
IFNc Response to Mycobacterium tuberculosis, Risk of
Infection and Disease in Household Contacts of
Tuberculosis Patients in Colombia

Helena del Corral1,2,5., Sara C. Parı́s3,5., Nancy D. Marı́n3, Diana M. Marı́n1,5, Lucelly López1,5, Hanna M.
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Abstract

Objectives: Household contacts (HHCs) of pulmonary tuberculosis patients are at high risk of Mycobacterium tuberculosis
infection and early disease development. Identification of individuals at risk of tuberculosis disease is a desirable goal for
tuberculosis control. Interferon-gamma release assays (IGRAs) using specific M. tuberculosis antigens provide an alternative
to tuberculin skin testing (TST) for infection detection. Additionally, the levels of IFNc produced in response to these
antigens may have prognostic value. We estimated the prevalence of M. tuberculosis infection by IGRA and TST in HHCs and
their source population (SP), and assessed whether IFNc levels in HHCs correlate with tuberculosis development.

Methods: A cohort of 2060 HHCs was followed for 2–3 years after exposure to a tuberculosis case. Besides TST, IFNc
responses to mycobacterial antigens: CFP, CFP-10, HspX and Ag85A were assessed in 7-days whole blood cultures and
compared to 766 individuals from the SP in Medellı́n, Colombia. Isoniazid prophylaxis was not offered to child contacts
because Colombian tuberculosis regulations consider it only in children under 5 years, TST positive without BCG
vaccination.

Results: Using TST 65.9% of HHCs and 42.7% subjects from the SP were positive (OR 2.60, p,0.0001). IFNc response to CFP-
10, a biomarker of M. tuberculosis infection, tested positive in 66.3% HHCs and 24.3% from the SP (OR= 6.07, p,0.0001).
Tuberculosis incidence rate was 7.0/1000 person years. Children ,5 years accounted for 21.6% of incident cases. No
significant difference was found between positive and negative IFNc responders to CFP-10 (HR 1.82 95% CI 0.79–4.20
p = 0.16). However, a significant trend for tuberculosis development amongst high HHC IFNc producers was observed (trend
Log rank p= 0.007).

Discussion: CFP-10-induced IFNc production is useful to establish tuberculosis infection prevalence amongst HHC and
identify those at highest risk of disease. The high tuberculosis incidence amongst children supports administration of
chemoprohylaxis to child contacts regardless of BCG vaccination.
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Introduction

Tuberculosis (TB) is still a major cause of illness and death

worldwide. In 2006, there were an estimated 9.2 million new

cases of the disease and more than two billion people were

expected to be infected with Mycobacterium tuberculosis [1].

Mathematical projections estimate that, even with sustained

implementation of conventional control interventions, TB is not
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declining fast enough to achieve the goals proposed of halving

the prevalence by 2015 and eliminating it by 2050 [2]. In

addition to providing supervised therapy to cases, new tools to

prevent infection and reduce transmission are required to

accelerate progress in TB control [3]. In countries with medium

to high TB prevalence, where a large percentage of cases are due

to recent transmission, household contacts (HHCs) of pulmonary

TB cases are at particularly high risk [4] and constitute an

important target for early preventive alternatives in TB control

[5]. Since the highest risk of disease development concentrates

during the first two years after infection, identification of factors

associated with infection and prognosis of disease development in

recently exposed individuals is a highly instrumental and

desirable approach for improving TB control [5].Traditional

models of TB epidemiology based on longitudinal studies were

performed several decades ago, using tuberculin skin testing

(TST), indicate that 5–10% of recently infected contacts develop

active disease within the subsequent 2–5 years after exposure to

an infectious source, while another 5–10% percent develop TB

some time during the rest of their lives [6]. However, there is a

need of information coming from population based studies in

disease endemic settings to revise such estimates under current

epidemiological conditions.

Traditionally, M. tuberculosis infection levels have been

estimated using TST; however, the purified protein derivative

(PPD) is a mix of more than 200 proteins which presents cross

reactivity with M bovis BCG and most environmental mycobac-

teria [7]. Comparative analysis of the mycobacterial genome

allowed the identification of antigens coded by a region present

in M. tuberculosis but absent in all BCG strains and all but four

environmental mycobacteria [8,9]. This region of differentiation,

RD1, encodes CFP-10 and ESAT-6, which induce IFNc

production in mononuclear cells or whole blood cultures of

infected individuals, thus IFNc release assays (IGRAs) have been

extensively used to diagnose latent TB infection (LTBI) [10]. Use

of these highly specific assays in countries with high levels of

endemicity, where BCG is still widely administered, would allow

for a more refined understanding and identification of the factors

associated with M. tuberculosis infection. Although the potential

of RD1 antigens for establishing disease prognosis has

been proposed [11] and some studies have begun to address it

[12–16], there is still a lack of evidence from representative,

population based studies.

In addition to RD1 antigens, several proteins involved in

mycobacterial latency and immune reactivity have been charac-

terized: HspX, also known as a-crystalline, is up-regulated during

the bacterial stationary phase of growth, and is thought to be a key

player in maintaining latency in the human host [17]. Antigen 85A

(Ag85A) is a potent immunogen that has been proposed as a

vaccine candidate [18].

The present study addresses whether IFNc production in

response to CFP-10, alone or in combination with HspX,

Ag85A and CFP (a non-specific M. tuberculosis culture filtrate

protein preparation) could identify HHCs at highest risk of

developing disease within the first two years after exposure to an

infectious source in Medellı́n, Colombia. Medellı́n’s greater

metropolitan area has a population of more than four million

inhabitants [19] with a TB incidence of 27.7/100,000 (http://

www.dssa.gov.co/htm/event_3.html). We present evidence

that, as measured by IFNc response to CFP-10, there is a high

prevalence of infection in HHCs and that high HHC IFNc
producers in response to CFP-10 are at higher risk of developing

TB than lower producers early after exposure to a pulmonary

TB case.

Methods

Ethics Statement
All study’s procedures and written consent forms were approved

by the ethics review board of Universidad de Antioquia’s Facultad

de Medicina.

Participants
A cohort of 2060 household contacts of smear positive

pulmonary TB cases was assembled in Medellı́n’s greater

metropolitan area in Colombia, between March of 2005 and

December 2006 (Figure 1). Sample size was estimated expecting

50% infection and 5% TB incidence amongst infected HHCs

during the first 2 years after exposure. Under these conditions, a

cohort of 2000 HHCs would allow for 82% power and 95%

confidence to detect a difference of at least 0.80 in the TB

incidence of the two groups of IFNc producers (non-responders vs.

responders) at baseline. Four hundred and thirty three (433)

sputum smear positive pulmonary TB patients were recruited at

the health centres where they were diagnosed. Mycobacterial

culture was performed to 396/433 (91.5%) samples and 6.3%

were culture negative. Only cases that were older than 15 years of

age and had at least one HHC were considered as index cases and

asked to participate. Bacteriological confirmation of TB was

performed by detection of acid fast bacilli (AFB) at the local TB

control program’s laboratories and confirmed by the research

team’s Microbiology laboratory at Corporación para Investiga-

ciones Biológicas (CIB) by sputum microscopy and culture.

Patients were interviewed by a physician and an auxiliary nurse

specifically trained for enrollment and follow-up of study subjects.

