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Abstract

Background: Hantaviruses of the family Bunyaviridae are emerging zoonotic pathogens which cause hemorrhagic
fever with renal syndrome (HFRS) in the Old World and hantavirus pulmonary syndrome (HPS) in the New World.

pathologies characteristic of human hantavirus infection.

An immune-mediated pathogenesis is discussed for both syndromes. The aim of our study was to investigate
cytokine expression during the course of acute Puumala hantavirus infection.

Results: We retrospectively studied 64 patients hospitalised with acute Puumala hantavirus infection in 2010
during a hantavirus epidemic in Germany. Hantavirus infection was confirmed by positive anti-hantavirus IgG/IgM.
Cytokine expression of IL-2, IL-5, IL-6, IL-8, IL-10, IFN-y, TNF-o. and TGF-B1 was analysed by ELISA during the early
and late phase of acute hantavirus infection (average 6 and 12 days after onset of symptoms, respectively). A
detailed description of the demographic and clinical presentation of severe hantavirus infection requiring
hospitalization during the 2010 hantavirus epidemic in Germany is given. Acute hantavirus infection was
characterized by significantly elevated levels of IL-2, IL-6, IL-8, TGF81 and TNF-a in both early and late phase
compared to healthy controls. From early to late phase of disease, IL-6, IL-10 and TNF-a. significantly decreased
whereas TGF-B1 levels increased. Disease severity characterized by elevated creatinine and low platelet counts was
correlated with high pro-inflammatory IL-6 and TNF-a. but low immunosuppressive TGF-B1 levels and vice versa .

Conclusion: High expression of cytokines activating T-lymphocytes, monocytes and macrophages in the early
phase of disease supports the hypothesis of an immune-mediated pathogenesis. In the late phase of disease,
immunosuppressive TGF1 level increase significantly. We suggest that delayed induction of a protective immune
mechanism to downregulate a massive early pro-inflammatory immune response might contribute to the

Background

Hantaviruses of the family Bunyaviridae are emerging
zoonotic pathogens which cause two distinct syndromes
in humans: hemorrhagic fever with renal syndrome
(HFRS) and hantavirus pulmonary syndrome (HPS)
[1-3]. Immunopathogenesis of both syndromes is char-
acterized by increased vascular permeability resulting in
severe capillary leakage and hemorrhagic diathesis. It is
therefore suggested that these similar underlying patho-
genic mechanisms are at least partly immune-mediated.
Hantaviruses are transmitted via rodents which are
asymptomatically infected and spread the virus to
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humans by aerosolized secretion such as urine and feces
[4]. Typical modes of exposure are occupational forest
work, cleaning activities in contaminated buildings and
outdoor activities in areas were bank voles are abundant.
In 2010, a hantavirus epidemic was observed in Ger-
many with more than 2000 notified cases of hantavirus
infections which is the highest number ever since man-
datory reporting started [5]. Southwest Germany is the
main endemic area within Germany for infection with
Puumala virus (PUUV) which causes a mild form of
HEFRS, called nephropathia epidemica (NE). Although
NE is generally a mild disease with an incubation time
of usually 2-3 weeks, after initially influenza-like symp-
toms, acute renal failure with anuria or oliguria, protei-
nuria, hematuria and thrombocytopenia is typical is seen
[6-8]. Clinical severity of NE varies considerably, but
prognosis is good and mortality is low [1].
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Most clinical studies indicate an important role of
pro-inflammatory cytokines in the immunopathogen-
esis of HFRS/HPS [9-11]. The efficient anti-hantaviral
cell-mediated immune response in patients is mainly
due to the generation of cytotoxic CD8+ T-lympho-
cytes early in the course of disease [12,13]. Important
target cells of hantavirus in humans are monocytes
and macrophages, which may also play an important
role in the systemic spread of hantavirus from the pri-
mary site of infection, as well as endothelial cells.
Endothelial cells, monocytes and macrophages as well
as platelets can be a rich source of cytokines/chemo-
kines during the infection with hantavirus and contri-
bute to the HFRS/HPS immunopathogenesis [9-12].
Although most data are from patients with HFRS/HPS,
immunohistochemical staining and gene polymorphism
studies showed an association of pro-inflammatory
cytokines and disease in PUUV infection with signifi-
cantly elevated serum levels of TNF-a, IL-6, IL-2 and
IFN-vy in blood and urine [2,14,15].

