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Abstract: The aim of this study was to study the expression level of interferon-γ (IFN-γ) and monocyte chemoattrac-
tant protein-1 (MCP-1) in peripheral blood and its auxiliary diagnostic value in active tuberculosis. A chemilumines-
cence enzyme immunoassay method was used to detect the levels of IFN-γ and MCP-1 in peripheral blood. Then 
the receiver operating characteristic curve were drawn to determine the threshold of IFN-γ and MCP-1 for diagnosis 
of active tuberculosis and to evaluate their diagnostic performance. The specific IFN-γ and MCP-1 levels in the ac-
tive tuberculosis group were significantly higher than those in the non-tuberculous pulmonary disease group (P < 
0.01) and those in the healthy control group (P < 0.01). The IFN-γ levels in the healthy control group and the non-
tuberculous respiratory disease group showed no statistically significant difference (P > 0.05), but the MCP-1 levels 
in the non-tuberculous respiratory disease group were significantly higher than those of the healthy control group (P 
< 0.05). The specific IFN-γ and MCP-1 level cut off values were 256 pg/ml and 389 pg/ml as an active tuberculosis 
diagnostic standard. The sensitivities of IFN-γ and MCP-1 were 57.3% and 92.8%, respectively; specificities were 
80% and 80.7%, respectively; the positive predictive values were 76.9% and 84.9%, respectively; negative predic-
tive values were 61.7% and 78.7%, respectively; and accuracy rates were 76.9% and 84.9%, respectively. Compared 
with the detection of IFN-γ, we observed a better diagnostic performance of MCP-1 in peripheral blood in active 
tuberculosis. MCP-1 may become one of the active tuberculosis auxiliary diagnostic targets.
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Introduction 

Based on a recent global report, tuberculosis 
(TB) is a major cause of illness and death world-
wide, with the heaviest burden in developing 
countries (World Health Organization, 2012). 
Early diagnosis and treatment of active TB are 
considered cornerstones of TB control. Current 
microbiologic methods (acid-fast stain smear 
and mycobacterial culture) are the gold stan-
dards for the clinical diagnosis of active TB. 
Unfortunately, acid-fast stain smears are rela-
tively insensitive in TB diagnosis. Therefore, we 
urgently need a rapid and accurate method of 
laboratory diagnosis.

The early secreted antigenic target 6 (ESAT-6) 
and culture filtrate protein 10 (CFP-10) are both 
encoded in the region of difference 1 (RD1), 
which is present in Mycobacterium tuberculo-

sis (MTB) and M. bovis but is absent in M. bovis 
BCG and most environmental Mycobacteria [1, 
2]. RD1, therefore, can be used to distinguish 
M. tuberculosis infection from the BCG vaccina-
tion. The interferon gamma release assay 
(IGRA), is a quantitative detection method that 
measures interferon-γ (IFN-γ) release by sensi-
tized T cells after stimulation with peptides of 
M. tuberculosis-specific antigens ESAT-6 and 
CFP-10. Quantiferon TB Gold (Cellestis Ltd., 
Carnegie, Australia), and IGRA, has proven both 
sensitive (75-97%) and specific (> 90%) as an 
immunodiagnostic test for TB infection, and 
appears to be more accurate than the tubercu-
lin skin test (TST) [3, 4]. But the Quantiferon TB 
Gold method cannot differentiate active TB 
cases from those with latent TB infection. 
Ruhwald et al. and Frahm et al. screened large 
panels of potential biomarker candidates [5-8], 
in which monocyte-derived chemokine mono-

http://www.ijcem.com


Diagnostic of monocyte chemoattractant protein-1

9455	 Int J Clin Exp Med 2015;8(6):9454-9461

cyte chemoattractant protein-1 (MCP-1) has 
shown the most promise in distinguishing 
between active and latent cases. MCP-1 is the 
most potent activator of monocytes and is 
essential for recruitment and migration of T 
lymphocytes to the lung. Responsiveness to 
MCP-1 is dependent on its receptor CCR2, and 
MCP-1 is a potent activator of not only mono-
cytes, but all cells that express CCR2, including 
also macrophages, CD4+ T cells, and immature 
dendritic cells [9]. MCP-1 has been shown 
essential for granuloma formation [10] and in 
playing a critical role in protection against 
tuberculosis in the murine model [11].