Informed consent was obtained for participation in the study as

Figure 1. Study profile. HHCs=Household contacts, IGRA= IFNc
Release Assay, TST = Tuberculin Skin Test, SP = source population, CFP-
10 =Culture Filtrate Protein-10.
doi:10.1371/journal.pone.0008257.g001
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index cases and to invite the patient’s HHCs to enrol in the study.

After written informed consent was provided, a structured

interview was performed to ascertain the number of household

contacts the patients had during the symptomatic period and first

two weeks on TB medications, as well as exposure information

related to the index case.

After approval by the index case, household contacts were

visited and their eligibility was verified excluding those that had

immediate plans to live outside the study area. After offering a

thorough description of the study, a written informed consent was

obtained from HHCs, and in minors, consent was granted by

parents or responsible adult guardians. Demographic, social and

exposure information was collected by administration of a

structured questionnaire and physical household conditions such

as number of rooms, total and index case’s room area and volume,

as well as number of doors, patios and windows in the household,

were recorded. Socioeconomic strata (SES) defined by the local

public services provider (Empresas Públicas de Medellı́n) were also

registered. Time and magnitude of HHCs exposure to the index

case was ascertained. A household contact was considered to be

someone who had spent time regularly (weekly) in the same

household as the index case for at least a month prior to the time

when the index cases’ diagnosis was confirmed. Inclusion criteria

were: meeting the household contact definition, not having

immediate plans to live outside Medellı́n’s metropolitan area

and provision of written informed consent. Exclusion criteria were:

high level of suspicion of active TB or diagnostic work up for TB in

progress.

Health status upon enrollment was established by physical

examination performed by a physician and specific enquiry on

immunosuppressive conditions related to medication intake and

concurrent diseases. Contacts that were found to have symptoms

suggestive of TB were studied to diagnose or rule out the presence

of disease upon study entry. A co- prevalent case was defined as

someone who was diagnosed with TB within two months after

enrollment of the index case [14]. Blood samples were obtained

from HHCs and processed as described below. Also, TST was

performed in a consecutive sample of 502 HHCs after blood was

obtained (see below). In addition to BCG scar ascertainment,

mothers and adults responsible for all children in the study were

asked to provide a copy of the child’s vaccination certificate and

inquired whether children had received vaccinations at birth.

Participants were followed every 3 months by phone, every 6

months by house visits and when they reported having TB

compatible symptoms. In addition to extensive health education

about TB, two telephone numbers were provided to study

participants so they could report any signs or symptoms compatible

with TB as soon as they became apparent. Whenever there was

clinical suspicion of TB, particularly in TST positive children, all

diagnostic procedures were oriented towards achievement of early

disease detection. If diagnostic aids were not readily available

through the TB Control Program, these were paid and provided by

the study. HHCs that presented clinical symptoms and signs of

pulmonary TB during follow-up were studied by chest X-rays and

confirmed by AFB staining and culture from sputum samples in

adults and gastric aspirate in children. Extrapulmonary and

paediatric TB cases were diagnosed following American Thoracic

Society’s [20] and the Stop TB Partnership Childhood TB

subgroup’s guidelines [21], respectively. The definitive diagnosis

of secondary TB cases in children was established by two

experienced infectious disease paediatricians (CA, AB). All cases

confirmed were referred to the local TB Control Program.

A cross-sectional survey was performed by random sampling of

the source population (SP) in the areas which contributed most of

the households enrolled in the HHC cohort. Four communities

from Medellı́n, comprising the North-Eastern zone of the city, and

two neighbouring towns (Bello and Itaguı́) were sampled

independently, stratifying by age and sex so as to reflect the

distribution of these variables in the cohort’s population. A

probabilistic multistage sampling strategy was performed taking

individual subjects as the sampling unit and the three stages being

county, household, and individual. One person per household was

selected on the basis of pre-established age and sex quotas. After

obtaining written informed consent, each person was interviewed

and a structured questionnaire was completed which contained

demographic and TB risk related information. Ten millilitres of

venous blood were also drawn and TST was performed on each

study participant. Of 771 individuals sampled, 766 had complete

information. These were estimated to allow for comparisons with

95% confidence level and 80% power.

Mycobacterium tuberculosis Culture and Identification
M. tuberculosis cultures from index and incident active TB cases

were derived from sputum samples in adults and from gastric

fluid aspirate in children. Mycobacterial culture was performed

in liquid medium (MGIT960 H BD) and Lowenstein-Jensen (LJ)

agar by standard procedures. Identification of mycobacteria

species were performed using conventional phenotypic tests

[22].

Whole Blood Cultures
The method described by Dockrell et al [23,24] was used for

whole blood culture from all HHCs, SP subjects, all incident cases

at the time of TB diagnosis and the 50 HHCs controls that did not

develop active tuberculosis after two years of follow-up. In

addition, HHCs who were non-responders at the first assessment

were studied again 3–4 months later. Five to ten millilitres of

venous blood were collected in vacuum-tainers containing sodium

heparin. Whole blood was diluted 1:10 in RPMI-1640 culture

medium (Invitrogen, Grand Island, NY), supplemented with

100 U/ml of penicillin, 1 mg/ml of streptomycin and 2 mM L-

glutamine. Diluted blood (200 ml/well) was dispensed in 96-well

plates (Corning Costar Inc, Corning, NY, USA) and stimulated

with 10 mg/ml of M. tuberculosis culture filtrate protein (CFP),

5 mg/ml of recombinant CFP-10, a M. tuberculosis specific RD1

antigen [8,9], 5 mg/ml of recombinant Ag85A, a T-cell immuno-

dominant antigen [18], and 10 mg/ml of recombinant alpha

crystallin (HspX) a latency-associated antigen [17]. All antigens

were produced and provided by Colorado State University’s

Mycobacteria Research Laboratory, Fort Collins, CO through the

‘‘Tuberculosis Vaccine Testing and Research Material Contract

No. HHSN26266400091c. Non stimulated wells were used as

controls. Cultures were incubated at 37uC and 5% CO2 for 7 days.

At the end of the incubation period, supernatants were collected

and stored at 270uC until used.

Measurement of IFNc by ELISA
IFNc concentration in the culture supernatant of mycobacterial

stimulated and non stimulated whole blood cultures were

determined by ELISA using a commercial kit (Duo-set R&D

Systems, Minneapolis, MN) following manufacturer’s instructions.

Readings were performed in an ELISA reader (ELx800NB,

BioTek Instruments Inc, Winooski, VT) at 450nm and IFNc

concentration was established against a standard curve with

known dilutions of the cytokine within a 15–1,000 pg/ml range.

Supernatants exhibiting concentrations above the range included

for the standard curve were diluted and quantified again.

IFNc and TB Prediction
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Tuberculin Skin Test
Two IU of RT23 tuberculin (Staten Serum Institute, Copenha-

gen, Denmark) in 100 ml were injected intradermally on the volar

face of the left forearm. Transversal diameters of induration were

measured 48–72 h later using the ‘‘ballpoint pen method’’ and

following a pre-established standard operating procedure.

Statistical Methods
Data was entered in a Microsoft Access database and statistical

analysis was performed using SPSS version 17 (SPSS Inc. Chicago

IL, USA), STATA 10.1 (StataCorp, College Station TX, USA)

and Prism software version 5 (GraphPad San Diego CA, USA).

