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ABSTRACT Proinflammatory cytokines are involved in clearance of Plasmodium falci-
parum, and very high levels of these cytokines have been implicated in the patho-
genesis of severe malaria. In order to determine how cytokines vary with disease se-
verity and syndrome, we enrolled Malawian children presenting with cerebral
malaria (CM), severe malarial anemia (SMA), and uncomplicated malaria (UCM) and
healthy controls. We analyzed serum cytokine concentrations in acute infection and
in convalescence. With the exception of interleukin 5 (IL-5), cytokine concentrations
were highest in acute CM, followed by SMA, and were only mildly elevated in UCM.
Cytokine concentrations had fallen to control levels when remeasured at 1 month of
convalescence in all three clinical malaria groups. Ratios of IL-10 to tumor necrosis
factor alpha (TNF-�) and of IL-10 to IL-6 followed a similar pattern. Children present-
ing with acute CM had significantly higher concentrations of TNF-� (P � 0.001), in-
terferon gamma (IFN-�) (P � 0.0019), IL-2 (P � 0.0004), IL-6 (P � 0.001), IL-8 (P �

0.001), and IL-10 (P � 0.001) in sera than healthy controls. Patients with acute CM
had significantly higher concentrations of IL-6 (P � 0.001) and IL-10 (P � 0.0003)
than those presenting with acute SMA. Our findings are consistent with the concept
that high levels of proinflammatory cytokines, despite high levels of the anti-
inflammatory cytokine IL-10, could contribute to the pathogenesis of CM.
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Nearly 214 million clinical episodes of malaria were reported in 2015, leading to
438,000 deaths, the majority of which were among African children and

attributable to Plasmodium falciparum malaria (1). Clinical P. falciparum malaria
presents either as uncomplicated malaria (UCM) or as one of the following severe
forms of the disease: cerebral malaria (CM), severe malarial anemia (SMA), metabolic
acidosis (MA), or respiratory distress (RD) and other complications, including some
overlap syndromes (1, 2).

Immunity to malaria is both humoral and cell mediated and involves various
mechanisms (3). Antibodies that develop through exposure to P. falciparum play a role
(3), and the involvement of different lymphocyte subsets has been implicated in both
protection against, and pathogenesis of, malaria (4–6).

Cytokines are regulatory proteins or glycoproteins secreted by white blood cells and
various other cells in response to a number of stimuli (7). “Cytokine” is a general term,
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but cytokines have more-specific names depending on the type of cells that produce
them and on the functions that they perform, such that lymphokines are produced by
lymphocytes and monokines by monocytes and macrophages (8). Lymphokines such as
interferon gamma (IFN-�) and interleukin 4 (IL-4) stimulate B cells to produce antibod-
ies and attract and activate immune cells such as macrophages and other lymphocytes
at sites of infection (8–11). In contrast, monokines such as tumor necrosis factor alpha
(TNF-�), IL-1, IL-6, and IL-8 play roles that are inflammatory in nature and also attract
neutrophils by chemotaxis (9, 10). However, it is clear now that the majority of cytokines
can be produced by a range of different cell types, questioning the apparent specificity
of “lymphokine” and “monokine.”

Cytokines can also be grouped based on the T cells that produce them when the T
cells are stimulated to differentiate. T helper 1 (Th1) cells are known to produce large
quantities of IFN-�, induce delayed hypersensitivity reactions, and activate macro-
phages and are crucial for the defense against intracellular pathogens (11, 12), whereas
Th17 cells produce IL-17, IL-21, and IL-22 (11). Th2 cells produce IL-4 and are important
in inducing IgE production, recruiting eosinophils to sites of inflammation and helping
clear parasitic infections (8, 11).

When categorized based on their effect on inflammation, cytokines can be termed
proinflammatory, with the cytokines IL-1, TNF-�, IFN-�, IL-12, and IL-18 included in this
group, while cytokines such as IL-4, IL-10, IL-13, and transforming growth factor beta
(TGF-�) are referred to as anti-inflammatory cytokines (12, 13). Proinflammatory cyto-
kines are produced by a multiplicity of cells, including lymphocytes, monocytes,
macrophages, fibroblasts, neutrophils, endothelial cells, and mast cells, and are known
to be involved in clearing the initial parasitemia in the early stages of P. falciparum
infection (7, 14, 15). Proinflammatory cytokines such as TNF-� (16), IFN-�, IL-6, and IL-1
(17, 18), when produced in an unregulated manner, have been implicated in the
pathogenesis of cerebral malaria (19) and correlate with disease severity and death (20).

In contrast, anti-inflammatory cytokines such as IL-10 have been shown to down-
regulate the proinflammatory cytokines (15, 21). Experiments in which IL-10 was
administered in mouse models of malaria resulted in a lower production of TNF-� and
a lower incidence of experimental cerebral malaria (ECM) (22, 23), leading some to
hypothesize that IL-10 counteracts the potentially pathological host proinflammatory
response to malaria (14).

Inflammatory cytokines also play an important role in the pathogenesis of SMA, with
high levels of TNF-� but low levels of IL-10 (24) being associated with SMA in areas of
high malaria endemicity (24, 25). IL-12 has been shown to be involved in protective
immunity against malaria by regulating IFN-�, TNF-�, and nitric oxide responses in
experimental studies (26) and enhancing erythropoiesis in Plasmodium chabaudi-
infected susceptible mice (27).

Although cytokines may act on the same cells that secrete them (autocrine action),
on cells within close proximity (paracrine action), or in some cases on distant cells
(endocrine action) (8), in vitro assays can only either measure the proportions of
cytokine-producing cells by intracellular cytokine staining or quantify cytokine concen-
trations in serum or plasma samples extracted from stimulated or unstimulated venous
blood samples using commercially available enzyme immunoassays (28). We analyzed
serum samples from children presenting with different clinical presentations of malaria
during acute infection and in convalescence, together with samples from healthy
children, in order to determine the concentrations of different cytokines.

RESULTS
Characteristics of study children. The number of participants recruited in each

group and their demographic and hematological characteristics have been published
previously (6) and are presented in Table 1. Briefly, consent was obtained for 188
children aged 5 to 84 months to participate in the study. Blood samples from 33
children were excluded for the following reasons: HIV infection (n � 14), malaria
parasites in the blood of control subjects (n � 14), Blantyre coma score (BCS) greater
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than 2 at 4 h postadmission in children with suspected CM (n � 4), and hemoglobin
below 5 g/dl in one child with CM. Five children (four with CM and one with SMA) died
days after therapy had been administered.

