia: under-
standing the emergence and finding solutions. Int J Infect Dis. 2011 Oct; 15(10):e671–6. doi: 10.1016/j.
ijid.2011.06.002 PMID: 21775183

Epidemiological Evidence for Lasting Protection against Chikungunya

PLOS Neglected Tropical Diseases | DOI:10.1371/journal.pntd.0004281 January 11, 2016 10 / 10

http://dx.doi.org/10.1016/j.epidem.2009.06.003
http://dx.doi.org/10.1016/j.epidem.2009.06.003
http://www.ncbi.nlm.nih.gov/pubmed/21352765
http://dx.doi.org/10.1016/j.tim.2007.12.003
http://www.ncbi.nlm.nih.gov/pubmed/18191569
http://www.ncbi.nlm.nih.gov/pubmed/22370844
http://www.ncbi.nlm.nih.gov/pubmed/24168087
http://www.ncbi.nlm.nih.gov/pubmed/15906664
http://www.ncbi.nlm.nih.gov/pubmed/22241110
http://dx.doi.org/10.1371/journal.pone.0003066
http://www.ncbi.nlm.nih.gov/pubmed/18725980
http://dx.doi.org/10.1186/1471-2334-13-67
http://www.ncbi.nlm.nih.gov/pubmed/23379541
http://dx.doi.org/10.1186/1743-422X-8-371
http://www.ncbi.nlm.nih.gov/pubmed/21794131
http://www.ncbi.nlm.nih.gov/pubmed/6996504
http://dx.doi.org/10.1016/j.ijid.2011.06.002
http://dx.doi.org/10.1016/j.ijid.2011.06.002
http://www.ncbi.nlm.nih.gov/pubmed/21775183