Data entry, query generation and correction were performed on a

daily basis. To establish the cut-off values for IFNc production, the
type of probability distribution that best fit the data from non

stimulated cultures was identified as Gamma through visual

inspection of Q-Q plots and Kolmogorov–Smirnov hypothesis

testing [25]. Estimators for shape (a) and scale (b) parameters were

estimated to be 0.025 and 0.042 respectively. The cut-off was

established at 22 pg/mL after adjustment for within data

correlations and allowing for an area under the curve of 99.9%.

For estimation of geometric means, 1 was added to all IFNc
values. Net IFNc production was calculated by subtracting values

in non-stimulated cultures from stimulated ones.

Two different data sets were used for analysis of HHCs. The first

included all HHCs with baseline assessments of IFNc responses to

mycobacterial antigens and the study of factors associated with IFNc
production in response to CFP-10, used as a surrogate biomarker of

exposure toM. tuberculosis infection [26]. This set was used to compare

HHCs to individuals from the source population. A second data set

was used for analysis relating to disease development. The latter

excluded co-prevalent cases and individuals without baseline IGRA

results. After descriptive and bivariate analyses, a multivariate logistic

regression model was constructed to assess factors associated with

baseline M. tuberculosis infection levels in HHCs and SP. Adjustment

for within household correlations was performed with Generalized

Estimating Equations [27]. Categorical variable colinearity was

assessed using Kendall’s tau-B with a=0.05. Odds ratios (ORs) were

used to estimate the likelihood of infection in HHCs compared to that

of individuals from the SP, using TST and IFNc response to CFP-10
as surrogate markers of M. tuberculosis infection. The predictive

potential of IFNc response to mycobacterial antigens was first

explored comparing the geometric means of IFNc levels and the

proportion of responders versus non-responders to each antigen in

incident and non-incident HHCs. In addition, since it had recently

been proposed by Andersen et al [11] that the risk of developing active

TB varies according to the levels of IFNc produced in response to

RD1 antigens, we calculated this risk using the categories suggested

by these authors, but adding a new one of non responders based on

our cut-off. Thus, the following 4 categories were established:

negative (,22 pg/mL), low (22–99 pg/mL), medium (100–999 pg/

mL) and high ($1000 pg/mL). Data analyses for assessment of

disease prognosis were performed usingKaplan-Meier curves, hazard

ratio (HR) and cumulative incidence rate estimations as well as

Poisson multivariate regression (data not shown).

Ethical Aspects
All study’s procedures and written consent forms were approved

by the Ethics Committee of Universidad de Antioquia’s Facultad

de Medicina; the study was also approved by the local health

authorities (Dirección Seccional de Salud de Antioquia and the

Secretarı́a de Salud de Medellı́n). At present the Colombian TB

Control Program does not have a policy of offering Isoniazid

Preventive Therapy (IPT), except in child contacts under 5 years

of age, who are TST positive ($10 mm) and have no evidence of

BCG vaccination [28]. Given that several international guidelines

clearly state the importance of offering IPT to young contacts

[29–31], we inquired specifically about the possibility of offering

IPT to child contacts and program officials reemphasized that

Colombian regulations only allow IPT administration to TST

positive children without BCG vaccination, Since in Colombia

anti - tuberculous treatment can only be provided through the

National Tuberculosis Control Program (NTP) we were unable to

provide IPT to all child contacts.

It is worth noting that, in addition to regular follow up activities,

monthly nutritional supplements were offered to all child contacts

under 5 years old through the governmental MANA program

(Mejoramiento Alimentario y Nutricional de Antioquia). This

allowed us to monitor closely their health conditions through physical

examinations and mother’s enquiries. Health education activities,

particularly regarding TB prevention and use of these supplements to

improve nutrition, were also part of the activities provided every time

children were evaluated and given supplements.

Role of the Funding Sources
The study sponsors were not involved in study design, data

collection, interpretation and analysis or in writing the manuscript.

The corresponding author had full access to all data collected and

had responsibility for the decision to submit the final draft for

publication.

Results

Demographic and Clinical Characteristics of Index Cases,
HHC and Source Population
Of 433 index cases recruited, 366 had HHCs that met inclusion

criteria. Index cases were mostly (56.6%) men between 15 and 49

years of age (74.8%), predominantly belonging to the lowest 3

socioeconomic levels (63.4%) and 10.1% of them reported having

had TB previously. Seventy two percent (72.2%) had BCG scars

(Table 1). Their median time to diagnosis was 79 days (IQR: (43–

156) and 62.3% had high AFB loads (++ or +++) (data not shown).

Amongst 355 index cases tested, 14 (3.9%) had a positive HIV

ELISA result and 14 of 289 (4.8%) had multidrug resistant TB.

The median number of persons per household was 5 (IQR 4–6).

No significant differences in age and sex were found between HHCs

and individuals from the SP (Table 1). Compared to subjects from

the SP, a higher percentage of HHCs were vaccinated with BCG

and had history of TB disease. Amongst those from the SP, 13.2%

recalled having contact with someone with TB and 5.2% reported

having lived with such person (data not shown).

Of 2060 contacts enrolled (Figure 1), 1977 had baseline IFNc
results and 502 also had TST. In the SP, 766/771 (99.3%) subjects

had IFNc and TST results in addition to complete sociodemo-

graphic data. Amongst the 2060 HHCs followed, after two years,

27 (1.3%) were lost to follow-up, 32 (1.6%) dropped out, 37 (1.8%)

developed TB and 34 (1.7%) died from other causes.

Tuberculin Skin Test Reactivity in HHC and Source
Population
Since TST is the traditional method to measure mycobacterial

infections, it was applied to a sample of HHCs and all individuals

from the SP. Using a 10 mm threshold, 65.9% of HHCs were

positive, compared to 42.7% subjects from the SP (OR 2.60, 95%

CI 2.06–3.28, p,0.0001). Using 5 mm cut-off, 77.3% and 49.1%

were TST positive, respectively (OR 3.53 95% CI 2.74–4.54,

p,0.0001). Amongst 146 TST negative subjects at baseline who

were retested after one year, 65 (44.5%) converted using 10 mm

IFNc and TB Prediction

PLoS ONE | www.plosone.org 4 December 2009 | Volume 4 | Issue 12 | e8257



threshold and 43 (29.5%) converted according to the ATS/CDC

criterion [32]. Median difference in induration diamaters between

the first TST and the subsequent one after 1 year was 6 mm

(Wilcoxon sign rank test p,0,001).

IFNc Production by HHC and Source Population in
Response to Mycobacterial Antigens
In the last decade IFNc production in response to specific

mycobacterial antigens have received much attention as a more

reliable and specific biomarker of M. tuberculosis infection [26,33].

Thus we compared IFNc production in the two populations in

response to specific CFP-10 antigen [34] as well as to non-specific

Ag85A [35], latency associated HspX [17] and the mixture of

culture filtrate proteins (CFP) as an in vitro equivalent to TST.

Geometric means of IFNc production levels were significantly

(p,0.0001) higher in HHCs than in the SP in response to CFP

(495.9 versus 154.7 pg/mL), CFP-10 (146.3 versus 44.4 pg/mL),

HspX (31.9 versus 12.7 pg/mL), and Ag85A (31.5 versus 11.9 pg/

mL) (Figure 2A). With all antigens assayed, the likelihood of

having a positive IFNc response was higher (p,0.001) in HHCs

than in the SP subjects. With CFP, there were 88.3% positive

HHCs and 72.0% in the SP (OR=2.93 95% CI 2.4–3.6). In

response to CFP-10, 66.3% of HHCs were positive in contrast to

24.5% of the subjects from the SP (OR=6.07 95% CI 5.02–7.33).