Cytokine concentrations during acute infection and in convalescence. The
median concentration of IFN-� (Fig. 1A; see also Table S1 in the supplemental material)
was significantly (P � 0.0019) higher in acute CM cases (17.3 pg/ml) than in controls
(2.32 pg/ml) and in acute SMA (P � 0.0248) and acute UCM (P � 0.0295) cases, and
these levels then decreased significantly (P � 0.001) in convalescence (Fig. 2A). TNF-�
levels during acute disease were higher in all types of clinical malaria than in controls
(Fig. 1B), with significant (P � 0.0313 for UCM, P � 0.0060 for SMA, and P � 0.0391 for

TABLE 1 Demographic and clinical details of study participantsa

Characteristic Controls Cerebral malaria
Severe malarial
anemia

Uncomplicated
malaria

No. of participants 42 29 30 54
No. who died after recruitment 4 1 0
No. reviewed in convalescence 18 21 34
Sex (M:F) 29:13 10:19 19:11 38:16
Age (mo) 20 (5–76) 30 (5–84) 23 (5–38) 27 (6–58)
No. of parasites/�l blood 0 41,800 (900–517,000) 3,500 (20–296,000) 52,300 (460–768,000)
Blantyre coma score 5 1 (0–2) 5 5
Hemoglobin concn (g/dl) 11.2 (7.0–14.1) 7.7 (5.3–12.5) 3.9 (2.4–4.9) 9.3 (5.0–13.0)
aSubjects were children with cerebral malaria, severe malarial anemia, and uncomplicated malaria presenting to the Pediatric Accident and Emergency Clinic at Queen
Elizabeth Central Hospital in Blantyre, Malawi. Control subjects were children admitted for elective surgical procedures who were medically healthy. Values are
medians (ranges). These participants’ details have been published previously (6).

FIG 1 (A to J) Plots of log-transformed concentrations (picograms per milliliter) of different cytokines (IFN-�, TNF-�, IL-1�, IL-2, IL-4, IL-5, IL-6, IL-8, IL-10, and
IL-12p70) in serum samples collected from healthy controls (Control) and from patients with acute uncomplicated malaria (UCM), acute severe malarial anemia
(SMA), and acute cerebral malaria (CM). (K and L) Plots of the ratios of log-transformed IL-10 to TNF-� and IL-10 to IL-6, respectively, during acute infection,
showing medians and 10th and 90th percentiles.
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CM) differences observed between CM patients (median, 3.76 pg/ml) and controls
(median, 1.41 pg/ml) and between SMA patients (median, 2.95 pg/ml) and controls.
UCM patients also had significantly (P � 0.0012) higher TNF-� levels (2.12 pg/ml) than
controls (1.41 pg/ml) but significantly (P � 0.0006) lower levels than CM cases (median,
3.76 pg/ml). TNF-� levels decreased significantly in convalescence (Fig. 2B) for both CM
(median, 3.76 pg/ml, falling to 1.69 pg/ml; P � 0.0002) and SMA (median, 2.95 pg/ml,
falling to 1.80 pg/ml; P � 0.0020).

Acute CM patients had significantly (P � 0.0009) higher median concentrations of
IL-1� (2.48 pg/ml) than controls (median, 1.89 pg/ml) during acute infection (Fig. 1C),
and surprisingly, the level in the CM group remained elevated (median, 3.09 pg/ml) in
convalescence (Fig. 2C). SMA patients had significantly (P � 0.0358) higher median
concentrations of IL-1� during convalescence (median, 3.34 pg/ml) than during acute
disease (median, 2.21 pg/ml) (Fig. 2C).

Both CM patients (median, 3.34 pg/ml) and SMA patients (median, 2.55 pg/ml) had
significantly higher (P � 0.0004 for CM and P � 0.0130 for SMA) levels of IL-2 in acute
disease than controls (2.12 pg/ml) (Fig. 1D). Levels in both CM and SMA were signifi-
cantly higher (P � 0.05) than levels in acute UCM (2.02 pg/ml). IL-2 levels in convales-
cence in all malaria types were similar to those of controls (medians, 1.60 pg/ml for
UCM, 1.30 pg/ml for SMA, 1.65 pg/ml for CM) (Fig. 2D).

On admission, CM (median, 3.62 pg/ml) and SMA (median, 2.03 pg/ml) groups had
significantly (P � 0.0006 for CM and P � 0.0037 for SMA) higher concentrations of IL-4
than controls (median, 1.41 pg/ml) (Fig. 1E), with levels in the disease groups decreas-
ing in convalescence (Fig. 2E). IL-4 levels in acute CM were significantly (P � 0.005)
higher than those in acute SMA and UCM (median, 1.49 pg/ml). Concentrations of IL-5

FIG 2 (A to J) Plots of log-transformed concentrations (in picograms per milliliter) of different cytokines (IFN-�, TNF-�, IL-1�, IL-2, IL-4, IL-5, IL-6, IL-8, IL-10, and
IL-12p70) in serum samples collected from healthy controls (Control) and from patients with convalescent uncomplicated malaria (UCM-F), severe malarial
anemia (SMA-F), and cerebral malaria (CM-F). (K and L) Plots of the ratios of log-transformed IL-10 to TNF-� and IL-10 to IL-6, respectively, during convalescence,
showing medians and 10th and 90th percentiles.
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in acute infection of all three types of malaria were similar to those of healthy controls
(Fig. 1F), although the levels of IL-5 in acute CM (median, 1.74 pg/ml) were significantly
higher (P � 0.05) than the levels in UCM (median, 1.54 pg/ml). IL-5 levels in all three
malaria types were similar in acute infection and in convalescence (Fig. 2F).

IL-6 levels in all three malaria types (medians, 17.31 pg/ml for UCM, 12.20 pg/ml for
SMA, and 156.3 pg/ml for CM) were significantly (P � 0.001) higher during acute
disease than in controls (2.37 pg/ml) (Fig. 1G). Among the three malaria types, CM
patients had the highest IL-6 levels and the differences between the levels in acute SMA
and CM and between acute UCM and CM were significant (P � 0.001). All three malaria
types had significantly (P � 0.001) lower IL-6 levels (medians, 1.90 pg/ml for UCM, 2.09
pg/ml for SMA, and 1.87 pg/ml for CM) in convalescence (Fig. 2G) than in acute
infection.

During acute illness (Fig. 1H), IL-8 levels were higher in all malaria types (medians,
8.47 pg/ml for UCM, P � 0.031; 13.03 pg/ml for SMA, P � 0.002; and 29.71 pg/ml for
CM, P � 0.001) than in controls (median, 6.55 pg/ml). IL-8 concentrations in CM patients
were significantly (P � 0.001) higher than in both SMA and UCM patients. In conva-
lescence, IL-8 levels had significantly decreased in all three malaria types (P � 0.0059
for UCM and P � 0.001 for SMA and CM) (Fig. 2H).

