overestimation of the incidence and hence the risk of
viremic donation, is more likely to occur outside an out-
break setting. The validity of the extrapolated data
derived from a sentinel surveillance system estimating
the total number of cases in the community should also
be questioned. The serosurvey estimated that 38 percent
of the inhabitants had been infected and that 32 percent
had suffered from symptomatic infections. These data
are consistent with the 35 percent of the inhabitants
having suffered from symptomatic illness, estimated by
the sentinel surveillance system and corroborate our
incidence estimates.

- We assumed that potential blood donors-had the
same risk of CHIKV infection as the general population.
This assumption was supported by the findings of the

- serosurvey that showed similar antibody prevalences

among adults of both sexes? In addition, when we
applied age-specific CHIKV antibody prevalence rates of

. the serasurvey ta the donor population of Reunion Island,
. the overall seroprevalence among donors was estimated

at 37.2 percent, similar to the gverall antibody prevalence
in the general population (38%).

" One major limitation of the validity of oux esumates
relates to lack of a precise knowledge on the distribution of
the duration of asymptomatic viremia in individuals with
apparent and inapparent infection. To refine the esti-
mates, further studies are necessary to document the
kinetics of CHIKV viremia. This approach also hypoth-
esizes that symptomatic individuals would self-defer or be
excluded by the predonatian examination. In real life, this
may not always be the case. In the United States, among
the first 14 identified donors associated with, transfusion-
related WNV transmission to recipients, 3 were shown to
have been symptomatic at the moment of the donation.’s

Nevertheless, for CHIKV infection which is characterized -

by sudden onset of syrnptoms, this assumption is more
plausible than for WINV which frequently causes pauéi-
symptomatic infection:

Lack of data on the frequency of asymptomaﬂc infec-
tion was the most unportant limiting factor for the pre-
liminary estimates. This vanable has a preponderant role
in the risk estimate since it contributes both in the com-
putation of the weighted mean of the duration of asymp-

* tomatic viremia and in the estimate of the incidence of

infection. Valid data were available, however, for the ret-
rospective calculations from: the seroprevalence survey.
This survey provided an estimate of the proportion of
asymptomatic infections obfained- directly among the
studied population and for the ep1den:uc CHIKV strain
circulating,

In spite of the above hnntaﬂons, the reuospectwe

" estimates are likely to give a good approzimation.of the
Teal risk, as suggested by the observed risk of viremic PLT

donations. From January to May 2006, this observed risk
was 400 per 100,000 donations, 6f the.sameé order of mag-
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nitude as the risk of 720.per 100,000 donations estimated
over the same period.

Up to date, CHIKV infections from transfusion of
blood or blood components have not been reported in
the literature. On Reunion Island, no case of transfusion-
ransmitted CHIKV infection has been identified in spite
of the estimated seven viremic donations collected

‘before donations were interrupted. Despite the lack of

data about transfusion-transmitted CHIKV infection, the
high viral load during the acute phase of the infec-
tion,?2® the fact that several cases of CHIKV transmission -
have occurred among laboratory personnel handling
infected blood,” and the fact that CHIKV has'been trans-
mitted to a health care worker drawing blood from an
infected patient® provide evidence that transfusion-
related transmission of CHIKV is highly plausible. It is
possible that transfusion-related infections have nat
been recognized or have.not been distinguished from
infection from mosquito vectors. Also, the true trangrnis-
sion rate from viremic donors to recipients is not known.
Several issues may influence the possibility of transmis-
sion of CHIKV through transfusion, such as the stability
of the virus during storage of blgad. and the efficiency of .
virus, elimination of blood piocessing methods, as viral
inactivation. Also, the presence ofgM or IgG antibodies

- in donor blood may .neuiralize, infectivity, as demon-

strated for other viruses.such- as parvovirus® and . sug-
gested for WNV3! In additiop,. the assessment of the risk
of CHIKY wransmission from a viremic donor to a recipi-
ent would need to take into account. the recipient’s
immune status. _ )

in conclusion, despite the absence of documented
cases, blood transfusion~related CHIKV transmission is
plausible and the risk of viremic donation can be substan-
tial in an outbreak setting. During this large outbreak, the
estimated risk of viremic blood donation was high, but low
compared to the risk of mosquito-borme CHIKV transmis-