IFNc responses to HspX and Ag85A were 32.0% and 30.2% in

HHCs while only 3.9% and 4.2% in the SP (OR=11.7 95% CI

7.6–18.0 and OR=9.96 95% CI 6.9–14.4), respectively

(Figure 2B). As described above, a modification of the IFNc level

categorization proposed by Andersen et al [11] was used to further

analyse the magnitude of IFNc responses and the most striking

difference between the two populations was found in CFP-10

responses, while 49.2% of HHCs presented medium to high levels

of IFNc production, only 12.6% of SP subjects exhibited those two

levels (trend x2; p,0.0001) (Figure 2C).

Of note, amongst HHCs who were initially negative for IFNc

production in response to CFP-10, 43.1% became positive when

retested, 42.0% of them with increases$30% of initial values [36].

Thus, taking into account both measurements, HHCs positivities

were 90.1%, 79.4%, 37.8% and 31.6% for CFP, CFP-10, HspX

and Ag85A, respectively.

Effect of Age on IFNc Production and Tuberculin Skin
Test Reactivity
Considering the wide range of age amongst the HHCs and that

responses in young HHCs maybe more conditioned by the recent

exposure to index cases, than in adults in whom past exposure to

other sources cannot be ruled out, it was important to determine

whether IFNc production and TST varied with age, as previously

Table 1. Characteristics of household contacts (HHCs) of pulmonary tuberculosis cases and individuals from their source
population (SP).

Characteristic Index Cases* (n =366) Household Contacts (n =2060) Source Population (n =771) p value{

Sex (%)

Female 43.4 57.2 55.7

Male 56.6 42.8 44.3 0.519

Age (years)

Median (IQR) (%) 36 (24–50) 22 (10–42) 22 (11–46)

#4 0.0 11.5 11.1

5–14 0.0 24.5 23.2

15–24 25.1 18.6 18.1

25–49 49.7 28.5 27.0

50–64 16.9 10.3 15.5

$65 8.2 6.6 5.0 0.295

Socioeconomic Stratum (%){

21 16.2 16.3 18.9

22 47.2 51.7 54.8

23 32.7 28.4 26.1

24 2.8 2.8 0.1

25 0.8 0.7 0.0

26 0.3 0.1 0.0 0,001

BCG scar (%)

Yes 72.2 78.3 73.5

No 27.8 21.7 26.5 0.008

History of tuberculosis prior to study (%)

Yes 10.1 2.5 0.8

No 89.9 97.5 99.2 0.006

*Only index cases that lead to household contacts included.
{p value (two tailed) refers to comparison of characteristics in HHCs and individuals from SP.
{SES categories as defined in Methods.
doi:10.1371/journal.pone.0008257.t001
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reported [37]. Geometric means of IFNc responses to CFP and

CFP-10 were higher in HHCs than the SP in all age groups

(Figure 3). A tendency of mean IFNc responses to CFP to peak in

young adults between 25 and 49 years and decline after 50 years of

age was observed in the two populations studied (Figure 3A). The

same tendency was not observed with CFP-10 in either HHCs or

the SP (Figure 3B). In the SP, IFNc responses to CFP-10 in all age

groups were below the 22pg/mL cut-off.

Correlation of IFNc responses to CFP and CFP-10 (pg/mL)

versus TST (mm induration) were significant in HHCs and the SP

using both antigens (p,0.0001). Overall agreement was higher in

HHCs than in the SP with both antigens. Interestingly, a tendency

of correlation coefficients to decrease with increasing age until 50

or 65 years was observed with both antigens in HHCs (Table 2).

Effect of Exposure to the Index Case on IFNc Production
To assess whether the CFP-10 induced IFNc response was

conditioned by exposure to the index case, positive and negative

responders were compared regarding several markers of exposure

(Table 3). HHCs that had positive baseline IFNc in response to

CFP-10 were more likely than those with negative responses to

have slept in the same room as the index case while symptomatic

without treatment (OR 1.26 p=0.043), to live in households with

less than 12m2 per person (OR 1.47 p= 0.002), and with less air

volume per person (p = 0.008 x2 for trend).

Incidence of Active TB amongst HHC
The overall incidence rate of tuberculosis development in

HHCs was 7.0/1000 person years. The incidence proportion was

highest in children under 5 years of age (Table 4). Twelve of thirty

Figure 2. IFNc production by HHCs and SP. IFNc production in
whole blood cultures stimulated with four mycobacterial antigens in
household contacts and source population. A. IFNc levels produced in
non stimulated and CFP, CFP-10, HspX and Ag85A, stimulated cultures.
B. Bar graphs depicting the percentage of positive responders and OR
in HHCs and SP. C. Stacked bars represent a modification of the IFNc
production levels proposed by Andersen et al [11] showing: Negative:
,22pg/mL, Low: 22–99 pg/mL Medium: 100–999 pg/mL, High:
$1000 pg/mL. HHCs: Household Contacts; SP: Source Population.
doi:10.1371/journal.pone.0008257.g002

Figure 3. IFNc production levels by age. Geometric means of IFNc
production in response to CFP (A) and CFP-10 (B) by age in household
contacts (HHCs) and individuals from source population (SP). Horizontal
lines depict the cut-off value (22 pg/mL).
doi:10.1371/journal.pone.0008257.g003
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seven (32.4%) incident cases were under 15 years of age and 8/37

(21.6%) under five. Most incident cases (75%) occurred after six

months of follow-up, 40.5% of them shared bedroom with the

index case and only 67.6% had a BCG scar compared to 78.3% in

the whole cohort. Comparison of geometric means of IFNc

produced by incident cases and non-incident HHCs only showed a

significant difference with HspX: 19.2 pg/mL (95% CI 8.3–44.9)

in incident cases versus 35.6 pg/mL (95% CI 32.3–39.1) in non-

incidents (p = 0.009) (Table 5).

Predictive Value of IFNc Production on the Development
of Active TB in HHC
To explore whether IFNc production in response specific (CFP-

10) and non-specific (CFP) M. tuberculosis antigens at baseline had a

predictive value, the risk of TB during the first two years of follow-

up was assessed according to IFNc responses as dichotomous and

ordinal outcomes. TB incidence was higher, but not significant

difference was found in positive IFNc responders to CFP-10 in

contrast to negative ones (HR 1.82 95% CI 0.79–4.20 p= 0.16).

Using our modification of the IFNc production categories

proposed by Andersen et al [11], almost a 3-fold difference was

found between the highest IFNc producers at baseline compared

with negative responders. Intermediate incidence rates were found

in low and medium categories (Table 6). Further support for this

finding was provided by the significant tendency of increasing

hazard rates of disease development with increasing IFNc
production levels in response to CFP-10 observed during follow-

up (Log Rank for trend p= 0.007) (Figure 4B). Disease incidence

was found to be highest in strong responders to CFP-10, whilst

those with medium and low levels of IFNc production had

intermediate incidence levels and the lowest incidence was found

in non responders. Response to CFP was not associated with risk

of developing disease (Figure 4A). Interestingly, within the first two

years after exposure, HHCs with negative IFNc responses to CFP-

10 had low hazard level of disease development and their risk was

distinctly different from the rest. However, from that time point

on, hazard in the lowest responder group rose and at 3 years

became very similar to those in the low and medium response

categories (Figure 4B).