During acute illness, median IL-10 levels were significantly (P � 0.001 for UCM, SMA,
and CM) higher in children presenting with each of the malaria syndromes than in
controls (Fig. 1I). Similar to the trend for IL-8, levels of IL-10 in acute SMA and UCM
patients were significantly (P � 0.001) lower than in acute CM. IL-10 levels in all malaria
groups were significantly (P � 0.001) lower in convalescence (medians, 4.13 pg/ml for
UCM, 4.50 pg/ml for SMA, and 4.64 pg/ml for CM) than in acute disease (Fig. 2I). Patients
presenting with acute CM had significantly (P � 0.0168) higher levels of IL-12p70
(median, 2.09 pg/ml) than controls (median, 1.52 pg/ml) (Fig. 1J). Levels of IL-12p70
were similar in acute infection and convalescence (Fig. 2J).

IL-12 is the main driver of the IFN-� response in the T helper 1 pathway, and so,
perhaps surprisingly, IL-12p70 was significantly elevated only in CM compared with
controls, but only to a modest degree (medians, 2.13 pg/ml and 1.52 pg/ml; P �

0.0168).
CM patients (n � 4) and one SMA patient who had died had significantly (P � 0.05)

higher levels of all cytokines (Fig. 3; Table 2) during acute illness than those who
survived (n � 25).

Comparison of IL-10/TNF-� and IL-10/IL-6 ratios between different groups. The
IL-10-to-TNF-� ratio was significantly (P � 0.001) higher in acute UCM, SMA, and CM
(medians, 43.25, 25.16, and 140.2, respectively) patients than in controls (median, 3.47),
while the ratio in acute SMA was significantly (P � 0.001) lower than the ratio in acute

FIG 3 Cytokine levels in children with CM and SMA who died or who survived. Plot of log-transformed
concentrations (in picograms per milliliter) of different cytokines (IFN-�, TNF-�, IL-1�, IL-2, IL-4, IL-5, IL-6,
IL-8, IL-10, and IL-12p70) in serum samples collected from five children who died (D, red dots) and those
children who survived (S, black dots) after presenting with acute CM and SMA, showing medians and
10th and 90th percentiles.
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CM (Fig. 1K). The IL-10-to-TNF-� ratios for all three malaria types (medians, 2.10 for
UCM, 2.60 for SMA, and 3.65 for CM) in convalescence were similar to ratios in controls
(median, 1.63) (Fig. 2K).

The IL-10-to-IL-6 ratios in acute UCM, SMA, and CM (medians, 4.58, 3.92, and 2.93,
respectively) were significantly (P � 0.001 for UCM, P � 0.0003 for SMA, and P � 0.0090
for CM) higher than the ratio in controls (median, 1.63) (Fig. 1L and Table 2). During
convalescence, UCM (median, 2.20) still had significantly (P � 0.0149) higher IL-10-to-
IL-6 ratios than controls (median, 1.63) but SMA (median, 2.20) and CM (median, 2.20)
ratios were just as low as those of controls (Fig. 2L; Table S1).

DISCUSSION

Cytokine production by different cell types in response to foreign antigen is one of
the defense mechanisms that characterize cellular immunity and can drive both normal
and pathological immune responses (7). Previous studies have shown that when
proinflammatory cytokines (produced by a variety of cells, including Th1 cells and
macrophages) such as TNF-� (16), IFN-�, IL-6, and IL-1 (17, 18) are produced in an
unregulated manner, they contribute to the pathogenesis of cerebral malaria (19) and
to disease severity and death (20). In contrast, anti-inflammatory cytokines (produced
by cells that include monocytes and Th2 cells) such as IL-10 and IL-13 have been shown
to downregulate the production of proinflammatory cytokines (15, 21) and to reduce
the incidence of experimental cerebral malaria (ECM) in mouse models (22).

We analyzed concentrations of serum cytokines in Malawian children presenting
with CM, SMA, and UCM in acute illness and in convalescence and compared these
levels with those in healthy controls (Table S1; Table 2). We found that both proin-
flammatory (TNF-�, IFN-�, IL-1, IL-6) and anti-inflammatory (mainly IL-10) cytokine
concentrations were markedly elevated over control levels in Malawian children pre-
senting with CM, moderately raised in SMA patients, and minimally but significantly
increased in those children presenting with UCM. In all patient groups, cytokine
concentrations decreased to control levels in convalescence. A similar trend was
observed for IL-10-to-TNF-� and IL-10-to-IL-6 ratios. These results indicate that acute
malaria, regardless of severity, is characterized by higher-than-normal levels of a broad
range of, but not all, cytokines, whether in the “Th1 group” (IFN-�, TNF-�, and IL-1) or
the “Th2 group” (IL-4, IL-6, and IL-10). These high levels decrease significantly in
convalescence.

In line with our findings, most studies that have determined cytokine concen-
trations in Plasmodium malaria, both in mouse models (22, 26, 27) and in humans
(12, 14, 17, 21, 23, 29–41), have reported highly elevated cytokine concentrations in
symptomatic malaria of all clinical varieties. Although murine studies provide some
insight into malaria-related cytokine perturbations, data from humans with various
malaria syndromes are essential for understanding the pathogenesis of human
disease.

TABLE 2 Median concentrations of different cytokines in serum samples collected from
children

Cytokine

Median concn (pg/ml) in serum samples from:

P valueDead children (n � 5)a Surviving children (n � 25)b

IFN-� 2.22 0.94 0.0030
TNF-� 1.23 0.76 0.0543
IL-1� 1.125 0.385 0.0010
IL-2 0.805 0.45 0.0012
IL-4 0.75 0.425 0.0065
IL-5 0.59 0.22 0.0009
IL-6 2.33 1.84 0.0061
IL-8 2.24 1.24 0.0007
IL-10 3.65 2.34 0.0039
IL-12p70 0.38 0.22 0.0035
aFour children had CM, and 1 child had SMA.
bChildren who survived after presenting with acute CM (n � 11) and SMA (n � 14).
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Among the various studies that have investigated cytokine perturbation in P.
falciparum malaria in other countries (12, 29–41), few have compared the levels in
the different clinical types of malaria, namely, UCM, SMA, and CM (12, 14). TNF-�,
IFN-�, IL-1, IL-6, IL-8, and IL-10 have been found in increased levels in patients with
severe malaria compared to healthy controls (14, 25), decreasing in convalescence
to control levels, but in these studies the clinical syndromes of severe malaria were
not fully described. Cytokine data from children presenting with strictly defined
UCM, SMA, and CM and a month in convalescence in this study provide additional
valuable information.