The primary objective of this study was to vali-
date whether IFN-γ and MCP-1 responses to 
the fusion protein of ESAT-6 and CFP-10 in 
whole blood could identify active tuberculosis, 
and to compare their diagnostic values. To 
date, there have been no studies conducted in 
highly endemic settings that compare the sen-
sitivities and specificities of IFN-γ and MCP-1 
assays for active TB diagnosis.

Materials and methods

Study population

A total of 292 patients were recruited in the 
309th Hospital of Chinese PLA, Beijing 100091, 
the Second Hospital of Jilin University, 
Changchun 130041, and the Tumor Hospital of 
Jilin Province, Changchun 130000, China, from 
October 2010 through November 2011. The 
patients were untreated or had received less 
than 2 weeks of therapy at the time of veni-

puncture for the test. The clinical data were sur-
veyed retrospectively. The patients were sepa-
rated into 3 groups based on their final 
diagnoses: 1) active TB group: 157 cases, 
mean age of 43 ± 21, 95 males and 62 females; 
2) non-tuberculous pulmonary disease (non-TB) 
group: 95 cases, mean age of 53 ± 12, 62 
males and 33 females; 3) healthy control group: 
40 cases, mean age of 39 ± 9, 28 males and 
12 females. The diagnosis of active TB was 
established according to China’s 1992 revised 
guidelines, “Diagnostic Criteria and Classifi- 
cation of Tuberculosis.” Details of patients and 
controls included in the study are given in Table 
1. This study was conducted in accordance 
with the declaration of Helsinki. This study was 
conducted with approval from the Ethics 
Committee of the Second Hospital of Jilin 
University. Written informed consent was 
obtained from all participants.

Purified protein derivative (PPD) skin test

The PPD skin test was performed according to 
the standard Mantoux technique by a trained 
nurse from the Institute for Tuberculosis 
Research, the 309th Hospital of Chinese PLA, 
Beijing, China. Five tuberculin units of PPD (0.1 
ml) from M. bovis BCG (50 IU/ml, Chengdu 
Institute of Biological Products, China) was 
injected intradermally in the volar surface of 
the left forearm. The diameters of both axes of 
skin induration were measured and recorded 
by a certified doctor at 72 h after injection. A 
positive response to PPD was defined as an 
induration of greater than 5 mm in diameter.

Table 1. The levels of MCP-1 and IFN-γ in the culture supernatant of whole blood (M)

Groups Active TB disease 
group

Non-TB respiratory diseases 
group

Healthy control 
group

Example number 157 95 40
MCP-1 (pg/ml)
    Negative control well 114 (-38-940) 80.6 (3.9-520.4)c 46 (0-187)d

    Non-specific antigen stimulation 826 (9-984) 872 (99-984) 973 (826-1035)
    Tuberculosis -specific antigen stimulation 813 (-280-995) 212 (-59-954)b,c 87 (2-704)c

IFN-γ (pg/ml)
    Negative control wells 22.8 (0.5-345)a 22.2 (10.1-72.8)a 13 (6-99)a

    Non-specific antigen stimulation 578 (58-1015) 510 (40-1057) 999 (124-1180)
    TB-specific antigen stimulation 303 (11-1089) 99 (19-805)c 114 (7-365)c

Note: The data of MCP-1 and IFN-γ was in a skewed portion, therefore it was indicated by the median (M), the number in brack-
ets was the minimum and maximum levels of the two cytokine. a: Comparison with the other groups P > 0.05. b: Comparison 
with the healthy control group P < 0.05. c: Comparison with active TB group P < 0.05. d: Comparison with non-tuberculous 
respiratory disease group P < 0.05.
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Whole blood stimulation and culture