Discussion

Herein we present evidence that levels of IFNc response to

CFP-10 assessed shortly after exposure to an infectious source may

be predictive of tuberculosis development in a population of

HHCs at high risk of infection. To our knowledge, this is the first

population based study to uphold the model posed by Andersen

et al [11]. These authors proposed specific categories of IFNc levels
produced in response to RD1 antigens that identify subgroups at

differential risk of disease development. Several studies have

inquired about the role of IFNc responses to RD1 antigens for

determining the prevalence of M. tuberculosis infection [38–40] and

predicting disease development [13,15,16] in high risk popula-

tions; however, data coming from population based studies with

sufficient power to assess disease prognosis has been limited

[15,16,38]. Albeit our study was performed in a country with an

intermediate level of TB incidence, we consider that the

immunologic profiles associated with high levels of infection and

disease development in HHCs maybe partly explained by a high

intensity of exposure in this population.

Our findings are based on a cohort of HHCs with few losses

and, compared to a representative sample of the SP, both with

sizes large enough to provide an adequate degree of estimate

precision and power. Besides the traditional TST, we used a novel,

though extensively evaluated, biomarker ofM. tuberculosis infection:

IFNc response to RD1 antigen CFP-10 and to other mycobac-

terial antigens, particularly Ag85A, HspX and CFP. TST results

Table 2. Correlation between TST and IFNc production in
response to CFP and CFP-10 by age in household contacts
(HHCs) and individuals from source population (SP).

Age HHCs (n=502) SP (n =766)

CFP CFP-10 CFP CFP-10

#4 0.78* 0.74 0.42 0.45

5–14 0.69 0.64 0.48 0.29

15–24 0.44 0.48 0.36 0.26

25–49 0.39 0.42 0.44 0.31

50–64 0.73 0.38 0.57 0.29

$65 0.57 0.45 0.54 0.55

Total 0.58 0.51 0.49 0.30

*Spearman correlation coefficient r. All p values,0.001.
{TST (mm of induration); IFNc (pg/mL).
doi:10.1371/journal.pone.0008257.t002

Table 3. Characteristics associated with baseline levels of
IFNc production in response to CFP-10 in HHCs.

Variable ORGEE* 95% CI p

Sex

Male 1.30 1.08–1.56

Age (years)

#4{ 1.00

5–14 1.89 1.36–2.61 0.0001

15–24 1.68 1.19–2.36 0.003

25–49 1.62 1.18–2.22 0.003

50–64 1.19 0.82–1.75 0.364

$65 1.33 0.85–2.08 0.206

Slept in same room as case 1.26 1.01–1.57 0.043

Crowding{ (3 or more persons per

room)

1.17 0.87–1.58 0.295

Crowding{ (less than 12m2 per

persons)

1.47 1.15–1.89 0.002

Crowding gradient (m2/room)1

Greater than 30{ 1.00

21.9–30.0 0.74 0.52–1.06 0.106

16.1–21.8 1.08 0.74–1.56 0.699

16.0 or less 1.04 0.72–1.50 0.838

Crowding (volume per person – m3)1

50.4 or more{ 1.00

29.4–50.3 0.91 0.63–1.31 0.607

19–29.3 1.18 0.82–1.71 0.368

18.9 or less 1.30 0.90–1.87 0.160

*Crude Odds Ratios adjusted for intra-household correlations with Generalized
Estimating Equations (assumptions: exchangeable matrix, logit link function
and binomial family).
{Reference category.
{According to definition identified in reference [53].
1Categories are quartiles of the air volume distribution.
doi:10.1371/journal.pone.0008257.t003
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with two different cut-offs showed 2.6–3.5 fold differences between

the two populations and IFNc production in response to all

antigens assessed was significantly higher in HHCs than in SP.

The observation of similar estimates of M. tuberculosis infection

when TST and IGRA for CFP-10 are used in HHCs but lower

positivity with IFNc response to CFP-10 in SP support that IFNc

measurement has higher specificity than TST, as has been

extensively reported [12,39,41–45]. The consistently positive

association of exposure related variables with positive IFNc

responses to CFP-10 indicates that M. tuberculosis may be

responsible for such responses. In addition, the predominantly

medium and high IFNc production levels in response to CFP-10

found in HHCs, in contrast to mostly low and negative responses

in the SP strongly suggest that mycobacterial stimulation in HHCs

is predominantly driven by M. tuberculosis.

Exploration of IFNc variations by age revealed a trend to

increase responses up to adulthood with CFP, but not with CFP-

10 in both HHCs and SP. This finding suggests that cumulative

exposure to environmental mycobacteria and M. bovis BCG

vaccination, besides M. tuberculosis, plays a role in determining

responses to CFP, but not to the M. tuberculosis specific antigen

CFP-10. In fact, IFNc responses to CFP-10 in HHCs were above

the cut-off point in subjects of all ages, but always below it in the

SP. This differential pattern shows the ability of CFP-10 responses

to discriminate between the risk of exposure to M. tuberculosis in

HHCs and the SP, irrespective of age. The observation that IFNc

responses to CFP-10 by age failed to show a trend and that

children exhibit IFNc responses as high as those in young and old

adults, confirms previous observations in Ugandan HHCs [45].

Additionally, in HHCs, correlations of IFNc levels in response

to CFP-10 and CFP, and TST indurations by age were highest in

children in whom recent exposure to the index case is

predominant. In contrast, in the SP the best correlations were

found in the older age groups in whom cumulative exposure to M.

tuberculosis, or other mycobacteria in the case of CFP induced

responses, is likely to be highest. This provides further evidence of

the M. tuberculosis specific nature of the responses to CFP-10.

An important difference between our study and others that have

been performed using IFNc responses is that the in-house assay

performed by us incorporates a 7 day whole blood culture in

contrast to the 24h incubation commonly used by commercial

IGRAs [46,47]. By virtue of the extended lymphocyte culture

times used herein, these measures may primarily detect central

memory responses while short incubation IGRAs commonly used,

detect mostly effector memory T cell responses of recently

activated lymphocytes [48,49] [Marı́n et al. manuscript in

preparation]. It has been argued that, in settings of high

endemicity where a mixture of recent and old infections are

commonly found, long term assays are more sensitive than those

with shorter culture times [48]. Thus the incubation time used in

our study may contribute to account for the high levels of IFNc

responses to CFP-10 observed in HHCs and the establishment of

latent tuberculosis infection amongst HHCs.

The main goal of our study was to establish the value of IFNc

responses to CFP-10 as prognostic marker of tuberculosis disease

development. Except for HspX-induced responses, univariate and

bivariate analyses of IFNc baseline levels did not show significant

differences between incident and non-incident HHCs (Table 5).

However, during the course of this study, Andersen et al [11]

proposed a model in which IFNc responses to RD1 antigens can

be categorized in low, medium and high, where higher producers

are at increased risk of disease development. Thus, we modified

such categories adding a fourth level of negative responders

(#22 pg/mL) based on the cut-off value taking into account the

Table 4. Incidence of active tuberculosis in household contacts according to age.