Interestingly, there are some apparent paradoxes between the cytokine concentra-
tions reported in this paper and the monocyte intracellular cytokine staining (42) and
immunophenotyping (6) findings that we have reported previously for the same study
participants. We observed decreased IL-6 and TNF-� production by monocytes in
children with different forms of malaria (42). This indicates that the elevated levels of
these cytokines in serum in the current report are produced by cells other than
monocytes (or macrophages), most likely T cells and NK cells. Moreover, we reported
panlymphopenia among children with cerebral malaria and uncomplicated malaria.
Therefore, elevated cytokine production by lymphocytes in these groups would have to
come either from, counterintuitively, a reduced number of peripheral blood lympho-
cytes or from lymphocytes retained in secondary lymphoid tissues or sequestered in
other vascular structures.

Not all malaria-infected children with high levels of Th1 proinflammatory cytokines,
such as TNF-�, develop severe malaria (14), suggesting that the cytokine network as a
whole, rather than a single cytokine, may contribute in different ways to severe disease
(12, 25). Thus, severe P. falciparum malaria could be associated with an inadequate
negative-feedback response by Th2 anti-inflammatory cytokines such as IL-10. The
timing of IL-10 production is likely to be important in determining the effectiveness of
IL-10 as an anti-inflammatory cytokine, with in vitro studies showing that TNF-�, IL-6,
and IL-1� are produced within 2 to 4 h of stimulation while IL-10 is first detected after
8 h, supporting the concept that IL-10 counterregulates the proinflammatory response
to P. falciparum (12). The in vitro observations that IL-10 was detected 7 h after
activation of monocytes with lipopolysaccharide (LPS) and that maximal IL-10 levels
were observed only after 24 to 48 h of stimulation with LPS (43) are consistent with this
concept.

Since IL-10 serves to regulate both the production and functions of TNF-� and IL-6
(19, 43), it has been suggested that children with a low IL-10-to-TNF-� ratio may be
more likely to develop severe malaria than children with a higher ratio (14). In a study
from Kenya (25), children with severe malaria (the type of severe malaria was not
specified) had higher IL-10-to-TNF-� ratios than did children presenting with mild
disease. Here we found that Malawian children presenting with all forms of malaria had
high IL-10-to-TNF-� and IL-10-to-IL-6 ratios, so high levels of TNF-� and IL-6 in CM could
not be attributed to a lack of IL-10 response. Nevertheless, it is apparent that the IL-10
response observed in CM was unable to prevent these high proinflammatory cytokine
levels, since higher levels of IL-6 and TNF-� in malaria patients who died than in those
who survived, as found previously in adults in Vietnam (19), suggest that uncontrolled
levels of these cytokines may have contributed to the demise of these children. In a
separate study in Malawian children, those presenting with severe malaria had higher
levels of IL-6 and TNF-� than did those presenting with UCM, although severe malaria
was not further subcategorized (29).

Overall, the observation that higher levels of the proinflammatory/Th1 cytokines
were found in CM than in SMA is consistent with the concept that CM results from an
immunopathological response in which the production of proinflammatory cytokines is
poorly regulated (19, 43). Other investigators have argued that early, as opposed to late,
production of IFN-� and TNF-� correlates well with protection, since when these are
produced early, overproduction can more easily be kept in check by the presence of
anti-inflammatory cytokines such as IL-10 (30).
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The present study was limited in that the analyzed blood samples were collected
only at two time points, one at the acute phase and one in convalescence, that were
roughly 30 days apart. It would be informative to conduct a longitudinal study
recruiting children that present with different forms of malaria who are then monitored
closely to provide a time course curve for these cytokines, as has been done before with
blood samples from South African adults (37), although these were monitored for only
5 days.

An unavoidable limitation of clinical studies of natural infection is that we do not
know the point in time at which plasmodial sporozoites are first inoculated by the
mosquito, nor do we know the time when merozoites first emerge from the liver to
invade erythrocytes. Although we have reported on the proportion of cytokine-
producing monocytes from each of these three malaria groups (42), inclusion of an
intracellular cytokine analysis for other cytokine-producing cells could enable the
identification of the main producers of the cytokines present in the corresponding
serum/plasma. Lastly, although this study analyzed serum samples for concentrations
of some cytokines, analysis of additional cytokines that are suspected to play some
roles in malaria immunity (40, 41) as well as concentrations of chemokines such as
RANTES and IP-10, which have been shown to vary with malaria severity (40), would
provide additional insight into their separate and/or synergistic roles in malaria. Sub-
sequent studies should combine analysis of serum or plasma samples for cytokines with
intracellular cytokine staining in samples collected from children presenting with
different forms of clinical malaria.

We have shown that just as different clinical malaria syndromes are characterized by
diverse perturbations of leukocyte and lymphocyte subsets (6), they are also charac-
terized by altered cytokine patterns. While in acute CM there are a transient panlym-
phopenia (6) and the lowest proportion of IL-6- and TNF-�-producing monocytes (42),
there is a paradoxical concomitant elevation of circulating cytokine levels, with all
perturbations normalizing in convalescence (6, 42). Many studies of cytokine levels in
malaria have been published, yielding generally similar findings. In this paper, however,
we bring together various malarial syndromes, different classes of cytokines, and
admission and convalescent time points in the same group of children, in whom
circulating leukocyte counts and lymphocyte subsets have already been quantitated.
The question as to why the cells that might have been expected to increase in
association with their secretory product actually decrease during acute illness (6) could
be addressed by the hypothesis that the secretory cells get sequestered in secondary
lymphoid tissue during acute disease, whereas the observation of high cytokine levels
in acute disease but low proportion of cytokine-producing monocytes (42) could be
explained by the hypothesis that the monocytes responsible for producing the ob-
served high cytokine levels are anergic to further stimulation during the phase of acute
disease when a venous sample is collected.

Our findings support the suggestion that cytokines, particularly in CM, may
promote the transient sequestration of lymphocytes in secondary lymphoid tissue,
potentially causing the observed paradoxical lymphopenia (6) by contributing to
the upregulation of CD69 that is recognized in CM (44). The differences in cytokine
levels between CM and other malarial syndromes may reflect the severity of the
disease (CM has the highest case fatality rate among these syndromes) and/or the
parasite burden, which, in most studies that include these three syndromes, is
greatest in CM (2).