M. tuberculosis CFP-10/ESAT-6 cloning, expres-
sion, and purification were performed as 
described previously [12], and the recombinant 
CFP-10/ESAT-6 (rCFP-10/ESAT-6) fusion pro-
tein was prepared by Institute of Tuberculosis 
Research, at the 309th Hospital of PLA, Beijing, 
China. For each person, 2 ml of venous blood 
was collected in a sodium citrate glass tube 
and processed within 6 h. Then, 400 μl aliquots 
of the whole blood was diluted 1:1 with serum-
free medium (Gibco, Invitrogen, USA) and incu-
bated in 24-well tissue culture plates (Sheng- 
you, Hangzhou, Zhejiang Province, China) in a 
humidified box with 5% CO2 at 37°C for 18 to 
22 h in three separate conditions: 1) the rCFP-
10/ESAT-6 fusion protein antigen at a concen-
tration of 20 μl/ml; 2) a phytohemagglutinin 
(PHA, 20 μl/ml; Sigma, Missouri, USA) as a pos-
itive control; and 3) a mock stimulation as a 

dilution for the MCP-1) were added in duplicate 
to the wells, and incubated for 2 h at room tem-
perature. The plates were incubated at 37°C 
for 2 h. Following 5 recommended washes with 
wash buffer, biotinylated anti-human antibod-
ies against each biomarker (1:250 biotinylated 
IFN-γ, BD OptEIATM Human IFN-γ ELISA Set, 
USA; 1:1000 biotinylated MCP-1, BD OptEIATM 
Human MCP-1 ELISA Set, USA), and streptavi-
din-horseradish peroxidase conjugate (1:250, 
BD Biosciences, 1:250, BD Biosciences, USA) 
were added to the wells and incubated at 37°C 
for 1 h. After the plate was washed 7 times with 
wash buffer, the chemiluminescent substrate 
solution A and B reagent (Chemiluminescence 
Substrate Reagent, Beijing Keyuezhongkai Co. 
Ltd., China) at a 1:1 mix, each hole after joining 
100 μl to avoid light placed 5 minutes. The light 
values were measured with a chemilumines-
cence detector (type KPS-KM) (Beijing Kemei- 
dongya Co. Ltd., Beijing, China) and converted 

Figure 1. TB-specific IFN-γ and MCP-1 production. The TB-specific cytokine 
levels were obtained by subtracting the values of the negative control wells 
from the values in the rCFP-10/ESAT-6 antigen stimulated wells and ex-
pressed as pg/ml. Straight lines represent median values.

negative control. Following the 
stimulations, 400 μl of super-
natant was harvested from 
each well, and frozen at -80°C 
until analysis within 16 weeks.

IFN-γ and MCP-1 chemilumi-
nescence enzyme immunoas-
say

The supernatants from each 
specimen were threw, for the 
simultaneous detection of 
IFN-γ and MCP-1. Capture 
antibodies against IFN-γ (BD 
OptEIATM Human IFN-γ ELISA 
Set, Becton Dickinson, New 
Jersey, USA) and MCP-1 (BD 
OptEIATM Human MCP-1 ELI- 
SA Set, Becton Dickinson) we- 
re coated in separate 96-well 
microtiter plates (Jinchanhua, 
Shenzhen Province, China) 
overnight at 4°C. After wash-
ing three times with phos-
phate-buffered saline (PBS-T), 
the plates were blocked with 
PBS containing 10% fetal 
bovine serum (FBS) for 1 h at 
room temperature. Subse- 
quently, individual superna-
tant plasma samples (without 
dilution for the IFN-γ and 1:10 
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to pg/ml using a standard curve run on each 
plate. For each subject, the TB-specific cyto-
kine levels were determined by subtracting the 
values of the negative control wells from the 
values in the stimulated wells and expressed in 
pg/ml. 

Data management and statistical analysis

All data were entered into a Microsoft Office 
Excel file. Data conforming to the non-normal 
distribution using median (M) and the range 
indicates. The median and range of the cyto-
kine levels in the test well minus the negative 
control well in individual groups were calculat-
ed. The differences between the groups were 
analyzed by nonparametric tests. The data was 
analyzed using SPSS 17.0. MCP-1 levels and 
IFN-γ levels of the three unstimulated groups 
were analyzed by Kruskal-Wallis H test. The dif-
ference between the two groups was analyzed 
by Mann-Whitney U test. All of the significance 
tests were two sided, and a P < 0.05 was con-
sidered to be statistically significant.

The sensitivities and specificities of tests with 
each antigen were calculated. The sensitivity is 
defined as the number of correctly detected 
cases in the active TB group divided by the total 
number in the active TB group, which shows the 
ability of the assay to correctly diagnose active 
TB. The specificity is defined as the number of 
correctly detected non-active cases divided by 
the total number in the control group, which 
shows the ability of the assay to correctly diag-
nose non-TB disease. Both non-TB patients and 
healthy controls were used as controls, while 
active-TB patients were the test group. Using 
SPSS 17.0 software (Chinese version), we drew 
tuberculosis-specific IFN-γ and MCP-1 receiver 
operating characteristics (ROC) curves. ROC 
curves were constructed and analyzed to deter-
mine the most accurate cut-off values for the 
diagnosis of active-TB.