Age N Cases Percentage of TB cases Incidence proportion Person-years

Incidence rate (#/1000

person-years)

#4 237 8 21.6 3.4 619.9 12.9

5–14 505 4 10.8 0.8 1342.0 3.0

15–24 381 7 18.9 1.8 985.5 7.1

25–49 585 7 18.9 1.2 1498.0 4.5

50–64 209 7 18.9 3.3 510.8 13.1

$65 135 4 10.8 3.0 315.3 10.6

Total 2052 37 100.0 1.8 5272.3 7.0

doi:10.1371/journal.pone.0008257.t004

Table 5. Comparison of baseline IFNc production by TB incident and non–incident HHCs in response to the antigens used.

Antigen Geometric Mean (CI 95%) Geometric Mean (CI 95%) % (n/n) % (n/n) x
2{

Incident Non-incident p value* Incident Non-incident p value

CFP 562.7 (324.7–975.1) 554.5 (515.3–596.7) 0.958 87.9 (29/33) 88.3 (1704/1929) 0.935

CFP-10 248.9 (133.9–462.6) 188.8(174.4–204.4) 0.278 78.8 (26/33) 66.0 (1281/1940) 0.124

HspX 19.2 (8.3–44.9) 35.6 (32.3–39.1) 0.009 33.3 (11/33) 32.0 (611/1912) 0.866

Ag85A 29.2 (12.5–68.0) 34.5 (31.0–38.3) 0.549 39.4 (13/33) 30.1 (583/1940) 0.246

*Student t - test.
{Chi-square (x2) test.
doi:10.1371/journal.pone.0008257.t005
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gamma distribution found in the non-stimulated cultures.

Strikingly, we found a significant trend to increase incidence of

tuberculosis with increasing levels of CFP-10-induced IFNc, but

not with CFP. The marked differences in risk of disease

progression in the negative responder group compared to the rest

during the first 2 years, suggest that indeed these HHCs were not

infected and shows the added value provided by this categoriza-

tion. Interestingly, after 2 years post-exposure, the cumulative

incidence in non-responders levelled out with those of low and

medium IFNc producers. The reasons why risk levels become

similar after the first 24 months is unclear. We explored differences

among subjects in the negative response group regarding

socioeconomic, demographic and epidemiologically relevant

variables but significant differences were not found (data not

shown). Possible explanations for levelling out of risks of disease

development in subjects with different levels of IFNc production in

response to CFP-10 could be related to M. tuberculosis re-exposures

and slow responses due to co morbidities.

The more detailed assessment of the evolution of IFNc levels

produced by incident cases and non-incident HHCs in response to

CFP and CFP-10 is in agreement with the model proposed by

Andersen et al [11]. These authors proposed three stages in

tuberculosis immunopathogenesis following M. tuberculosis infec-

tion: an initial phase of incipient disease characterized by a small

peak of IFNc production in response to RD1 antigens, which in

those that initially control the bacillus, is followed by a decline and

subsequent plateau of IFNc levels throughout the duration of

bacterial latency, only to rise again and reach the highest levels

when active disease ensues. A few studies support this issue

[50,51]. Although our data provide support for the concept that

high levels of IFNc in response to RD1 antigens after exposure are

indicative of higher risk of disease development during the first 2

years post exposure, the observation that most incident cases

occurred 6–24 months after the diagnosis of the index case is not

fully in line with the reasoning [11] which proposes that this model

holds only for short term progressions to overt disease. In the case

of child HHCs the exposure to the index case most probably

resulted in primary infection and in a high proportion of them in

post-primary disease. The high levels of conversions by TST and

IGRA, as well as the high disease incidence rate ratios observed in

children, suggest that a high proportion of disease may be due to

recent transmission. In adult HHCs such exposure may result in

reinfection, making it likely that a large proportion of our incident

adult cases were due to reinfections rather than to reactivations.

Besides exploring responses to CFP-10 and CFP, we also

assessed responses to antigens HspX and Ag85A. We found the

greatest difference in IFNc responses between HHCs and SP was

marked by HspX and followed closely by Ag85A. The differences

Table 6. Incidence of active tuberculosis in household contacts and IFNc production levels at baseline.

IFNc production* N Cases Percentage of TB cases Incidence Proportion Person-years

Incidence Rate (#/1000

person-years)

Negative 666 7 21.2 1.05 1686.9 4.1

Low 338 6 18.2 1.78 857.9 7.0

Medium 688 12 36.4 1.74 1798.1 6.7

High 281 8 24.2 2.85 703.5 11.4

Total Positive{ 1307 26 78.8 1.99 3359.6 7.7

*Negative: ,22pg/mL, Low: 22–99 pg/mL Medium: 100–999 pg/mL, High: $1000 pg/mL.
{Total positive: (Negative + Low + Medium + High).
doi:10.1371/journal.pone.0008257.t006

Figure 4. Hazard of TB development according to IFNc

production. Hazard levels of tuberculosis development taking the
modified version of IFNc production categories proposed by Andersen
et al [11] as baseline predictors of disease. Negative: ,22pg/mL, Low:
22–99 pg/mL Medium: 100–999 pg/mL, High: $1000 pg/mL. HHCs:
Household Contacts SP: Source Population.
doi:10.1371/journal.pone.0008257.g004
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in responses to HspX can be explained by its known role in

maintaining latency, but the reasons for the large differences in

responses to Ag85A remain unclear to us. It must be noted that for

stimulation in whole blood cultures we used recombinant proteins

rather than peptides; however, Arend et al compared the response

to the two type of CFP-10 preparations and found them to be

equivalent [52]. In addition, though epitope mapping has been

performed for these antigens, it is possible that other epitopes are

present in the proteins. In whole blood cultures the use of proteins

does not require the differentiation of MHC-I vs. MHC-II

epitopes, which determines the response to particular peptides.

Furthermore, in an in vitro T cell stimulation assay such as the

one performed in this cohort, whole proteins typically give a

more robust response than peptides (John T. Belisle personal

communication).

Given the very high rates of tuberculosis development observed

in children and the fact that we could not offer them IPT, as

recommended by several international guidelines [29–31], the

ethical implications of this study is a highly relevant issue.

However, according to the Colombian TB Control Program [28]

IPT can only be provided to children under 5 years of age with

$10 mm induration in the TST test, no BCG vaccination,

conditions that were not met by any of this cohort’s children. In

addition, the administration of all anti-TB treatments is restricted

to the government operated TB Control program, a reason why

our research team was unable to provide it.

We consider that, in spite of not being able to provide

prophylaxis to children less than 5 years, our results serve to

increase the visibility of this vulnerable population subgroup.

Twenty two percent of incident cases in our study were children

#4 years compared to only 3% of this age group detected through

regular surveillance activities in Medellı́n (http://www.dssa.gov.

co/htm/inciden.htm). Even though we did not offer IPT, we

closely followed the cohort members resulting in a reduction of the

median diagnostic delay from 2.6 months in index cases to 1.0

month in incident cases (data not shown). In addition, the results

clearly demonstrate the high risk of infection and disease

development in child HHCs. We consider that this finding

underscores the need to focus on this population subgroup and

strengthen contact tracing activities. Since this message was

delivered by members of our group to health authorities in several

occasions, Colombian health authorities decided to change the

national health regulations to allow the provision of tuberculosis

IPT to all child contacts less than 5 years of age regardless of

vaccination status (statement issued by the Public Health Director

of the Colombian Ministry of Social Protection).