With developing technologies for bedside diagnosis, patterns of circulating cytokine
concentrations may in due time contribute to the rapid differentiation between malaria
and other causes of fever. For this possibility to be realized, increased amounts of data
on immunological and biochemical parameters, including cytokine levels, will need to
be gathered from clinically well-characterized patients, so that new tests can be
evaluated for their practical usefulness.
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MATERIALS AND METHODS
Study area and study population. The study was conducted within the Malawi-Liverpool-Wellcome

Trust Clinical Research Programme and Department of Pediatrics, College of Medicine, University of
Malawi, and Blantyre Malaria Project. Participants were children admitted with acute malaria to Queen
Elizabeth Central Hospital (QECH) and medically healthy children attending surgical outpatient clinics at
QECH and Beit Cure International Hospital, both in Blantyre, Malawi. Demographic and clinical features
of the participants have been reported previously (6). In brief, children were enrolled during the rainy
season (November 2005 to April 2006) after informed consent was obtained from the parent or guardian.
Each child was examined by a research nurse and clinical officer, baseline demographic data were
recorded, and a venous blood sample was collected. Criteria defining clinical malaria were fever, a clinical
syndrome compatible with malaria without any apparent alternative cause, and a thick blood film
positive for Plasmodium falciparum asexual parasites on microscopy. Children were assessed for level of
consciousness using the Blantyre coma score (BCS) on admission and at 2- to 4-hour intervals during
intensive clinical care. Over 40 children were prospectively enrolled into each of the four clinical groups
defined by diagnoses of cerebral malaria (CM), severe malarial anemia (SMA), or uncomplicated malaria
(UCM) or healthy controls.

Children with CM had a BCS of 2 or less at admission and 4 h later, while children in all other groups
had a score of 5 at both times (Table 1). Children with SMA had a blood hemoglobin concentration of
5 g/dl or less, and all other children had a hemoglobin concentration of �5 g/dl. Children who tested
positive for HIV infection were excluded from the study and referred to the antiretroviral therapy clinic.
Children who presented with UCM or SMA were treated with a standard regimen of sulfadoxine-
pyrimethamine (SP), which was the first-line treatment for malaria in Malawi at the time the study was
conducted. In contrast, children presenting with CM were treated with intramuscular (i.m.) quinine as
recommended for CM patients at that time. Study participants in the UCM, SMA, and CM groups were
seen again approximately 30 days after treatment (convalescence or follow-up [F] visit), at which time a
second blood sample was collected.

Malaria microscopy. Thick and thin films were prepared for determining the density of malaria
parasitemia. Preparation and reading of malaria slides were performed in accordance with standard WHO
procedures (45). Briefly, two blood slides were prepared from each participant’s blood sample. Each slide
had a measured volume of 6 �l of blood for the thick film and 2 �l for the thin film. A 3% working stock
of Giemsa stain was prepared using a principal Giemsa-staining stock solution and Giemsa buffer
prepared from buffer tablets. Thin and thick blood smears were stained with Giemsa after fixing the thin
smear with absolute methanol. The stained slides were read by two competent, independent malaria
microscopists. The entire smear was first screened at a low magnification (10� and 40� objective lenses)
to detect suitable fields with even distribution of white blood cells (WBC) (10 to 20 WBC/field). Smears
were then examined using a 100� oil immersion lens. At least 100 low-power fields were examined
before a thick smear was declared negative. A blood slide was declared positive when a concordant
result was produced by the microscopists. P. falciparum parasites were counted per 200 or 500
leukocytes, in order to estimate the parasite density per microliter of blood. Discordant results were
resolved by a third reading of the films. Thin films were examined to confirm the species of the infecting
Plasmodium.

HIV and malaria tests. HIV testing was performed using two rapid tests, Determine (Abbott
Laboratories, Tokyo, Japan) and UniGold (Trinity Biotech, Dublin, Ireland). Discordant results and positive
results in children under 18 months were confirmed by PCR as previously described (46).

Serum collection and preservation. Whole-blood samples from study participants were collected
on admission (prior to administering antimalarial therapy) and 1 month after treatment as previously
described (6). An aliquot of the blood sample was collected in a plain tube and allowed to coagulate with
serum separation by centrifugation. Serum was divided into aliquots and preserved at �80°C until
required for cytokine analysis.

Cytokine analysis. Concentrations of various cytokines were determined using Becton Dickinson
(BD) cytokine bead array (CBA) kits. Sera were thawed and centrifuged at maximum speed for 10 min to
remove fibrin deposits. A 25-�l volume of each sample was mixed with 25 �l of the capture bead mixture
and then with 25 �l of detection reagent. Subsequent steps were performed according to the manu-
facturer’s instructions (BD CBA Instruction Manuals, 2006). The kit sensitivity (minimum detectable
concentration) limits for the various cytokines are provided in Table S1.

Statistical analysis. Statistical tests were performed using GraphPad Prism version 6.01 for Windows
(GraphPad Software, San Diego CA, USA). The Kruskall-Wallis test was used to compare the medians of
the different cytokine concentrations (in picograms per milliliter) and ratios in different clinical groups.
Between-group comparisons of cytokine concentrations for the four groups (controls, UCM, SMA,
and CM) were assessed with Bonferroni’s multiple-comparison test, and P values of �0.0125 were
considered statistically significant. The Wilcoxon matched-pair test was used to determine the
statistical significance of the differences in concentrations and ratios observed during acute infec-
tion and in convalescence for each clinical syndrome of malaria, and P values of �0.05 were
considered statistically significant.

Ethical approval. The study was approved by the College of Medicine Research and Ethics
Committee, University of Malawi, and Ethics Committee of the Liverpool School of Tropical Medi-
cine, UK.

Cytokines in Malaria Clinical and Vaccine Immunology

April 2017 Volume 24 Issue 4 e00533-16 cvi.asm.org 9

 on A
ugust 31, 2018 by guest

http://cvi.asm
.org/

D
ow

nloaded from
 

http://cvi.asm.org
http://cvi.asm.org/


SUPPLEMENTAL MATERIAL

Supplemental material for this article may be found at https://doi.org/10.1128/
CVI.00533-16.

SUPPLEMENTAL FILE 1, PDF file, 0.03 MB.

ACKNOWLEDGMENTS
We thank Grace Mwimaniwa, Meraby Mfunsani, and Paul Pensulo for collecting

blood samples from the participants. We are grateful to Stephen Graham for assistance
with clinical aspects of the study. We also express our gratitude to the parents,
guardians, and children who participated in this study and the staff at Queen Elizabeth
Central Hospital and Beit Cure International Hospital for their assistance.

