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ABSTRACT Yellow fever (YF) is the prototypical hemorrhagic fever and results from
infection with yellow fever virus (YFV), which is endemic to regions of Africa and
South America. Despite the availability of an effective vaccine, YFV continues to
cause disease throughout regions where it is endemic, including intermittent large
outbreaks among undervaccinated populations. A number of diagnostic methods
and assays have been described for the detection of YFV infection, including viral
culture, molecular testing, serology, and antigen detection. Commercial diagnostics
are not widely available, and testing is generally performed at a small number of
reference laboratories. The goal of this article, therefore, is to review available clini-
cal diagnostics for YFV, which may not be familiar to many practitioners outside ar-
eas where it is endemic. Additionally, we identify gaps in our current knowledge
about YF that pertain to diagnosis and describe interventions that may improve YFV
detection.
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Yellow fever (YF) is a potentially fatal arboviral disease resulting from human
infection with yellow fever virus (YFV), which is endemic to regions of Africa and

South America (Fig. 1) (1–3). YFV is the prototype virus of the family Flaviviridae (genus
Flavivirus) and the virus for which the family was named (flavus being Latin for yellow).
The flaviviruses are enveloped, positive-sense, single-stranded RNA viruses, and these
are predominantly transmitted by the bite of infected arthropod vectors (arboviruses)
such as mosquitoes and ticks (1). Over 100 species comprise the genus Flavivirus, which
includes other notable human pathogens, such as dengue virus (DENV), Japanese
encephalitis virus (JEV), Zika virus (ZIKV), West Nile virus (WNV), Kyasanur Forest disease
virus, and tick-borne encephalitis virus. The YFV genome is approximately 11 kb in
length, and untranslated regions at the 5= and 3= ends flank the genes for 10 proteins,
namely, 3 structural proteins (capsid, premembrane, and envelope) and 7 nonstructural
proteins (termed NS1, NS2A, NS2B, NS3, NS4A, NS4B, and NS5) (1).

Severe YF occurs in �12% of infected individuals (95% confidence interval, 5 to
26%) and may manifest with jaundice, hemorrhage, and multisystem organ failure.
Although the case fatality rate for severe YF is �47%, the case fatality rate for all YFV
infections is estimated to be 5% (4). This occurs because a majority of human YFV
infections are asymptomatic or result in a mild, undifferentiated systemic febrile illness
that may not present to medical attention. These mild and asymptomatic cases create
significant challenges in the diagnosis of YF, and, similarly to related flavivirus infec-
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tions, contribute to underestimates of disease incidence in areas where YF is endemic
(2, 5, 6).

Recent and ongoing YFV outbreaks have affected areas of YF endemicity in West
Africa and extended into a region of southeastern Brazil that was previously thought to
be at low risk for transmission (7, 8). A number of severe YF cases, including fatalities,
have been reported among unvaccinated travelers to these regions (9–11). Repeated
shortages of global vaccine stockpiles occurred during these outbreaks, and it is
estimated that 45 to 52% of individuals in areas of YF endemicity require vaccination
(12). YF outbreaks are therefore likely to continue, complicated by the movement of
infected travelers to areas where YF is not endemic. Our objectives here are to review
the available diagnostics for YFV, which may be unfamiliar to practitioners outside
regions of endemicity, and highlight areas where additional information or new meth-
ods are needed.

HISTORICAL PERSPECTIVE

In the United States, YF outbreaks that resulted from imported cases occurred with
some regularity in the early 20th century. Initially, the disease was thought to result
from poor sanitary conditions and to be potentially transmissible from person to person
(13). The understanding of YFV epidemiology and virology advanced significantly
during studies performed by Walter Reed and the United States Army Yellow Fever
Commission, which began in 1900 in Cuba. The commission proved a theory proposed
by Carlos Finlay and others that YFV was transmitted by the bite of infected female

FIG 1 Map of countries with areas of YFV endemicity and countries with requirements for proof of vaccination for all incoming travelers (updated 5 July 2018).
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mosquitoes, and this research led directly to interventions aimed at decreasing YF
incidence through vector control (1). The last outbreak of YF in the United States
occurred in 1905 in New Orleans.