1. The median and the range of the levels of the 
two biomarkers in whole blood in each group 
are presented in Table 2. The difference in 
MCP-1 levels was statistically significant 
between the 3 unstimulated groups (P < 0.05), 
while the difference in IFN-γ levels was not sta-
tistically significant between the 3 unstimulat-
ed groups (P > 0.05). The tuberculosis-specific 
IFN-γ levels in the active TB group were signifi-
cantly higher than those of the non-tuberculo-
sis respiratory disease group (P < 0.001) and 
the healthy controls (P < 0.001), while the dif-
ference in tuberculosis-specific IFN-γ levels 
between the non-tuberculous respiratory dis-
ease and healthy control groups were not sta-
tistically significant (P > 0.05).

IFN-γ and MCP-1 test performance

Both non-TB patients and healthy participants 
were used as control groups, and active-TB 
patients were used as the test group. 
Tuberculosis-specific IFN-γ and MCP-1 ROC 
curves are shown in Figure 2. The areas under 
the curves for IFN-γ and MCP-1 were 0.823 
(95% CI: 0.775-0.870) and 0.948 (95% CI: 
0.918-0.978), respectively. According to ROC 
curves, the cut off values of IFN-γ and MCP-1 
were 256 pg/mL and 389 pg/ml, respectively. 
With IFN-γ detection, there were 90 positive 
cases in the active-TB group, and 108 negative 
cases in the control group (including both the 
non-TB patients and healthy controls), and the 
sensitivity, specificity, and diagnostic efficiency 
was 57.3%, 80.0%, and 67.8%, respectively. 
With MCP-1 detection, there were 146 positive 
cases in the active-TB group, and 109 negative 
cases in the control group, and the sensitivity, 
specificity, and diagnostic efficiency for MCP-1 
was 92.9%, 80.7%, and 87.3%, respectively. 
Although both tests showed higher sensitivi-
ties, specificities, and diagnostic efficiencies 
that expected in the differentiation between 
active TB and non-TB, the sensitivity and diag-

Results

IFN-γ and MCP-1 levels 
in whole blood

One hundred and fifty-
seven cases of active TB, 
95 cases of non-TB, and 
40 cases of healthy con-
trols were studied. The 
two biomarkers’ scatter-
plots are shown in Figure 

Table 2. The MCP-1 and IFN-γ levels of culture supernatant of whole 
blood of different groups of active TB
Groups Number TB -specific MCP-1 TB -specific IFN-γ
TB 108 807 (-280-996) 331 (15-1064)
Extrapulmonary TB 49 833 (-252-964) 279 (11-1089)
Acid-fast bacilli smear-positive 34 836 (83-961) 314 (11-1065)
Acid-fast bacilli smear-negative 123 809 (-280-996) 300 (15-1115)
PPD skin test positive 83 824 (83-996) 313 (19-1089)
PPD skin test negative 33 849 (-280-987) 241 (11-1015)
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nostic efficiency of IFN-γ was lower than 
MCP-1.

The 157 cases of active TB were divided into a 
pulmonary TB group and an extra-pulmonary 
TB group according to the site of tuberculosis, 
and into a smear-positive group and a smear-
negative group according to the acid-fast stain 
smear results. The results are shown in Table 
3. The IFN-γ levels in the pulmonary TB group 
was lower than those in the extra-pulmonary TB 
group, and the levels of MCP-1 in the extra-pul-
monary TB group were higher than those in the 
pulmonary TB group, but there was no signifi-
cant difference between them (P > 0.05). The 
levels of IFN-γ in smear-positive TB patients 

were higher than those in smear-negative 
cases, and the MCP-1 level in the smear-posi-
tive group was lower than those in the smear-
negative group, but there were no significant 
difference between them (P > 0.05).