Two recent studies shed further light on the immuno-
pathogenesis of acute PUUV infection [13,16]. Recently,
Saksida et al reported increased levels of IL-10, INF-y
and TNF-o in both Dobrava (DOBV) and PUUV
infected patients in Slovenia [16]. The authors found a
significant correlation of IL-10 and TNF-o with a more
severe course of disease in DOBV while PUUV infected
patients did not show this correlation but showed higher
IL-12 levels. Exact data on the interval between onset of
disease and sampling time point could not be deter-
mined, however the authors state that no time-depen-
dence of cytokine expression was seen. Lindgren et al
evaluated in a longitudinal study T-cell response in early
and late phase of acute PUUV infection during an han-
tavirus epidemic highlighting the role of CD8+ T cells
in the early phase of acute hantavirus infection and
describe the induction of inhibitory components in the
late phase to limit pro-inflammatory immune response
(average day 6 and 10, respectively) [13].

It has been suggested that HFRS pathogenesis is likely
to be a complex multifactorial process that includes
contributions from immune responses, platelet dysfunc-
tion, dysregulation of endothelial cell barrier functions
and hosts” genetic factors [16]. Hence, we proposed that
disparity of pro- and anti-inflammatory cytokines is
responsible in part for the pathology seen in human
hantavirus infection. In the present study, we aimed to
investigate longitudinally expression of cytokines in the
early and late phase during the course of acute infection
in a hantavirus epidemic in 2010. We want to analyze
timing and intensity of pro- and anti-inflammatory cyto-
kines seen over the course of the infection. In our study
we aimed to systematically analyze clinical and immuno-
logical characteristics in a cohort of 64 patients
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hospitalized with severe acute hantavirus infection.
Furthermore, we analyzed cytokine expression during
the early and late acute phase in comparison to healthy
control subjects.

Results

Patient characteristics and clinical findings

The patient cohort analyzed in our study consisted of 64
patients (Table 1). 89.7% of patients were adults while
10.3% were children and adolescents. This cohort was
representative regarding age distribution and seasonality
compared to nationwide data (Figure 1). A similar sea-
sonal distribution was detected in our cohort and for
nationwide cases with a peak in June. Age distribution
showed a higher percentage of patients in the age group
15-19 years in our cohort compared to nationwide data
(14.1% vs. 4.2%, respectively) and the highest proportion
of patients in the age group 30-39 years compared to
the highest incidence in the age group 40-49 years
nationwide, respectively (Figure 1).

Mean time from onset of disease until admission was
5.8 days, mean hospitalization time was 6.7 days. The
most common symptoms reported on admission were
fever, lumbalgia, headache, nausea, vomiting and
abdominal pain (Table 2). All patients had impaired
renal function to some degree on admission with an
increase in retention parameters over the course of dis-
ease, two patients (both children/adolescents) required
intermittent hemodialysis.

Laboratory findings on admission were elevated creati-
nine values with a mean of 4.2 mg/dl, CRP of 57.1 mg/l,
WBC of 9.6/nl, AST of 43.6 U/l, ALT of 39.9 U/l and
thrombocytopenia of 168/nl (Table 2). During the
course of disease, serum creatinine increased to a maxi-
mum mean value of 5.5 mg/dl and platelets decreased
to a minimum mean value of 143/nl. Urine examination
on admission showed proteinuria and hematuria in
92.2% and 75% of all patients, respectively. Pathological
findings in chest x-ray were found in 41. 9% and ultra-
sound findings such as ascites, splenomegaly, hepatome-
galy and kidney enlargement were found in 28.6%,

Table 1 Characteristics of 64 hantavirus-infected patients
included in the study.

Patients characteristics (n = 64)

male 67.2%
female 32.8%
adult 89.7%
children/adolescents (age < 18 years) 10.3%
mean age, years + SD 386 + 164
mean hospitalization time, days + SD 6.7 + 45
mean time until admission, days + SD 58 +35

Sex, age, hospitalization time and mean time until admission to hospital are
given.
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55.8%, 51.2% and 57.4%, respectively (Table 3). Further,
several unusual findings were observed in single patients
which are not frequently associated with hantavirus
infection (Table 3). On admission, the majority of
patients were seropositive for anti-PUUV IgG and/or
IgM antibodies (Figure 2). However three patients
(4.7%) presented without any detectable anti-PUUV
antibodies on admission but seroconversion could be
demonstrated in follow-up samples.

Cytokine levels in patients with acute hantavirus infection
versus healthy controls

The early phase of acute hantavirus infection (average 6
days after onset of symptoms) was characterized by sig-
nificant elevation of cytokine expression of IL-2, IL-6,
IL-8, TGF-B1 and TNF-a versus healthy controls (Table
4 and Figure 3). As patients showed strongly impaired
kidney function during the early phase of acute disease

and cytokines can accumulate in the blood because of
impaired renal excretion, additionally cytokine/creati-
nine ratios were analyzed which corresponded in their
significance fully with the blank cytokine expression.
Significantly elevated serum levels of IL-2, IL-6, IL-8,
TGF-B1 and TNF-a were also observed when the late
phase of acute disease was compared with healthy con-
trols, demonstrating a profound and prolonged pro-
inflammatory response to hantavirus infection. No sig-
nificant difference was seen for IFN-y, IL-10 and IL-5 or
their respective cytokine/creatinine ratio compared to
healthy controls (Table 4).