YFV was first isolated in 1927 through the inoculation of macaques, using blood
from symptomatic human cases in Ghana (14). As new laboratory methods became
available for the detection of viral infections, they were developed for YFV. Hemagglu-
tination inhibition testing was first reported for YFV in 1953, and the development of
an indirect immunofluorescence (IIF) assay was reported in 1981 to simplify serological
testing and shorten turnaround time (15, 16). YFV was the first arbovirus to be
extensively characterized using whole-genome sequencing, with the publication of the
Asibi and 17D strains in 1987 (17, 18). Finally, reverse transcription-PCRs (RT-PCRs) have
been in use for YFV detection since the early 1990s (19, 20). Despite the application of
new technologies for the detection of YFV, early successes in YF prevention (through
vector control and vaccination), combined with difficulties in the timely detection of YF
cases, have limited the opportunities for use of these methods on a larger clinical scale.
As a result, the characterization of YFV infections using current diagnostic techniques
has not kept pace with other arboviral infections, such as those caused by DENV or
Chikungunya virus.

TRANSMISSION AND RISK IN AREAS OF YF ENDEMICITY

YFV is maintained in nature through transmission between nonhuman primates
(NHPs) and the sylvatic mosquitoes that feed upon them, predominantly Aedes species
in Africa and Haemagogus species in the Americas. Humans may become infected with
YFV when bitten by an infected sylvatic mosquito, and sustained transmission in a
human population may also occur with A. aegypti as the vector of domestic transmis-
sion (1, 2). In South America, YFV is primarily transmitted by sylvatic species, with rare
outbreaks related to transmission by A. aegypti. In contrast, transmission in Africa is
often cause by a mix of Aedes species, including sylvatic and domestic vectors. This
leads to a force of infection that is at least 10-fold higher than South America (2, 3).
Autochthonous transmission of YFV (the local acquisition of YFV infection) has never
been confirmed in Southeast Asia, despite the presence of potential mosquito vectors
and susceptible hosts. The cause of this absence of YFV remains controversial, but
preexisting flavivirus immunity, and in particular DENV immunity, is one possible
explanation (21, 22).

World Health Organization (WHO) updates from YFV outbreaks dating back to 2000
are readily available (http://www.who.int/csr/don/archive/disease/yellow_fever/en/),
but reported YF cases likely represent a dramatic underestimation of YFV infections,
with estimates ranging from 10 to 250 YFV infections for each reported case (1, 4, 23).
This results from many factors, including limitations to available diagnostics, frequent
occurrence of mild cases that may not present to medical attention, and cases that
occur in remote areas without convenient access to care (2, 5). A modeling study using
data from Africa estimated that 130,000 YF cases with fever and jaundice occurred each
year on the continent, with 78,000 deaths (5). Such data are not available for South
America. For unvaccinated travelers, risk estimates have been published. During a
2-week visit to areas of YF endemicity in West Africa in an interepidemic period, the risk
of YF and death from YF are estimated to be 50 and 10 per 100,000, respectively.
Estimates for YF and death from YF are 10-fold lower for areas of YF endemicity in South
America (3). Risk estimates for travel during an outbreak period are expected to be
higher.

YF outbreaks occur among unvaccinated or undervaccinated populations, which
may result from lapses in vaccination programs, or through the emergence of YFV into
new geographical regions (7, 8). The prediction of outbreaks is hampered by difficulties
in YFV surveillance. Monitoring epizootics by identifying unusual monkey deaths is
possible in the Americas, as many New World monkey species are susceptible to YFV,
but this strategy may not be applicable in Africa, where many Old-World monkeys
remain asymptomatic (2, 7). Early detection through the collection and testing of
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sentinel mosquito pools is inefficient (7). Therefore, surveillance recommendations from
the WHO, which are codified in the International Health Regulations (IHR), focus on the
importance of early detection and reporting of human cases, with a single confirmed
human case defining a YF outbreak (24, 25).