Discussion

This study suggests that biomarkers, other 
than those currently in use, with high sensitivity 
and specificity may be useful for the diagnosis 
of active TB, as well as for differentiating active-
TB from non-TB. We obtained two important 
results. First, this study confirmed the findings 
from Ruhwald et al. and Frahm et al. [5-8], 
showing that high levels of IFN-γ and MCP-1 are 
produced in stimulated whole blood from TB 
patients, but not from non-TB and healthy con-
trols. Second, MCP-1 used to differentiate 
active TB from non-TB respiratory diseases has 
a higher diagnostic value than IFN-γ. Because 
IFN-γ and MCP-1 are released by CD4+ T lym-
phocytes, CD4+ T lymphocyte number in the 
blood may affect the levels of biomarkers Arias 
et al [13]. This study did not examine CD4+ T 
lymphocyte numbers to compare results with 
the previous study, but roughly analyzed the 
influence of peripheral blood lymphocyte 

Figure 2. Tuberculosis-specific IFN-γ and MCP-1 ROC curve.

Table 3. Comparations of clinical diagnostic 
value in active TB between three kinds of 
cytokines

MCP-1 IFN-γ
Sensitivity 92.80% 57.30%
Specificity 80.70% 80%
The positive predictive value 84.90% 76.90%
The negative predictive value 90.80% 61.70%
Accuracy 84.9% 76.9%
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counts on the levels of whole blood IFN-γ and 
MCP-1.

Results from testing of the negative controls of 
the IFN-γ groups were not significantly different 
from the experimental group. The results of this 
study are consistent with the findings present-
ed by Alessandri et al. [14]. Results from testing 
of the three groups of the MCP-1 group were 
significantly different, with the active TB group 
and the non-TB group both showing higher lev-
els of MCP-1 than the healthy control group. 
The active TB group showed an even more sig-
nificance difference in MCP-1 levels from con-
trols. MCP-1 is one of the chemotactic factor 
subfamily members, and it plays an important 
role in the inflammatory response in the human 
body. MCP-1 can promote monocyte and lym-
phocyte migration to sites of inflammation, 
which is the initiating factors that trigger the 
inflammatory response. The healthy control 
group had less of an inflammatory response, so 
MCP-1 was lower than in the active TB group 
and the non-TB group. This has been observed 
in other studies: Saukkonen et al. [15] showed 
a higher MCP-1 concentration in BALF of pul-
monary TB compared with non-TB, and Arias et 
al [13] showed that PBMC secrete more MCP-1 
in TB patients compared with non-TB patients. 
This indicates that MCP-1 is closely related to 
the tuberculosis pathological process.

The levels of the two cytokines were not signifi-
cantly different between the smear-positive 
and smear-negative cases with active TB. This 
is consistent with previous studies in other 
countries [16-19], and indicates that TB specif-
ic IFN-γ and MCP-1 secretion may depend more 
on the MTB induced T-cell immune response. 
Acid-fast bacilli smear-negative TB is often 
false-negative because results are limited by 
the quality of the specimen, the impact of the 
detection means and the level of detection. 
These cases were diagnosed as active TB 
cases, two groups of peripheral blood of 
patients with specific antigen to effector T cell 
number and response level is close, which 
resulted in two groups of patients with IFN-γ 
and MCP-1 secretion is close to. The levels of 
these two cytokines showed no significant dif-
ference between pulmonary TB and extra-pul-
monary TB cases with active TB. This indicates 
that TB specific IFN-γ and MCP-1 levels may be 
not associated with the location of TB infection, 
which is consistent with the Nishimura et al. 

study [20]. This experiment demonstrated an 
effective diagnostic method for extra-pulmo-
nary TB. Table 2 shows that 33 PPD-negative 
cases were clinically diagnosed with active TB. 
These PPD tests may have been negative due 
to the body’s immune dysfunction, malnutri-
tion, new TB infection, or severe tuberculosis. 
The IFN-γ levels in the PPD skin test-positive 
group was significantly higher than those of the 
PPD skin test-negative group, but there was no 
difference in MCP-1 levels between the two 
groups, indicating that secretion of IFN-γ may 
be lower with a more impaired immune status, 
as has been confirmed by other researchers 
[9]. In contrast, the secretion of MCP-1 was not 
affected by a poor immune status, showing that 
MCP-1 was more sensitive for diagnosis of 
active TB than IFN-γ.