Taken together our results clearly demonstrate that HHCs are a

population at high risk of infection and disease development and

show a marked difference in the risk of tuberculosis development

depending on the levels of IFNc production in response to CFP-10

shortly after exposure to M. tuberculosis. Since the identification of

close contacts at highest risk of disease development is a highly

desirable tool for more efficient tuberculosis control, the results

presented herein constitute a remarkable step forward in the

search for a biomarker of disease prognosis and open up the

possibility of providing targeted IPT administration to child

contacts based on IFNc production in response to CFP-10

antigen.

Acknowledgments

The authors would like to thank the state of Antioquia’s Sectional health

directorate (DSSA), Public health laboratory (LDSPA) and Program for

improved nutrition and nourishment (MANA). We thank the Health

Secretariats from Medellı́n, Bello and Itaguı́, the University of Antioquia’s

health care provider (IPS Universitaria), Clı́nica Noel, Liga Antitubercu-

losa de Antioquia and all the institutions, clinicians and other professionals

who provided specialized advice and assistance. We would like to

particularly recognize Dr. Lázaro Vélez, Dr. Ana E. Prada, Dr. Lizeth

Paniagua and Dr. Mónica Vásquez for their valuable clinical assistance,

Dr. Hugo Grisales for his statistical advice, Prof. Colombia Hernández and

her students for their enthusiastic participation in educational recreational

activities with the cohort’s children, as well as Maria C. Acosta for

educational activities and Gladys Posada for clinical assessments of

nutritional conditions of families, specially children. Last but not least,

we would like to thank the families who generously volunteered for our

study for, without them, none of this work could have been possible.

Author Contributions

Conceived and designed the experiments: HdC SCP LFB BLO LFG.

Performed the experiments: SCP NDM MER FR GIM JR. Analyzed the

data: HdC SCP NDM DMM LL MER FR MPA CAR LFG. Contributed

reagents/materials/analysis tools: JTB KD MRG PJB. Wrote the paper:

HdC LFG. Conceived and designed the study: LMG HDC MRG CAR.

Supervised field work: HDC. Designed and managed database: LL.

Responsible for field and clinical aspects: HMH TM LV. Critically

reviewed the manuscript: LFB BLO JTB KD PJB JR MPA CAR. Patient

recruitment and clinical assessment: CJM. Field work, household contacts

recruitment and follow-up: MCO LMA. Clinical aspects: AB.

References

1. World Health Organization (2008) Global Tuberculosis Control:Surveil-
lance, Planning, Financing:WHO Report 2008. Geneva, Switzerland:
WHO.

2. Dye C, Hosseini M, Watt C (2007) Did we reach the 2005 targets for
tuberculosis control? Bull World Health Organ 85: 364–369.

3. Maher D, Dye C, Floyd K, Pantoja A, Lonnroth K, et al. (2007) Planning to
improve global health: the next decade of tuberculosis control. Bull World
Health Organ 85: 341–347.

4. Morrison J, Pai M, Hopewell PC (2008) Tuberculosis and latent tuberculosis
infection in close contacts of people with pulmonary tuberculosis in low-income
and middle-income countries: a systematic review and meta-analysis. Lancet
Infect Dis 8: 359–368.

5. Young DB, Perkins MD, Duncan K, Barry CE III (2008) Confronting the
scientific obstacles to global control of tuberculosis. J Clin Invest 118:
1255–1265.

6. Styblo K (1980) Recent advances in epidemiological research in tuberculosis.
Adv Tuberc Res 20: 1–63.

7. Flynn JL, Ernst JD (2000) Immune responses in tuberculosis. Curr Opin
Immunol 12: 432–436.

8. Garnier T, Eiglmeier K, Camus JC, Medina N, Mansoor H, et al. (2003) The
complete genome sequence of Mycobacterium bovis. Proc Natl Acad Sci U S A
100: 7877–7882.

9. Mostowy S, Cleto C, Sherman DR, Behr MA (2004) The Mycobacterium
tuberculosis complex transcriptome of attenuation. Tuberculosis (Edinb ) 84:
197–204.

10. Pai M, Zwerling A, Menzies D (2008) Systematic review: T-cell-based assays for
the diagnosis of latent tuberculosis infection: an update. Ann Intern Med 149:
177–184.

11. Andersen P, Doherty TM, Pai M, Weldingh K (2007) The prognosis of latent
tuberculosis: can disease be predicted? Trends Mol Med 13: 175–182.

12. Doherty TM, Demissie A, Olobo J, Wolday D, Britton S, et al. (2002) Immune
responses to the Mycobacterium tuberculosis-specific antigen ESAT-6 signal
subclinical infection among contacts of tuberculosis patients. J Clin Microbiol
40: 704–706.

13. Higuchi K, Harada N, Fukazawa K, Mori T (2008) Relationship between
whole-blood interferon-gamma responses and the risk of active tuberculosis.
Tuberculosis 88: 244–248.

14. Hill PC, Jackson-Sillah DJ, Fox A, Brookes RH, de Jong BC, et al. (2008)
Incidence of tuberculosis and the predictive value of ELISPOT and Mantoux
tests in Gambian case contacts. PLoS One 3: e1379.

15. Diel R, Loddenkemper R, Meywald-Walter K, Niemann S, Nienhaus A (2008)
Predictive value of a whole blood IFN-gamma assay for the development of

active tuberculosis disease after recent infection with Mycobacterium tubercu-
losis. Am J Respir Crit Care Med 177: 1164–1170.

IFNc and TB Prediction

PLoS ONE | www.plosone.org 10 December 2009 | Volume 4 | Issue 12 | e8257



16. Bakir M, Millington KA, Soysal A, Deeks JJ, Efee S, et al. (2008) Prognostic
value of a T-cell-based, interferon-gamma biomarker in children with
tuberculosis contact. Ann Intern Med 149: 777–787.

17. Yuan Y, Crane DD, Simpson RM, Zhu Y, Hickey MJ, et al. (1998) The 16-kDa
alpha -crystallin (Acr) protein of Mycobacterium tuberculosis is required for
growth in macrophages. Proc Natl Acad Sci 95: 9578–9583.

18. Young D, Dye C (2006) The development and impact of tuberculosis vaccines.
Cell 124: 683–687.

19. DANE (2006) Censo General 2005 República de Colombia, Población Censada
en Medellı́n y Area Metropolitana.

20. American Thoracic Society, CDC (1990) Diagnostic standards anc classification
of tuberculosis. Am Rev Res Dis 142: 725–735.

21. Stop TB Partnership Childhood TB Subgroup World Health Organization
(2006) Introduction and Diagnosis of tuberculosis in children. In: Guidance for
National Tuberculosis Programmes on the Management of tuberculosis in
children WHO.

22. Cardoso-Leao S, Martin A, Mejı́a GI, Palomino JC, Robledo J, et al. (2004)
Practical Handbook for the phenotypic and genotypic identification of
mycobacteria. Brussels, Belgium: INCO European Commission International
Cooperation for Developing Countries Concerted Action.