CLINICAL PRESENTATION AND ROUTINE LABORATORY TESTING

Humans develop symptoms at a median of 4 days (middle 95%, 2 to 9 days) after
YFV transmission through the bite of an infected mosquito (26). The clinical course of
YF has been classically described in three phases, namely, infection, remission, and
intoxication (Fig. 2) (1, 2, 27). Symptom onset occurs during the phase of infection and is
typically abrupt, with the development of fever, headache, myalgia, malaise, and nausea
and vomiting. Fever may be high, with measured temperatures up to 41°C in adults, and
patients may have a slow pulse relative to the degree of fever (Faget’s sign) (2, 11). YFV may
be detectable in serum/plasma by viral culture or molecular methods during this phase of
illness. Following the infection phase, there may be a short phase of remission (2 to 48 h),
with resolution of fever and improvement in clinical signs and symptoms. Many patients
will recover during this stage of illness and not progress to more severe disease.

Using data from 11 YF outbreaks, it is estimated that 12% of YFV-infected patients
will progress to the phase of intoxication (4). This final phase of illness generally begins
3 to 6 days after the onset of initial symptoms, and it is marked by the return of fever,
along with abdominal pain, nausea and vomiting, oliguria, and jaundice. Hepatic
dysfunction results from apoptosis with limited inflammation and manifests with
elevated transaminases and bilirubin, as well as decreased synthesis of clotting factors
synthesized by the liver (2, 28). Renal failure is likely multifactorial, with elements of
hepatorenal syndrome, prerenal azotemia, and possibly direct viral injury. Patients
develop oliguria, and, in fatal cases, complete anuria may occur. Hemorrhagic mani-
festations occur during the phase of intoxication and can involve bleeding from
mucosal sites, oozing from needle puncture sites and lines, petechiae, and ecchymoses.
Encephalopathy can occur at later stages of disease. This is thought to result from
metabolic changes, as YFV encephalitis is rare (1). Viremia ends during this phase, and
anti-YFV antibodies become detectable (29).

The results of routine laboratory tests, such as the hemogram and standard chem-
istries, are not specific for YFV early in the disease course. Patients may have leukopenia
with relative neutropenia, but laboratory abnormalities that are consistent with YF do
not develop until later stages, when the disease carries a poor prognosis (1, 2, 10, 11,
30). Transaminases begin to rise 2 to 3 days after symptom onset. In YF, the rise in
aspartate aminotransferase/serum glutamic-oxaloacetic transaminase (AST/SGOT) may

FIG 2 Model time course for YF. Shaded areas represent periods of infection and intoxication. For many
patients, YF will resolve during the phase of remission (unshaded region between the aforementioned
phases), and it is estimated that 12% of patients will enter the period of intoxication. YFV RNA may be
detectable in urine into early convalescence, although sensitivity of detection is unknown. Duration of
viremia has been variable and may extend past the identified time period in severe cases.
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exceed that for alanine aminotransferase/serum glutamic-pyruvic transaminase (ALT/
SGPT), which differs from other forms of viral hepatitis and may be related to skeletal
muscle or cardiac injury (10, 11, 31). Direct bilirubin levels may rise to 5 to 10 mg/dl.
Levels of transaminases and bilirubin have been correlated with disease outcome, with
higher levels occurring in more severe cases (32). Additional laboratory findings include
thrombocytopenia and increased prothrombin time, and patients may develop evi-
dence of diffuse intravascular coagulation (DIC). With renal dysfunction, high levels of
proteinuria can develop, along with azotemia and elevated serum creatinine.

The differential diagnosis for YF is broad, particularly during the phase of intoxica-
tion, when the disease manifests as an undifferentiated acute febrile illness. Acute viral
hepatitis caused by any of the viral hepatidities can present in a manner similar to YF,
and hepatitis E in particular can present with severe disease in pregnancy (33, 34). In
one study from the Democratic Republic of Congo, 218/498 (43.7%) suspected YF cases
that tested negative for anti-YFV IgM had one or more detectable hepatitis viruses
(most commonly Hepatitis B virus) (34). Dengue fever classically presents with fever,
headache, and myalgia. Patients may develop hemorrhagic manifestations, and liver
involvement can occur, although is less common than in YF (35). Malaria is on the
differential diagnosis, as fever and jaundice occur in the setting of this infection.
Importantly, coinfections of patients with malaria and YFV have been documented (36).
Hemorrhagic fever viruses, including filoviruses, arenaviruses, and certain bunyaviruses,
can mimic YF. Although these pathogens typically do not present with significant liver
damage, Rift Valley fever virus, a bunyavirus (genus Phlebovirus), can present with
hemorrhage and hepatic injury (37). Additionally, Crimean-Congo hemorrhagic fever
(CCHF), caused by a tick-borne bunyavirus (genus Nairovirus), may present with severe
liver disease, hemorrhage, renal failure, and altered mental status (38). CCHF may be
distinguished from YF by epidemiologic exposure, and the diagnosis is made by RT-PCR
and/or serologic testing.