The sensitivity (92.9%), specificity (80.7%), and 
diagnostic efficiency (87.3%) for MCP-1 was 
higher than for IFN-γ (57.3%, 80.0%, and 
67.8%). The diagnostic efficiency of MCP-1 
appeared greater than that of IFN-γ, a result 
that is consistent with Ruhwald et al. and col-
laborator’s reports [6, 18, 19]. Our study, how-
ever, had two distinctions: first of all, the experi-
mental groups were different, since this study 
do not include LTBI. Second, we used IFN-γ for 
the diagnosis of active TB rather than the diag-
nosis of LTBI. The immunological mechanisms 
underlying these differences in IFN-γ are not 
fully understood, but they can likely be attrib-
uted to the fact that IFN-γ is a cytokine pro-
duced by specific T cells when stimulated by 
the interaction with an antigen presenting cell. 
Beyond IFN-γ, we detected increased MCP-1 
production as an indicator of active TB. In vitro 
studies [13] have shown that a large number of 
activated CD4+ Thl cells can secrete IL-2 and 
IFN-γ after MTB invasion. IL-2 and IFN-γ both 
stimulate monocytes and T cells expressing 
MCP-1, and thus MCP-1 activates macrophages 
and lymphocytes to migrate to infection sites 
so that MTB will be killed by phagocytosis. 
Although MCP-1 plays an important role in com-
batting a TB infection, its protective effect is 
still controversial. Multiple studies have indi-
cated that high MCP-1 production may be detri-
mental to the host immune response [21-23]. A 
single nucleotide polymorphism in the MCP-1 
promoter was found to correlate with increased 
MCP-1 expression and increased susceptibility 
to active TB disease [24]. While this finding held 
true in Mexican, Korean, and Peruvian patient 
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populations, the SNP had no effect in a Russian 
population, and even correlated with protection 
in patients presented in Ganachari et al. [25, 
26]. Additional genetic and/or environmental 
factors are probably important for determining 
the role of MCP-1 in fighting TB disease. Owing 
to these contradictory findings, it is also impor-
tant that the present study be extended to 
diverse MTB strains around the world. In this 
study, the diagnostic specificity of the two cyto-
kines was 80%-87%, the difference is signifi-
cant compared to 92%-100% of foreign litera-
ture about IGRA. This study take “non TB group 
and the healthy control group” may exist in a 
LTBI. In low TB endemic countries, TST specific-
ity was better because most people without a 
history of BCG vaccination, research tended to 
the TST-negative patients included in the non-
TB group to assess the specificity of IGRA. 
China, however, is a country with a high TB inci-
dence and high TB infection rate, and has a 
policy of BCG vaccination. In the choice of dis-
ease control groups, the TST negative as con-
trol group made a better specificity of diagno-
sis. However, in clinical work, the TST false- 
positive rate and false negative rate was high. 
Therefore, this experiment tries to select from 
Tuberculosis symptoms and signs as control 
group. Thus, the final specific indicator was 
lower than other countries. This will be the main 
obstacle of application of IGRA principle to 
diagnose active TB in China.

Conclusion

Our findings showed that MCP-1 have a higher 
sensitivity and specificity as a novel biomarker 
for active TB than IFN-γ [27]. Further studies 
are needed to explore the potential of MCP-1 as 
a replacement for or an addition to IFN-γ for the 
diagnosis of active and latent TB infection in 
children and immunocompromised patients.

Disclosure of conflict of interest

None.

Address correspondence to: Ting Yu, Department of 
Laboratory, The Second Hospital of Jilin University. 
No. 218. Self-improvement Street Nanguan District, 
Changchun 130041, China. Tel: +86 13009000485; 
Fax: +86 0431 88796814; E-mail: tingyudoc@163.
com

References

[1]	 Berthet FX, Rasmussen PB, Rosenkrands I, An-
dersen P and Gicquel B. A Mycobacterium tu-

berculosis operon encoding ESAT-6 and a nov-
el low-molecular-mass culture filtrate protein 
(CFP-10). Microbiology 1998; 144: 3195-
3203. 

[2]	 Harboe M, Oettinger T, Wiker HG, Rosenkrands 
I and Andersen P. Evidence for occurrence of 
the ESAT-6 protein in Mycobacterium tubercu-
losis and virulent Mycobacterium bovis and for 
its absence in Mycobacterium novis BCG. In-
fect Immun 1996; 64: 16-22.