23. Black GF, Weir RE, Chaguluka SD, Warndorff D, Crampin AC, et al. (2003)
Gamma interferon responses induced by a panel of recombinant and purified
mycobacterial antigens in healthy, non-mycobacterium bovis BCG-vaccinated
Malawian young adults. Clin Diagn Lab Immunol 10: 602–611.

24. Hussain R, Kaleem A, Shahid F, Dojki M, Jamil B, et al. (2002) Cytokine
profiles using whole-blood assays can discriminate between tuberculosis patients
and healthy endemic controls in a BCG-vaccinated population. J Immunol
Methods 264: 95–108.

25. Johnson NL, Kotz S, Balakrishnan N (1994) Continuos Univariate Distributions.
New York: Wiley.

26. Menzies D, Pai M, Comstock G (2007) Meta-analysis: new tests for the diagnosis
of latent tuberculosis infection: areas of uncertainty and recommendations for
research. Ann Intern Med 146: 340–354.

27. Kleinbaum D, Klein M (2005) Logistic regression for correlated data. In:
Logistic Regression: A self learning text. Atlanta: Springer. pp 327–375.

28. Ministerio de Salud de Colombia (2000) Guı́a de atención de la tuberculosis
pulmonar y extrapulmonar. Normas técnicas y guı́as de atención. Resolución
No 412.

29. World Health Organization (2008) Implementing the WHO Stop TB Strategy:
A handbook for national tuberculosis programmes. Geneva, Switzerland.: World
Health Organization. 198 p.

30. Hopewell PC, Pai M, Maher D, Uplekar M, Raviglione MC (2006)
International standards for tuberculosis care. Lancet Infect Dis 6: 710–725.

31. Enarson DA, Rieder HL, Arnadottir T, Trebucq A (2000) Management of
Tuberculosis A guide for low income countries. Paris, France: IUATLD.

32. American Thoracic Society, Centers for Disease Control (1999) Targeted
Tuberculin Testing and Treatment of Latent Tuberculosis Infection. Am J Respir
Crit Care Med. pp 221S–2247.

33. Pai M, Riley LW, Colford JM Jr (2004) Interferon-gamma assays in the
immunodiagnosis of tuberculosis: a systematic review. Lancet Infect Dis 4:
761–776.

34. Dillon DC, Alderson MR, Day CH, Bement T, Campos-Neto A, et al. (2000)
Molecular and Immunological Characterization of Mycobacterium tuberculosis
CFP-10, an Immunodiagnostic Antigen Missing in Mycobacterium bovis BCG.
J Clin Microbiol 38: 3285–3290.

35. Launois P, DeLeys R, Niang MN, Drowart A, Andrien M, et al. (1994) T-cell-
epitope mapping of the major secreted mycobacterial antigen Ag85A in
tuberculosis and leprosy. Infect Immun 62: 3679–3687.

36. Veerapathran A, Joshi R, Goswami K, Dogra S, Moodie EE, et al. (2008) T-cell

assays for tuberculosis infection: deriving cut-offs for conversions using

reproducibility data. PLoS One 3: e1850.

37. Lewinsohn DA, Lewinsohn DM (2008) Immunologic susceptibility of young

children to Mycobacterium tuberculosis. Pediatr Res 63: 115.

38. Soysal A, Turel O, Toprak D, Bakir M (2008) Comparison of positive tuberculin

skin test with an interferon-gamma-based assay in unexposed children.

Jpn J Infect Dis 61: 192–195.

39. Jackson-Sillah D, Hill PC, Fox A, Brookes RH, Donkor SA, et al. (2007)

Screening for tuberculosis among 2381 household contacts of sputum-smear-

positive cases in The Gambia. Trans R Soc Trop Med Hyg 101: 594–601.

40. Ewer K, Deeks J, Alvarez L, Bryant G, Waller S, et al. (2003) Comparison of T-

cell-based assay with tuberculin skin test for diagnosis of Mycobacterium

tuberculosis infection in a school tuberculosis outbreak. Lancet 361: 1168–1173.

41. Hill PC, Brookes RH, Fox A, Jackson-Sillah D, Jeffries DJ, et al. (2007)

Longitudinal assessment of an ELISPOT test for Mycobacterium tuberculosis

infection. PLoS Med 4: e192.

42. Soysal A, Millington KA, Bakir M, Dosanjh D, Aslan Y, et al. (2005) Effect of

BCG vaccination on risk of Mycobacterium tuberculosis infection in children

with household tuberculosis contact: a prospective community-based study.

Lancet 366: 1443–1451.

43. Ewer K, Millington KA, Deeks JJ, Alvarez L, Bryant G, et al. (2006) Dynamic

antigen-specific T-cell responses after point-source exposure to Mycobacterium

tuberculosis. Am J Respir Crit Care Med 174: 831–839.

44. Hussain R, Talat N, Shahid F, Dawood G (2007) Longitudinal tracking of

cytokines after acute exposure to tuberculosis: association of distinct cytokine

patterns with protection and disease development. Clin Vaccine Immunol 14:

1578–1586.

45. Lewinsohn DA, Zalwango S, Stein CM, Mayanja-Kizza H, Okwera A, et al.

(2008) Whole blood interferon-gamma responses to mycobacterium tuberculosis

antigens in young household contacts of persons with tuberculosis in Uganda.

PLoS One 3: e3407.

46. Lalvani A, Richeldi L, Kunst H (2005) Interferon gamma assays for tuberculosis.

Lancet Infect Dis 5: 322–324.

47. Connell TG, Rangaka MX, Curtis N, Wilkinson RJ (2006) QuantiFERON-TB

Gold: state of the art for the diagnosis of tuberculosis infection? Expert Rev Mol

Diagn 6: 663–677.

48. Cehovin A, Cliff JM, Hill PC, Brookes RH, Dockrell HM (2007) Extended

culture enhances sensitivity of a gamma interferon assay for latent Mycobac-

terium tuberculosis infection. Clin Vaccine Immunol 14: 796–798.

49. Leyten EM, Arend SM, Prins C, Cobelens FG, Ottenhoff TH, et al. (2007)

Discrepancy between Mycobacterium tuberculosis-specific gamma interferon

release assays using short and prolonged in vitro incubation. Clin Vaccine

Immunol 14: 880–885.

50. Adetifa IM, Brookes R, Lugos MD, de Jong BC, Antonio M, et al. (2007) Rising

ELISPOT count prior to the onset of symptoms of full-blown tuberculosis

disease. Int J Tuberc Lung Dis 11: 350–352.

51. Richeldi L, Ewer K, Losi M, Bergamini BM, Millington K, et al. (2007) T-cell-

based diagnosis of neonatal multidrug-resistant latent tuberculosis infection.

Pediatrics 119: e1–e5.

52. Arend SM, Geluk A, Meijgaarden KEv, Dissel JTv, Theisen M, et al. (2000)

Antigenic equivalence of human T-cell responses to Mycobacterium tuberculosis-

specific RD1-encoded protein antigens ESAT-6 and culture filtrate protein 10

and in mixtures of synthetic peptides. Infect Immun 68: 3314–3321.

53. Gray A (2001) Definitions of Crowding and the Effect of Crowding on Health: A

Literature Review. Wellington, New Zealand: Ministry of Social Policy. 39 p.

IFNc and TB Prediction

PLoS ONE | www.plosone.org 11 December 2009 | Volume 4 | Issue 12 | e8257