YFV DIAGNOSTICS

WHO surveillance definitions for YF define a suspected case as any patient with an
acute febrile illness who develops jaundice within 14 days of symptom onset (http://
www.who.int/csr/disease/yellowfev/case-definition/en/). The results of laboratory test-
ing for YFV are then used to categorize cases as probable or confirmed (described in
detail below). While these definitions provide a useful framework for interpreting the
results of diagnostic testing, the definition of a suspected case is too restrictive for
clinical use, as it focuses on patients in the phase of intoxication and may not be met
at the time of presentation.

For patients who present soon after symptom onset, the diagnosis of YF requires a
high degree of clinical suspicion and the availability of specific laboratory tests. A
number of methods and assays may be utilized in the clinical laboratory for the
confirmation of YFV infections, including viral culture, serology, molecular testing,
and antigen detection (references 24, 29; see also http://www.who.int/csr/disease/
yellowfev/case-definition/en/). These methods will be discussed here in the context of
clinical diagnostic testing. Classic findings on liver pathology have been described, such
as the formation of Councilman bodies, and YFV antigens can be detected in tissues by
immunohistochemistry (1, 2). However, antemortem tissue biopsy samples should not
be taken due to the risk of hemorrhage in acute YF. Tissue pathology, therefore, should
only be used to confirm the diagnosis postmortem.

YFV is a biosafety level 3 (BSL3) pathogen, and laboratorians who perform YFV
testing should be vaccinated prior to working with the virus. Enhanced biosafety
precautions should be considered if handling specimens from patients with hemor-
rhagic fever who may be infected with pathogens that require BSL4 facilities (e.g.,
filoviruses or arenaviruses) (29). Testing is generally performed at national or regional
reference laboratories and this, combined with the frequent occurrence of YF cases in
rural or remote areas, limits the detection of YFV infections in both epidemic and
endemic settings.
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VIRAL ISOLATION

Viral isolation is not routinely performed as a clinical diagnostic test for YF. These
techniques are labor-intensive, require weeks for confirmation, and may necessitate
additional biosafety precautions compared to other methods (29, 39). Additionally, viral
isolation is considered to be less sensitive than YFV detection by molecular methods.
Although rigorous comparisons are not available, reports document YFV RNA detection
by reverse transcriptase PCR (RT-PCR) or real-time RT-PCR (rRT-PCR) in samples that
were culture negative (40, 41). Despite these limitations, viral isolation remains vitally
important for the characterization and banking of YFV strains. Also, infectious particles
can only be demonstrated and quantified by viral isolation (39, 42). If resources are
available, viral culture is recommended for these reasons (2).

Viremia develops rapidly following human infection with YFV (Fig. 2). Virus may be
detectable in serum or plasma as soon as 1 to 2 days after infection and viral load
reportedly peaks around day 3, near the time of symptom onset (2, 26, 43). YFV is most
commonly cultured in Vero cells or C6/36 (Aedes albopictus) cells (29). Additionally, YFV
can be isolated by mosquito inoculation or intracerebral injection into suckling mice,
but these latter techniques are unlikely to be applicable to the clinical laboratory
setting (2, 44). Blood samples collected in the first few days following symptom onset
(phase of infection) are more likely to yield viral isolates, but a case has been described
where virus was isolated from serum out to day 12 (mouse injection) (44). YFV can also
been cultured from tissue specimens collected at autopsy (45).