This work was supported by a Ph.D. studentship from the Gates Malaria Partnership
(to W.L.M.), which received support from the Bill and Melinda Gates Foundation, a
Wellcome Trust Research Fellowship (grant number 067902/Z/02/Z to C.A.M.), a Well-
come Trust Programme Grant (grant number 074124/Z/04/Z to M.E.M.), and a Clinical
Research Fellowship from GlaxoSmithKline to C.A.M.

The funding sources played no role in the study design, data analysis, or writing of
the report. The corresponding and senior authors had full access to all data in the study
and had final responsibility for the decision to submit for publication.

Contributors: W.L.M., M.E.M., and C.A.M. conceived the study. C.A.M. and M.E.M.
oversaw clinical aspects of the study. W.L.M., C.L.M., and E.N.G. performed the investi-
gations. W.L.M. and C.A.M. analyzed the data. W.L.M., C.A.M., M.E.M., and M.T.D. wrote
the report. C.A.M. oversaw the research. All authors contributed to the study design and
reviewed the report.

Conflict of interest declaration: C.A.M. was previously an employee of the Novartis
Vaccines Institute for Global Health and recipient of a Clinical Research Fellowship from
GlaxoSmithKline.

REFERENCES
1. WHO Global Malaria Programme. 2015. World malaria report. World

Health Organization, Geneva, Switzerland. http://www.who.int/malaria/
publications/world-malaria-report-2015/report/en/.

2. Marsh K, Forster D, Waruiru C, Mwangi I, Winstanley M, Marsh V, Newton
C, Winstanley P, Warn P, Peshu N, Pasvol G, Snow R. 1995. Indicators of
life-threatening malaria in African children. N Engl J Med 332:
1399 –1404. https://doi.org/10.1056/NEJM199505253322102.

3. Langhorne J, Ndungu FM, Sponaas AM, Marsh K. 2008. Immunity to
malaria: more questions than answers. Nat Immunol 9:725–732. https://
doi.org/10.1038/ni.f.205.

4. Riley EM. 1999. Is T-cell priming required for initiation of pathology in
malaria infections? Immunol Today 20:228 –233. https://doi.org/10.1016/
S0167-5699(99)01456-5.

5. Schofield L, Grau GE. 2005. Immunological processes in malaria patho-
genesis. Nat Rev Immunol 5:722–735. https://doi.org/10.1038/nri1686.

6. Mandala WL, Msefula C, Gondwe EN, Graham S, Pensulo P, Mwimaniwa
G, Banda M, Taylor T, Molyneux E, Drayson M, Ward S, Molyneux ME,
MacLennan CM. 2015. Lymphocyte perturbations in Malawian children
with severe and uncomplicated malaria. Clin Vaccine Immunol 23:
95–103. https://doi.org/10.1128/CVI.00564-15.

7. Feghali CA, Wright TM. 1997. Cytokines in acute and chronic inflamma-
tion. Front Biosci 2:d12– d26. https://doi.org/10.2741/A171.

8. Khan MM. 2008. Role of cytokines in immunopharmacology, p 33–59.
Springer Science and Business Media, New York, NY.

9. Kouttab NM, Mehta S, Morgan J, Tannir N, Sahasrabuddhe C, Maizel AL.
1984. Lymphokines and monokines as regulators of human lymphopro-
liferation. Clin Chem 30:1539 –1545.

10. Akdis M, Burgler S, Crameri R, Eiwegger T, Fujita H, Gomez E, Klunker S,
Meyer N, O’Mahony L, Palomares O, Rhyner C, Ouaked N, Schaffartzik A,
Van De Veen W, Zeller S, Zimmermann M, Akdis CA. 2011. Interleukins,
from 1 to 37, and interferon-�: receptors, functions, and roles in diseases.
J Allergy Clin Immunol 127:701–721.e1–70. https://doi.org/10.1016/j.jaci
.2010.11.050.

11. Miossec P, Korn T, Kuchroo VK. 2009. Interleukin-17 and type 17 helper

T cells. N Engl J Med 361:888 – 898. https://doi.org/10.1056/
NEJMra0707449.

12. Prakash D, Fesel C, Jain R, Cazenave PA, Mishra GC, Pied S. 2006. Clusters
of cytokines determine malaria severity in Plasmodium falciparum-
infected patients from endemic areas of Central India. J Infect Dis
194:198 –207. https://doi.org/10.1086/504720.

13. Cavaillon JM. 2001. Pro- versus anti-inflammatory cytokines: myth or
reality. Cell Mol Biol (Noisy-le-grand) 47:695–702.

14. Lyke KE, Burges R, Cissoko Y, Sangare L, Dao M, Diarra I, Kone A, Harley
R, Plowe CV, Doumbo OK, Sztein MB. 2004. Serum levels of the proin-
flammatory cytokines interleukin-1 beta (IL-1beta), IL-6, IL-8, IL-10, tumor
necrosis factor alpha, and IL-12(p70) in Malian children with severe
Plasmodium falciparum malaria and matched uncomplicated malaria or
healthy controls. Infect Immun 72:5630 –5637. https://doi.org/10.1128/
IAI.72.10.5630-5637.2004.

15. Torre D, Speranza F, Giola M, Matteelli A, Tambini R, Biondi G. 2002. Role
of Th1 and Th2 cytokines in immune response to uncomplicated Plas-
modium falciparum malaria. Clin Diagn Lab Immunol 9:348 –351.

16. Grau GE, Taylor TE, Molyneux ME, Wirima JJ, Vassalli P, Hommel M,
Lambert PH. 1989. Tumor necrosis factor and disease severity in children
with falciparum malaria. N Engl J Med 320:1586 –1591.

17. Mshana RN, Boulandi J, Mshana NM, Mayombo J, Mendome G. 1991.
Cytokines in the pathogenesis of malaria: levels of IL-I beta, IL-4, IL-6,
TNF-alpha and IFN-gamma in plasma of healthy individuals and malaria
patients in a holoendemic area. J Clin Lab Immunol 34:131–139.

18. Friedland JS, Ho M, Remick DG, Bunnag D, White NJ, Griffin GE. 1993.
Interleukin-8 and Plasmodium falciparum malaria in Thailand. Trans R
Soc Trop Med Hyg 87:54 –55. https://doi.org/10.1016/0035-9203
(93)90417-O.

19. Day NP, Hien TT, Schollaardt T, Loc PP, Chuong LV, Chau TT, Mai NT, Phu
NH, Sinh DX, White NJ, Ho M. 1999. The prognostic and pathophysio-
logic role of pro- and anti-inflammatory cytokines in severe malaria. J
Infect Dis 180:1288 –1297. https://doi.org/10.1086/315016.