Cytokine levels in early versus late phase of acute
hantavirus infection

To further analyze the relation of pro- and anti-inflam-
matory cytokines during the course of disease in acute
hantavirus infection, we compared expression of IL-2,

Table 2 Mean laboratory values on admission and minimum/maximum values during hospitalization of the study

group.

parameter value on admission + SD range reference values
creatinine on admission, mg/dl 42+ 25 10-117 01-13
max. creatinine, mg/dl 55+27 1.1-119 01-13
platelets on admission,/nl 168 + 99 38 - 531 150 - 440
min. platelets,/nl 143 + 99 37 -531 150 - 440
C-reactive protein on admission, mg/I 57.1 £ 343 96 - 1478 <5

max. C-reactive protein, mg/I 66.0 + 37.1 10.5- 1480 <5

WBC on admission,/nl 96 +32 - 164 4-10
max. WBC,/nl 112+ 31 - 199 4-10
AST on admission, U/I 436 + 257 140 - 156.0 <35
max. AST, U/I 809 + 1208 27.0 - 907.0 <35
ALT on admission, U/I 399 + 240 100 - 113.0 <35
max. ALT, U/l 93.0 £ 105.7 10.0 - 745 <35

Results for important clinical laboratory markers during hantavirus infection are described.
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Table 3 Symptoms and clinical findings of hantavirus-
infected patients.

Symptoms Frequency
fever 85.9%
lumbalgia 62.5%
headache 54.7%
nausea 45.6%
vomiting 39.1%
abdominal pain 359%
myalgia 28.1%
dizziness 25.0%
bradycardia 26.3%
vision disturbance 20.6%
diarrhea 20.3%
cough 21.9%
arthralgia 16.6%
collaps 10.9%
dyspnoea 12.5%

Clinical findings

59/64 (92.2%
48/64 (75.0%
18/43 (41.9%

proteinuria ( )
( )
( )
10/35 (28.6%)
( )
( )

hematuria

pathologic findings in chest x-ray
ascites

24/43 (55.8%
22/43 (51.2%
35/61 (57.4%)
Unusual clinical findings associated with hantavirus infection

splenomegaly
hepatomegaly
kidney enlargement

pulmonary edema

acute glaucoma attack

severe neurological involvement
exanthema

abortion

hepatitis

interstitial nephritis

seizure

hypertensive urgency

Liver vein congestion

The frequency of clinical symptoms and findings is shown to point out
common and uncommon symptoms. Additionally, unusual clinical findings are
depicted separately, these were found once in different patients, respectively.

IL-5, IL-6. IL-8, IL-10, IFN-y, TNF-a. and TGF-B1 in
early versus late phase of acute hantavirus infection
(average 6 and 12 days after onset of symptoms, respec-
tively) (Table 4 and Figure 4). A significant decrease
from early to late phase was seen for IL-6, IL-10 and
TNF-a while a significant increase in TGF-1 was seen.
No significant differences were seen for IL-2, IL-5, IL-8
and IFN-y although there was a trend for increase in IL-
2 (Table 4). Rapid decrease of the several main pro-
inflammatory mediators as well as increased TGF-$1
during the late phase indicate induction of inhibiting
mechanisms limiting early acute phase immune
response (Figure 4).
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Correlation of cytokine expression with disease severity
Severity of disease defined by higher deviation from the
reference value of main blood parameters creatinine and
platelets was associated with high pro-inflammatory
cytokines and low TGF-B1 levels (Table 5). High serum
creatinine was associated with high IL-6, IL-8 and TNEF-
o but low TGF-B1 levels. Low blood platelet counts
were associated with high IL-6, IL-10 and TNF-a and
low TGE-B1. In addition, time interval from beginning
of symptoms until measurement of cytokines was asso-
ciated with high TGF-f1. These findings suggest
increasing serum TGF-f1 and an association of high
TGF-B1 with improving kidney function and normaliz-
ing platelet counts in the late phase of disease. When
correlating TGF-B1 with pro-inflammatory cytokines,
TGF-B1 was associated with low IL-8, IL-10 and TNF-a
levels. Although high CRP was associated with high IL-
6, IL-8 and TNF-q, it did not correlate with TGF-B1.