ANTI-YFV ANTIBODY DETECTION

YFV exists as a single antigenic type or serotype (46). Due to the antigenic similarity
between strains, antibody responses to the YFV-17D vaccine strain cannot be readily
differentiated from responses to wild-type virus. The accurate interpretation of sero-
logic testing, therefore, requires knowledge of a patient’s vaccination history. Accord-
ing to WHO case definitions, a probable YF case is defined by the detection of anti-YFV
IgM in a suspected YF case in the absence of YFV vaccination within the 30 days
preceding illness onset (http://www.who.int/csr/disease/yellowfev/case-definition/en/).
A case is considered confirmed by serology if there is (i) a �4-fold rise in anti-YFV IgM
or IgG titers between acute-phase and convalescent-phase samples and/or (ii) detec-
tion of specific anti-YFV IgM or neutralizing antibodies (by plaque reduction neutral-
ization testing) (reference 29 and WHO case definition, above). In this definition,
“specific detection” requires negative results from concurrent testing for IgM or neu-
tralizing antibodies to other circulating flaviviruses. Although viral diversity has not
been expected to impact the performance of serological tests, strain-specific differ-
ences in antibody detection were observed in an external quality assessment (47).
Therefore, this warrants consideration when new assays are being evaluated.

The most common techniques for the detection of anti-YFV IgM and IgG are IIF and
enzyme-linked immunosorbent assay (ELISA) (47). Antigen preparations are typically
derived from YFV-infected whole-cell lysates (48, 49). Commercial serological reagents
are not widely available and are only produced by a limited number of suppliers,
including EUROIMMUN (IgG) and the Instituto Nacional de Salud de Perú (IgM). Assays
for anti-YFV IgM antibodies are most often used for the diagnosis of acute YF in areas
of endemicity. Although a single commercial IIF kit for anti-YFV IgM has been evaluated
(50), this performed poorly in an international quality assessment study (47). Validated,
laboratory-developed tests are often utilized, and an IgM antibody capture ELISA
(MAC-ELISA) kit has been developed and evaluated by the U.S. Centers for Disease
Control and Prevention (CDC) (48).

A proposed time course for the development of anti-YFV antibodies is shown in Fig.
2. During the phase of infection, antibodies are not detectable. As the patient transi-
tions through the phase of remission and possibly into the phase of intoxication,
anti-YFV IgM becomes detectable as virus becomes undetectable (by isolation and/or
RT-PCR). Anti-YFV IgG levels rise a few days after those of IgM, and this is detected in
almost all patients by day 14 after symptom onset. However, the timing of antibody
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detection in natural YFV infections has not been well documented using current IIF or
ELISA techniques, and the best data have been generated from the study of responses
to the live-attenuated YFV vaccine (51–53). Additionally, the clinical sensitivity of IgM
detection for the diagnosis of natural YFV infection remains unclear, but there is
evidence from vaccination trials that anti-YFV IgM levels may be lower among patients
with previous flavivirus infections (50, 54). Although IgM assays are relied upon for the
diagnosis of YFV, a number of cases are likely missed even when testing is performed
at the appropriate time.

Anti-YFV IgM may persist following vaccination, which obscures the use of such
assays for diagnosis in vaccinated patients. In a study of flavivirus-naive YFV vaccine
recipients (YF-Vax), 29/40 participants (73%) had detectable anti-YFV IgM 3 to 4 years
after vaccine administration (53). Anti-YFV IgM may decay faster among residents in
regions where YF is endemic, as evidenced by a study of 17DD vaccine recipients in
Recife, Brazil, in which 13/30 individuals (43.3%) remained positive at the last time point
tested (100 to 349 days after vaccination) (54). The differences in results likely have
multiple explanations, including the patient populations (86.6% of the Brazilian cohort
was DENV experienced), vaccine preparations, and IgM assays. Nonetheless, these data
indicate that anti-YFV IgM is detectable in vaccine recipients well past the 30-day cutoff
used in surveillance guidelines, and this should be considered when interpreting
anti-YFV IgM results.

Testing for anti-YFV IgG is less often performed for the diagnosis of YF, as these tests
require the use of acute-phase and convalescent-phase samples and appear to be less
specific than other serological methods (reference 29; see also http://www.who.int/csr/
disease/yellowfev/case-definition/en/). Serum neutralization testing is considered to be
the most specific serological test for YFV (29). This technique is labor intensive and has
a prolonged turnaround time, and, as a result, neutralization testing is typically only
performed at reference laboratories for diagnostic confirmation or research purposes.
Titers in IIF and ELISAs may not correlate with neutralizing titers, and individuals may
have neutralizing antibodies but test negative by other serological methods (50, 54).