[3]	 Connell TG, Rangaka MX, Curtis N and Wilkin-
son RJ. Quanti FERON-TB Gold: state of the art 
for the diagnosis of tuberculosis infection? Ex-
pert Rev Mol Diagn 2006; 6: 663-677.

[4]	 Pai M, Kalantri S and Dheda K. New tools and 
emerging technologies for the diagnosis of tu-
berculosis: part I. Latent tuberculosis. Expert 
Rev Mol Diagn 2006; 6: 413-422.

[5]	 Ruhwald M and Ravn P. Immune reconstitution 
syndrome in tuberculosis and HIV-co-infected 
patients: Th1 explosion or cytokine storm? 
AIDS 2007; 21: 882-884.

[6]	 Ruhwald M, Bjerregaard-Andersen M, Rabna P, 
Kofoed K, Eugen-Olsen J and Ravn P. IP-10/
CXCL10 release is induced by incubation of 
whole blood from tuberculosis patients with 
ESAT-6, CFP10 and TB7.7. Microbes Infect 
2007; 9: 806-812.

[7]	 Ruhwald M, Bjerregaard-Andersen M, Rabna P, 
Eugen-Olsen J and Ravn P. IP-10, MCP-1, MCP-
2, MCP-3, and IL-1RA hold promise as biomark-
ers for infection with M. Tuberculosis in a 
whole blood based T-cell assay. BMC Res 
Notes 2009; 2: 19.

[8]	 Frahm M, Goswami ND, Owzar K, Hecker E, 
Mosher A, Cadogan E, Nahid P, Ferrari G and 
Stout JE. Discriminating between latent and 
active tuberculosis with multiple biomarker re-
sponses. Tuberculosis 2011; 91: 250-256.

[9]	 Penido C, Vieira-de-Abreu A, Bozza MT, Castro-
-Faria-Neto HC and Bozza PT. Role of monocyte 
chemotactic protein-1/CC chemokine ligand 2 
on gamma delta T lymphocyte trafficking dur-
ing inflammation induced by lipopolysaccha-
ride or Mycobacterium bovis bacille Calmette-
Guerin. J Immunol 2003; 171: 6788-6794.

[10]	 Saunders BM and Britton WJ. Life and death in 
the granuloma: immunopathology of tubercu-
losis. Immunol Cell Biol 2007; 85: 103-111.

[11]	 Kipnis A, Basaraba RJ, Orme IM and Cooper 
AM. Role of chemokine ligand 2 in the protec���ti-
ve response to early murine pulmonary tuber-
culosis. Immunology 2003; 109: 547-551.

[12]	 Wu X, Li Q, Yang Y, Zhang C, Li J, Zhang J, Liang 
Y, Cheng H, Zhang J, Zhu L, Zhang G and Wang 
L. Latent tuberculosis infection among new 
soldiers in Chinese army: comparison of 
ELISPOT assay and tuberculin skin test. Clin 
Chim Acta 2009; 405: 110-113.



Diagnostic of monocyte chemoattractant protein-1

9461	 Int J Clin Exp Med 2015;8(6):9454-9461

[13]	 Arias MA, Pantoja AE, Jaramillo G, Paris SC, 
Shattock RJ, García LF and Griffin GE. Che-
mokine reoeptor expression and modulation 
by Myeobaeterium tuberculosis antigens on 
mononuelear cells from hurnan lymphoid tis-
sues. Immunology 2006; 118: 171-184. 

[14]	 Alessandri AL, Souza AL, Oliveira SC, Macedo 
GC, Teixeira MM and Teixeira AL. Concentra-
tions of CXCL8, CXCL9 and STNFR1 in plasma 
of patients with pulmonary tuberculosis under-
going treatment. Inflamm Res 2006; 55: 528-
533.

[15]	 Saukkonen JJ, Bazydlo B, Thomas M, Strieter 
RM, Keane J and Kornfeld H. Beta-Chemokin 
are induced by Myeobaeterium tuberculosis 
and inhibit its growth. Infect Imrnun 2002; 70: 
1684-1693.

[16]	 Jiang J, Lau LL and Shen H. Selective depletion 
of nonspecific T cells during the early stage of 
immune responses to infection. J Immunol 
2003; 171: 4352-4358.