Mandala et al. Clinical and Vaccine Immunology

April 2017 Volume 24 Issue 4 e00533-16 cvi.asm.org 10

 on A
ugust 31, 2018 by guest

http://cvi.asm
.org/

D
ow

nloaded from
 

https://doi.org/10.1128/CVI.00533-16
https://doi.org/10.1128/CVI.00533-16
http://www.who.int/malaria/publications/world-malaria-report-2015/report/en/
http://www.who.int/malaria/publications/world-malaria-report-2015/report/en/
https://doi.org/10.1056/NEJM199505253322102
https://doi.org/10.1038/ni.f.205
https://doi.org/10.1038/ni.f.205
https://doi.org/10.1016/S0167-5699(99)01456-5
https://doi.org/10.1016/S0167-5699(99)01456-5
https://doi.org/10.1038/nri1686
https://doi.org/10.1128/CVI.00564-15
https://doi.org/10.2741/A171
https://doi.org/10.1016/j.jaci.2010.11.050
https://doi.org/10.1016/j.jaci.2010.11.050
https://doi.org/10.1056/NEJMra0707449
https://doi.org/10.1056/NEJMra0707449
https://doi.org/10.1086/504720
https://doi.org/10.1128/IAI.72.10.5630-5637.2004
https://doi.org/10.1128/IAI.72.10.5630-5637.2004
https://doi.org/10.1016/0035-9203(93)90417-O
https://doi.org/10.1016/0035-9203(93)90417-O
https://doi.org/10.1086/315016
http://cvi.asm.org
http://cvi.asm.org/


20. Kinra P, Duttan V. 2013. Serum TNF alpha levels: a prognostic marker for
assessment of severity of malaria. Trop Biomed 30:645– 653.

21. Kurtzhals JA, Adabayeri V, Goka BQ, Akanmori BD, Oliver-Commey JO,
Nkrumah FK, Behr C, Hviid L. 1998. Low plasma concentrations of
interleukin 10 in severe malarial anaemia compared with cerebral and
uncomplicated malaria. Lancet 351:1768 –1772. https://doi.org/10.1016/
S0140-6736(97)09439-7.

22. Eckwalanga M, Marussig M, Tavares MD, Bouanga JC, Hulier E, Pavlovitch
JH, Minoprio P, Portnoi D, Renia L, Mazier D. 1994. Murine AIDS protects
mice against experimental cerebral malaria: down-regulation by inter-
leukin 10 of a T-helper type 1 CD4� cell-mediated pathology. Proc Natl
Acad Sci U S A 91:8097– 8101. https://doi.org/10.1073/pnas.91.17.8097.

23. Ho M, Sexton MM, Tongtawe P, Looareesuwan S, Suntharasamai P,
Webster HK. 1995. Interleukin-10 inhibits tumor necrosis factor produc-
tion but not antigen-specific lymphoproliferation in acute Plasmodium
falciparum malaria. J Infect Dis 172:838 – 844. https://doi.org/10.1093/
infdis/172.3.838.

24. Menendez C, Fleming AF, Alonso PL. 2000. Malaria-related anaemia.
Parasitol Today 16:469 – 476. https://doi.org/10.1016/S0169-4758
(00)01774-9.

25. Othoro C, Lal AA, Nahlen B, Koech D, Orago AS, Udhayakumar V. 1999.
A low interleukin-10 tumor necrosis factor-alpha ratio is associated with
malaria anemia in children residing in a holoendemic malaria region in
western Kenya. J Infect Dis 179:279 –282. https://doi.org/10.1086/
314548.

26. Stevenson MM, Tam MF, Wolf SF, Sher A. 1995. IL-12-induced protection
against blood-stage Plasmodium chabaudi AS requires IFN-gamma and
TNF-alpha and occurs via a nitric oxide-dependent mechanism. J Immu-
nol 155:2545–2556.

27. Mohan K, Stevenson MM. 1998. Interleukin-12 corrects severe anemia
during blood-stage Plasmodium chabaudi AS in susceptible A/J mice.
Exp Hematol 26:45–52.

28. Jason J, Archibald LK, Nwanyanwu OC, Byrd MG, Kazembe PN, Dobbie H,
Jarvis WR. 2001. Comparison of serum and cell-specific cytokines in
humans. Clin Diagn Lab Immunol 8:1097–1103.

29. Molyneux ME, Taylor TE, Wirima JJ, Grau GE. 1991. Tumour necrosis
factor, interleukin-6, and malaria. Lancet 337:1098. https://doi.org/
10.1016/0140-6736(91)91745-G.

30. Robinson LJ, D’Ombrain MC, Stanisic DI, Taraika J, Bernard N, Richards JS,
Beeson JG, Tavul L, Michon P, Mueller I, Schofield L. 2009. Cellular tumor
necrosis factor, interferon, and interleukin-6 responses as correlates of
immunity and risk of clinical Plasmodium falciparum malaria in children
from Papua New Guinea. Infect Immun 77:3033–3043. https://doi.org/
10.1128/IAI.00211-09.

31. Mbengue B, Niang B, Niang MS, Varela ML, Fall B, Fall M, Diallo RN, Diatta
B, Gowda DC, Dieye A, Perraut R. 2016. Inflammatory cytokine and
humoral responses to Plasmodium falciparum glycosylphosphatidy-
linositols correlates with malaria immunity and pathogenesis. Immun
Inflamm Dis 4:24 –34. https://doi.org/10.1002/iid3.89.

32. Luty AJ, Perkins DJ, Lell B, Schmidt-Ott R, Lehman LG, Luckner D, Greve
B, Matousek P, Herbich K, Schmid D, Weinberg JB, Kremsner PG. 2000.
Low interleukin-12 activity in severe Plasmodium falciparum malaria.
Infect Immun 68:3909 –3915. https://doi.org/10.1128/IAI.68.7.3909-3915
.2000.

33. Hugosson E, Montgomery SM, Premji Z, Troye-Blomberg M, Björkman A.
2004. Higher IL-10 levels are associated with less effective clearance of

Plasmodium falciparum parasites. Parasite Immunol 26:111–117. https://
doi.org/10.1111/j.0141-9838.2004.00678.x.

34. Awandare GA, Goka B, Boeuf P, Tetteh JK, Kurtzhals JA, Behr C, Akanmori
BD. 2006. Increased levels of inflammatory mediators in children with
severe Plasmodium falciparum malaria with respiratory distress. J Infect
Dis 194:1438 –1446. https://doi.org/10.1086/508547.

35. Baptista JL, Vanham G, Wery M, Van Marck E. 1997. Cytokine levels
during mild and cerebral falciparum malaria in children living in a
mesoendemic area. Trop Med Int Health 2:673– 679. https://doi.org/
10.1046/j.1365-3156.1997.d01-355.x.