Finally, serological cross-reactions between the flaviviruses have been well de-
scribed (48, 55–58). Sera from patients with YF may produce positive results in assays
for other flaviviruses, most commonly DENV, which may result in underdiagnosis of YF
cases. Additionally, sera from patients with other flaviviruses, including DENV, WNV, and
ZIKV, may yield positive results in YFV serological assays. False-positive cross-reactions
may be more common using assays for anti-YFV IgG, but this effect is also seen for
anti-YFV IgM and even neutralization testing (55–57). The cross-reactive nature of
whole-virus YFV antigen with heterotypic flavivirus antibodies limits the diagnostic
accuracy of these assays. The development and application of antigens with reduced
cross-reactivity is, therefore, needed to improve both flavivirus infection serodiagnosis
and estimates of disease burden (59).

RNA DETECTION

A number of molecular tests for YFV have been described in the literature, including
conventional RT-PCR (41, 60–62), real-time RT-PCR (rRT-PCR) with hydrolysis probes or
SYBR green (39, 41, 42, 63–67), multiplex rRT-PCR (68–70), and isothermal methods (64,
71–73). Representative real-time and isothermal assays are shown in Table 1. As
real-time platforms become more accessible, conventional RT-PCR is being utilized less
frequently for YFV detection. However, conventional assays continue to be used for the
generation of larger amplicons for sequencing and phylogenetic analysis (62). In all
published clinical evaluations of YFV molecular assays, RNA extraction has been per-
formed using a commercial kit. Results following minimal specimen processing or direct
specimen testing have not been reported.

Seven major genotypes of YFV have been identified, including five African (West
Africa I and II, East Africa, East/Central Africa, and Angola) and two South American
genotypes (South America I and II) (46). With few exceptions, molecular tests have been
designed with the goal of detecting all genotypes or strains (67, 69). However, the
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majority of published molecular tests have only been evaluated using isolates from one
or a few genotypes. In such instances, suboptimal assay performance may occur with
the other genotypes but remain undetected. Indeed, in an international external quality
assessment study, 13/32 (41%) laboratories produced nonoptimal results due to failure
to detect one or more YFV strains (47). Associations between specific strains and
disease severity have been observed, but these are not reliable enough to identify
“high-risk” subtypes that could be targeted in a prognostic test (74).

Viral kinetics of YFV during human infection are poorly understood. The time course
of viremia shown in Fig. 2 is consistent with published guidelines and expert opinion
(2, 26, 29, 43). Viremia data in the literature come from case reports or small case series,
which predominantly focus on severe cases in returning travelers and which utilize a
variety of assays with different reported units of measurement (10, 31, 39, 65, 69,
75–77). Detectable viremia may occur as early as 2 to 3 days postinfection (26, 43), and
it is expected that patients develop relatively high viral loads in serum/plasma, which
are necessary to infect Aedes mosquitoes and maintain human-mosquito-human trans-
mission. Indeed, serum/plasma viral loads of �8.0 log10 genome equivalents/ml have
been reported (39, 69). It also appears that serum/plasma viral loads may decay slowly
in severe YF cases (10, 31, 69, 75), at least compared to dengue cases (78), and in a
single case, YFV viremia was detected until day 20 (77). Current recommendations from

TABLE 1 Real-time and isothermal molecular tests for YFV

Assay type and author (year) Detection method(s)a Genome target(s)b

Clinical samples
testedc

Molecular
comparatord Notes Reference

rRT-PCR
Drosten et al. (2003) Hydrolysis probe 5= UTR Yes No 65
Bae et al. (2003) Hydrolysis probe NS3 and 3= UTR Yes No Two separate assays

developed
39

Mantel et al. (2008)e Hydrolysis probe NS5 No No Designed from only YF-
17D-204 sequence

42

Weidmann et al. (2010)f LNA probe 5= UTR No No 66
Nunes et al. (2011) SYBR green NS5 Yes Yes 41
Dash et al. (2012) SYBR green 5= UTR–capsid No No 63
Domingo et al. (2012)f Hydrolysis probe 5= UTR Yes Yes 64
Hughes et al. (2018)f LNA probe NS5–3= UTR Yes Yes Specifically detects YF-