* sion.. Despite .its limitations, this work provided a right

order of magnitude of the risk of virernic-blood donation
in real time during the ascending phase of the epidemic
peak. At this moment, the decision of interrupting blood
collection relied on the precautionary principle. The low -

. risk estimated for early 2007 was, howeéver, useful to con-

tribute fo the decision making process to start again the
collection of blood donations on the island from June i4,

2007. This illustrates-how this approach may contribute to .

guiding prevention measures.
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Re\new of dengue fever cases in Hong Kong durmg
1998 to 2005

e_taaa_f'_"

. Hong Kong Mad J Vol 14 No 3 ' Jiune 2008 ® winihiari,org

Ob]ectlve .._'.To describe the'epi_d'emiology, clinical and Iéboi’at‘ory'ﬁndings,
... 7 and outcomes of patients presenting locally with dengue.
- Demgn : -Reirbépective review of case records, '

o _Seﬁing'

Public hospitals, Hong Kong.

" admitted to public hospltals dunng 1998 to 2005 were rev:ewed
DR retrospectwely .
- -_Rpsﬁlf_s_:_
', 7. and three (2%) dengue haemorrhagic fever. One patient who had
- blood transfusion-acquired dengue fever was h:ghllghted A total
..of 116 {92%) cases were ‘imported; while 10. (8%) were local.”
. Among the 56 dengue cases confirmed by reverse transcnptlon—

—comimon accounting for 48% of them, followed by type. 2, type3,,
. and type4respon5|b|e for 23%, 16%, and. 13%; respectively, Only
; type 1. and type 2 were present.in Iocally acquired mfectlons
The .mediait age. of .the patients was 38, years and the- mean-

and. _nearly alt  patients -(98%) presented - with, fever Other "
_symptoms at. presentatlon included: myalgia (83%), headache
{65%}, ﬁ\tlgue (59%), and skin rash (60%} More than one third of
patients had gastm~|ntest|na| and. upper. resplratory complalnts
Maculopapular skin ragh was the most commoii’ physical finding.
) Thrornbocyt()penla, neutmpema,_and Iymphopema were. present
"*in 86%, 78%, and 69% of the  patients, respectively. in‘only 29% of -
the patlents was dengue Teverinciudéd in

the lnltla dlfferer‘ltlal

Cdnclu_sion

Introductlon

'Dengue is the most common and WIdespread arthropod-borne vnral mfectton in. the wor[d

-today. It is-recogniised in over 100 countries throughout the tropics and subtropical areas /- -
;and threatens the health of apprommatelyﬂ)% of theworld's population, of “nearly 2.5billion -
“peaple.’ The highest burden of disease occurs in-South-East Asia and the Western: Pacuﬁc, o

-where it is one of-the 10 Jeading causes of hospitalisation and childhood mc:nr'(allty1

reported.to the Department of Health {DH) are mvestlgated to estabhsh thieir sotrce. The'™

: number-of cases reported is showing’ an increasing trend in fecent years, the vast majority .-
~being imported from other.countries. Hong Kong' expenenced its first local dengue case * -

in-September 2002.3.Thereafter, several others-were encountered -in.Ma Wan and Ioca[
cases-were subsequently identified sporadically in 2002 and 2003. - LEa

" The epidémiology, clinical manifestations, and laboratory findmgs of dengue feVer
 inféctions and its complicatians have been extensively described in the medlcal hterature, L

but comprehenswe rewew is !ackmg for our! Iocal‘ pa[lentg_ PR

€

161 S ae

.Medlcal records of all laboratory-conﬁrmed dengue patlents .

:A tolal of 126 cases were |dent|f' ed, 123 (98%) bemg dengue fever .

- polymerase. chain reaction, dengue virus type’ 1 was the most -

duration of hosplta.llsatlon was 6 days ‘There was’ ne mortal:ty,

In Hong Konig, dengue fever was made not\flable since March 1994 and all mfechons "y
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