[17]	 Sahiratmadja E, Alisjahbana B, de Boer T, Ad-
nan I, Maya A, Danusantoso H, Nelwan RH, 
Marzuki S, van der Meer JW, van Crevel R, van 
de Vosse E and Ottenhoff TH. Dynamic chang-
es in pro- and anti-inflammatory cytokine pro-
files and gamma interferon receptor signaling 
integrity correlate with tuberculosis disease 
activity and response to curative treatment. ���In-
fect Immun 2007; 75: 820-829.

[18]	 Ruhwald M, Bodmer T, Maier C, Jepsen M, 
Haaland MB, Eugen-Olsen J, Ravn P and 
TBNET. Evaluating the potential of IP-10 and 
MCP-2 as biomarkers for the diagnosis of tu-
berculosis. Eur Respir J 2008; 32: 1607-1615.

[19]	 Ruhwald M, Dominguez J, Latorre I, Losi M, Ri-
cheldi L, Pasticci MB, Mazzolla R, Goletti D, 
Butera O, Bruchfeld J, Gaines H, Gerogianni I, 
Tuuminen T, Ferrara G, Eugen-Olsen J, Ravn P 
and TBNET. A multicentre evaluation of the ac-
curacy and performance of IP-10 for the diag-
nosis of infection with M. tuberculosis. Tuber-
culosis 2011; 91: 260-267. 

[20]	 Nishimura T, Hasegawa N, Mori M, Takebayas-
hi T, Harada N, Higuchi K, Tasaka S and Ishiza-
ka A. Accuracy of an interferon gamma release 
assay to detect active pulmonary and extra-
pulmonary tuberculosis. Int J Tuberc Lung Dis 
2008; 12: 269-274.

[21]	 Lee JS, Song CH, Lim JH, Lee KS, Kim HJ, Park 
JK, Paik TH, Jung SS and Jo EK. Monocyte che-
motactic protein-1 production in patients with 
active pulmonary tuberculosis and tubercu-
lous pleurisy. Inflamm Res 2003; 52: 297-304.

[22]	 Gu L, Rutledge B, Fiorillo J, Ernst C, Grewal I, 
Flavell R, Gladue R and Rollins B. In vivo prop-
erties of monocyte chemoattractant protein-1. 
J Leukoe Biol 1997; 62: 577-580.

[23]	 Hasan Z, Cliff JM, Dockrell HM, Jamil B, Irfan 
M, Ashraf M and Hussain R. CCL2 responses 
to Mycobacterium tuberculosis are associated 
with disease severity in tuberculosis. PLoS One 
2009; 4: e8459.

[24]	 Flores-Villanueva PO, Ruiz-Morales JA, Song 
CH, Flores LM, Jo EK, Montaño M, Barnes PF, 
Selman M and Granados J. A functional pro-
moter polymorphism in monocyte chemoat-
tractant protein-1 is associated with increased 
susceptibility to pulmonary tuberculosis. J Exp 
Med 2005; 202: 1649-1658. 

[25]	 Thye T, Nejentsev S, Intemann CD, Browne EN, 
Chinbuah MA, Gyapong J, Osei I, Owusu-Dabo 
E, Zeitels LR, Herb F, Horstmann RD and Meyer 
CG. MCP-1 promoter variant -362C associated 
with protection from pulmonary tuberculosis in 
Ghana, West Africa. Hum Mol Genet 2009; 18: 
381-388.

[26]	 Ganachari M, Ruiz-Morales JA, Gomez de la 
Torre Pretell JC, Dinh J, Granados J and Flores-
Villanueva PO. Joint effect of MCP-1 genotype 
GG and MMP-1 genotype 2G/2G increases the 
likelihood of developing pulmonary tuberculo-
sis in BCG-vaccinated individuals. PLoS One 
2010; 5: e8881. 

[27]	 Kellar KL, Gehrke J, Weis SE, Mahmutovic-
Mayhew A, Davila B, Zajdowicz MJ, Scarbor-
ough R, LoBue PA, Lardizabal AA, Daley CL, 
Reves RR, Bernardo J, Campbell BH, Whitworth 
WC and Mazurek GH. Multiple cytokines are 
released when blood from patients with tuber-
culosis is stimulated with Mycobacterium tu-
berculosis antigens. PLoS One 2011; 6: 
e26545. 