17D strain only
67

Multiplex rRT-PCR
Chao et al. (2007) Hydrolysis probe NS5 No No Developed for mosquito

samples
68

Fischer et al. (2017)g Hydrolysis probe NS1 Yes Yes Lineage-specific duplex
assay

69

Rojas et al. (2018)f Hydrolysis probe 5= UTR Yes Yes Includes pan-DENV
detection and internal
control

70

Isothermal methods
Kwallah et al. (2013) RT-LAMP, turbidimeter NS1 No Yes 60 min reaction, designed

from strain 17D
sequences

72

Nunes et al. (2015) RT-LAMP, SYBR green NS1 No Yes 60 min reaction, SYBR
added postamplification

73

Domingo et al. (2012)f HDA 5= UTR Yes Yes 2 h with lateral flow
detection

64

Escadafal et al. (2018)f RPA 5= UTR No No TwistDx kit for real-time
performance

71

aHDA, helicase-dependent amplification; LNA, locked nucleic acid; and RPA, recombinase polymerase amplification; RT-LAMP, reverse transcription–loop-mediated
isothermal amplification.

bNS, nonstructural; and UTR, untranslated region.
cTesting of any human sample reported in original assay validation.
dComparison with a separate published molecular assay described in assay validation.
eAssay designed specifically to detect YF-17D strain.
fPublished evaluation included at least one strain each from both South America and Africa (excluding the 17D strain).
gLineage-specific detection of YFV vaccine and South American genotype strains.
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the Pan American Health Organization (PAHO) support molecular testing during the
first 10 days of illness (29). Disease severity may be associated with viremia (79), but
quantitative data are not available for human case series. Additionally, further studies
are needed to determine if viral kinetic parameters differ between severe and mild (or
asymptomatic) cases and based on prior flavivirus infections.

Molecular testing performed on other specimens may extend the window of YFV
RNA detection. In urine samples, YFV RNA has been detected as early as 1 day after
vaccination and up to 21 to 27 days following vaccination or the onset of symptoms in
naturally occurring infection (30, 77, 80, 81). A single individual has been described who
had a positive urine YFV rRT-PCR 198 days after vaccination (81). The clinical sensitivity
of YFV detection in urine remains unknown, but testing of this specimen is warranted
in suspected cases. A single report of a YF case documented viral detection in semen
at 21 days (30). RNA from ZIKV and WNV have been detected in whole blood for
prolonged periods (82, 83), but no published data are currently available for YFV.
Finally, the dilution of primary serum/plasma samples has facilitated YFV detection by
molecular methods in early severe YF cases that initially tested negative (31, 77).
Although dilution clearly decreases the eluate RNA concentration, the dilution of the
sample and/or the extracted nucleic acids may result in a dilution of PCR inhibitors,
thereby allowing for YFV detection (84). The specific cause of RT-PCR inhibition in these
cases of YF was not reported.

YFV detection may be improved in areas of endemicity if testing is performed in
multiplex with related pathogens that cause an acute febrile illness. However, few
multiplex rRT-PCRs that specifically detect YFV have been developed (68–70). Of those,
only the assay by Rojas et al. detects another related human pathogen (DENV) and has
been developed for and evaluated with clinical samples (70). Different isothermal
methods for YFV detection have been developed and evaluated (Table 1) (64, 71–73).
These assays hold promise for addressing some of the limitations to available YF
diagnostics, as these might provide accurate assays that require less laboratory infra-
structure than real-time RT-PCR. However, more data are needed regarding the real-
world use of these assays for YFV detection.

NS1

Although frequently used for the diagnosis of DENV in countries where it is endemic,
few reports have described the specific detection of NS1 antigen as a diagnostic test for
YFV (previously identified in YFV studies as gp48). Ricciardi-Jorge et al. described the
development of a quantitative YFV NS1-capture ELISA with 80% sensitivity (12/15 cases)
and 100% specificity compared to those of RT-PCR (85). NS1 concentrations ranged
from 177.6 to 4,597.6 ng/ml of serum and the 3 negative samples came from patients
on days 4 (n � 2) and 7. Yen et al. included DENV and YFV NS1 detection in a
proof-of-concept report of a multiplexed silver nanoparticle-based assay. This test had
a limit of detection of 150 ng/ml but was not evaluated with clinical samples (86).