36. Peyron F, Burdin N, Ringwald P, Vuillez JP, Rousset F, Banchereau J. 1994.
High levels of circulating IL-10 in human malaria. Clin Exp Immunol
95:300 –303.

37. Vogetseder A, Ospelt C, Reindl M, Schober M, Schmutzhard E. 2004. Time
course of coagulation parameters, cytokines and adhesion molecules in
Plasmodium falciparum malaria. Trop Med Int Health 9:767–773. https://
doi.org/10.1111/j.1365-3156.2004.01265.x.

38. Sinha S, Qidwai T, Kanchan K, Jha GN, Anand P, Pati SS, Mohanty S,
Mishra SK, Tyagi PK, Sharma SK, Awasthi S, Venkatesh V, Habib S. 2010.
Distinct cytokine profiles define clinical immune response to falciparum
malaria in regions of high or low disease transmission. Eur Cytokine
Netw 21:232–240. https://doi.org/10.1684/ecn.2010.0208.

39. Chaisavaneeyakorn S, Othoro C, Shi YP, Otieno J, Chaiyaroj SC, Lal AA,
Udhayakumar V. 2003. Relationship between plasma interleukin-12 (IL-
12) and IL-18 levels and severe malarial anemia in an area of holoende-
micity in western Kenya. Clin Diagn Lab Immunol 10:362–366.

40. Boström S, Giusti P, Arama C, Persson JO, Dara V, Traore B, Dolo A,
Doumbo O, Troye-Blomberg M. 2012. Changes in the levels of cytokines,
chemokines and malaria-specific antibodies in response to Plasmodium
falciparum infection in children living in sympatry in Mali. Malar J 11:109.
https://doi.org/10.1186/1475-2875-11-109.

41. Rovira-Vallbona E, Moncunill G, Bassat Q, Aguilar R, Machevo S, Puyol L,
Quintó L, Menéndez C, Chitnis CE, Alonso PL, Dobaño C, Mayor A. 2012.
Low antibodies against Plasmodium falciparum and imbalanced pro-
inflammatory cytokines are associated with severe malaria in Mozambi-
can children: a case-control study. Malar J 11:181. https://doi.org/
10.1186/1475-2875-11-181.

42. Mandala WL, Msefula CL, Gondwe EN, Drayson MT, Molyneux ME, Ma-
cLennan CA. 2016. Monocyte activation and cytokine production in
Malawian children presenting with P. falciparum malaria. Parasite Im-
munol 38:317–325. https://doi.org/10.1111/pim.12319.

43. De Waal Malefyt R, Abrams J, Bennett B, Figdor CG, de Vries JE. 1991.
Interleukin 10 (IL-10) inhibits cytokine synthesis by human monocytes:
an autoregulatory role of IL-10 produced by monocytes. J Exp Med
174:1209 –1220. https://doi.org/10.1084/jem.174.5.1209.

44. Shiow LR, Rosen DB, Brdickova N, Xu Y, An J, Lanier LL, Cyster JG,
Matloubian M. 2006. CD69 acts downstream of interferon-alpha/beta to
inhibit S1P1 and lymphocyte egress from lymphoid organs. Nature
440:540 –544. https://doi.org/10.1038/nature04606.

45. WHO. 2010. Basic malaria microscopy. World Health Organization, Ge-
neva, Switzerland. http://whqlibdoc.who.int/publications/2010/
9789241547826_eng.pdf.

46. Jones DS, Abrams E, Ou CY, Nesheim S, Connor E, Davenny K, Thomas P,
Sawyer M, Krasinski K, Bamji M. 1993. Lack of detectable human immu-
nodeficiency virus infection in antibody-negative children born to hu-
man immunodeficiency virus-infected mothers. Pediatr Infect Dis J 12:
222–227. https://doi.org/10.1097/00006454-199303000-00010.

Cytokines in Malaria Clinical and Vaccine Immunology

April 2017 Volume 24 Issue 4 e00533-16 cvi.asm.org 11

 on A
ugust 31, 2018 by guest

http://cvi.asm
.org/

D
ow

nloaded from
 

https://doi.org/10.1016/S0140-6736(97)09439-7
https://doi.org/10.1016/S0140-6736(97)09439-7
https://doi.org/10.1073/pnas.91.17.8097
https://doi.org/10.1093/infdis/172.3.838
https://doi.org/10.1093/infdis/172.3.838
https://doi.org/10.1016/S0169-4758(00)01774-9
https://doi.org/10.1016/S0169-4758(00)01774-9
https://doi.org/10.1086/314548
https://doi.org/10.1086/314548
https://doi.org/10.1016/0140-6736(91)91745-G
https://doi.org/10.1016/0140-6736(91)91745-G
https://doi.org/10.1128/IAI.00211-09
https://doi.org/10.1128/IAI.00211-09
https://doi.org/10.1002/iid3.89
https://doi.org/10.1128/IAI.68.7.3909-3915.2000
https://doi.org/10.1128/IAI.68.7.3909-3915.2000
https://doi.org/10.1111/j.0141-9838.2004.00678.x
https://doi.org/10.1111/j.0141-9838.2004.00678.x
https://doi.org/10.1086/508547
https://doi.org/10.1046/j.1365-3156.1997.d01-355.x
https://doi.org/10.1046/j.1365-3156.1997.d01-355.x
https://doi.org/10.1111/j.1365-3156.2004.01265.x
https://doi.org/10.1111/j.1365-3156.2004.01265.x
https://doi.org/10.1684/ecn.2010.0208
https://doi.org/10.1186/1475-2875-11-109
https://doi.org/10.1186/1475-2875-11-181
https://doi.org/10.1186/1475-2875-11-181
https://doi.org/10.1111/pim.12319
https://doi.org/10.1084/jem.174.5.1209
https://doi.org/10.1038/nature04606
http://whqlibdoc.who.int/publications/2010/9789241547826_eng.pdf
http://whqlibdoc.who.int/publications/2010/9789241547826_eng.pdf
https://doi.org/10.1097/00006454-199303000-00010
http://cvi.asm.org
http://cvi.asm.org/

	RESULTS
	Characteristics of study children.
	Cytokine concentrations during acute infection and in convalescence.
	Comparison of IL-10/TNF- and IL-10/IL-6 ratios between different groups.

	DISCUSSION
	MATERIALS AND METHODS
	Study area and study population.
	Malaria microscopy.
	HIV and malaria tests.
	Serum collection and preservation.
	Cytokine analysis.
	Statistical analysis.
	Ethical approval.

	SUPPLEMENTAL MATERIAL
	ACKNOWLEDGMENTS
	REFERENCES