MANAGEMENT AND OUTCOME

Currently, there are no specific antiviral treatments for YF, and patients are managed
symptomatically. The majority of YF cases will resolve spontaneously, although severe
cases often require admission to intensive care. Treatment may consist of fluid replace-
ment, gastric acid suppression, transfusion (when indicated), vasopressors, and renal
replacement therapy (2, 27). Unfortunately, even advanced intensive care does not
appear to significantly impact YF outcomes. The case fatality rate for patients that enter
the phase of intoxication ranges from 20 to 50% in different outbreaks and case series
(1, 2, 23, 32, 87). In general, reported mortality in outbreaks that occur in Africa is lower
than that in outbreaks in the Americas. This may be related to a number of factors,
including differences in the human hosts and YFV strain-related differences in virulence
(88). Factors that have been associated with poor outcomes include increasing patient
age and higher levels of AST, ALT, and bilirubin (32, 89).

A number of antiviral compounds are under investigation for use in YF, including
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sofosbuvir, which is an FDA-approved drug for hepatitis C and which has documented
efficacy against ZIKV (90). This direct-acting antiviral is currently being evaluated for the
treatment of YF in a compassionate-use protocol in Brazil (Thiago Moreno L. Souza,
personal communication, and reference 91). There are no data regarding the impact of
early diagnostic confirmation on clinical outcomes in YF cases. If efficacious medica-
tions are identified, early administration may improve outcome, but this needs to be
evaluated in clinical studies. Beyond individual therapy, early case detection may also
have a positive impact on outbreak control.

YELLOW FEVER PREVENTION

Live-attenuated YFV vaccines have been widely available since the 1940s (43). All
current vaccines are derived from the 17D strain, which was isolated following atten-
uation of the 1927 Asibi strain through serial passage. YFV vaccines generally produce
robust and long-lived humoral and cellular immune responses in virtually all recipients
(51, 52, 54). Anti-YFV neutralizing antibodies have been detected for as long as 35 years
postvaccination (92), and the current recommendation is for a single life-time dose of
YFV vaccine for travelers to areas with risk of transmission (Fig. 1). A caveat is that
repeat administration can be considered for individuals traveling to outbreak areas who
last received the YFV vaccine more than 10 years prior (3). There is evidence that
patients with preexisting DENV immunity may have decreased antibody responses to
YF vaccination, but the impact of this effect on the durability of anti-YFV immune
responses is unclear (93).

In general, YFV vaccines are very safe. Although severe adverse events have been
reported following vaccination, including yellow fever vaccine-associated viscerotropic
disease (YEL-AVD) and acute neurotropic disease (YEL-AND), the incidence of these severe
events remains very low, at �1 case per 100,000 doses of vaccine (2, 94). The risk of
YEL-AVD and YEL-AND are increased among individuals at the extremes of age (�9 months
and �70 years old) and those who are immune suppressed or have thymus dysfunction.
YEL-AVD typically develops within the first week following vaccination and clinically pres-
ents as YF, with detectable viremia, organ failure, and a high mortality rate (43, 94).
Differentiating YEL-AVD from YF in an outbreak setting motivated the development of
lineage specific rRT-PCRs (67, 69). The duplex assay by Fisher et al. was designed for use in
the Americas and requires further evaluation for use with African strains (69).

CONCLUSIONS

YFV remains an important tropical infectious disease, and recent large outbreaks
and vaccine supply issues have again brought this to the fore. Due to the existence of
natural reservoir hosts (monkeys) and widespread vector populations, YFV elimination
will not be possible. Therefore, effort must be focused on prevention and control, which
in turn require accurate diagnostic tests and screening protocols for the identification
of cases. In order to improve YFV detection, human data regarding viral kinetics is
needed, both generally and in relation to host immune responses and disease severity.
Decisions regarding test selection and utilization would benefit from rigorous method
comparisons using well-characterized specimens, and in an age of increasingly rapid
global travel, assays should be evaluated for all known genotypes. Finally, improved
detection and characterization of mild or asymptomatic cases are needed to better
understand host responses, risk factors for severe disease among YFV infections, and
transmission dynamics. YF has proven that it will not go quietly, and an important
aspect of disease monitoring and outbreak control continues to be early detection
through the availability and appropriate use of laboratory diagnostics.
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