Discussion

Southwest Germany is a main endemic area for PUUV
infection with a strong increase in hantavirus infections
in 2010 [5,17]. Most studies on PUUV so far have
described the clinical setting of NE in Western or
Northern Europe and the Balkans [4,7,18,19], but large
patient numbers have rarely been described from Ger-
many [20,21]. A recent study retrospectively describing
75 hantavirus infected patients over a 8-year period in
Southwest Germany found comparable clinical charac-
teristics, however, with average lower creatinine and
lower platelet numbers than observed in our study [21].
It should be noted, that lower creatinine values are not
expected to be associated with lower platelet numbers
in cases of hantavirus infection. Hospitalization time
was longer with average 9 days while our cohort had an
average mean hospitalization time of 7 days. Interest-
ingly, we observed a higher proportion of organ patholo-
gies of spleen, liver and lung with approx. 56%, 51% and
41% compared to 50%, 13% and 16%, respectively. We
want to highlight especially findings of pulmonary invol-
vement as there is evidence that the strict differentiation
regarding kidney and lung pathology in Old and New
World hantaviruses is not useful when studying patho-
genesis, further, pulmonary findings in Old Wold hanta-
virus infection are increasingly recognized [22-25]. In
contrast to nationwide data and other studies, we
observed a higher proportion of young patients aged 15-
19 years, however most studies are undertaken from
medical disciplines focusing on adult patients and access
to a large pediatric unit in our study site might bias
these findings. We could further confirm the extreme
heterogeneity of NE mimicking a range of other diseases
especially in the initial phase of disease and found a
wide spectrum of unusual findings and complications in
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Figure 2 Detection of anti-Puumala virus antibodies (IgG, IgM) in hantavirus-infected patients on hospital admission. Three patients
presented without any detectable anti-PUUV antibodies on admission but seroconversion was detected in follow-up samples.
A

Table 4 Comparison of cytokines in early and late acute hantavirus infection and healthy controls.

parameter healthy controls early phase early phase* late phase P1 P2 Ps3
(n =39) (n = 64) (n=21) (n=21)
IL-2 (pg/ml), 22486 9.5+7.2 72456 14 £17 <0.0001 <0.0001 0.08
IL-2/creatinine 274122 3.8+45 32439 15425 <0.0001 <0.0001 0.005
IL-5 (pg/ml) 33+84 0.6+2.1 04+0.6 0.3+0.6 0.82 0.63 0.56
IL-5/creatinine 35+7.8 03+14 0.2+£0.5 0.2+0.5 1.00 061 0.65
IL-6 (pg/ml) 1.1+16 7.8£9.8 8.2+6.1 26+24 <0.0001 0.0002 0.001
IL-6/creatinine 13420 25+3.1 33136 1.8+1.2 0.0003 0.004 0.17
IL-8 (pg/ml) 13+32 563+1809 444+1076 130+£230 <0.0001 0.001 0.16
IL-8/creatinine 14£34 161+406 147+378 93+163 0.0001 0.002 0.57
IL-10 (pg/ml) 24+55 52484 83+10.7 0.7£20 0.014 0.17 0.001
IL-10/creatinine 26+57 22456 44486 06+19 0.18 0.14 0.003
TNF-o. (pg/ml) TNF-o/creatinine 0.8+1.0 52+42 6.4+4.6 3.6+3.1 <0.0001 <0.0001 0.001
0.9+1.1 17414 22419 30429 0.001 <0.0001 0.09
TGF-B (pg/ml) 4203+2132 23708+12207 21581+9068 32847+13513 <0.0001 <0.0001 0.004
TGF-f/creatinine 452942266 11178+13749 8605+7184 29239+18032 0.004 <0.0001 0.0001
IFN-y (pg/ml) 03+18 1.1+£6.7 29+116 10.5£33.5 041 0.23 0.29
IFN-y/creatinine 04425 03+22 1.0+39 754239 041 023 029

Statistical significant differences between healthy controls, patients with early hantavirus infection and patients with late hantavirus infection are shown in bold.
All data are given as mean+1SD. p1 = early phase acute hantavirus infection (n = 64) vs. healthy controls; p2 = late phase acute hantavirus infection vs. healthy
controls; p3 = early phase (n = 21) vs. late phase acute hantavirus infection. P-values were calculated using Mann-Whitney-U and Wilcoxon Signed-Rank tests.

Adjustment for multiple testing was done according to the method of Bonferroni. Only p-values of <0.01 after adjustment were considered to be significant and are
bold printed. *only early phase samples of patients for which a corresponding late phase sample was available. To exclude cytokine accumulation due to impairment
of renal excretion function, cytokine/creatinine ratios were calculated.
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single patients during the course of disease in patients of
the 2010 epidemic. Some of these findings might be
coincidental, however they are complicating diagnosis. It
is not clear if divergent clinical findings to other studies
such as higher number in organ pathology or higher
patient numbers in the young age group are hints for a
changing disease manifestation of hantavirus infection in
the 2010 epidemic or biased by analyzing a subgroup
with severe disease leading to hospitalization at a large
University hospital and intensive clinical monitoring. So
far, there are no other studies published on the 2010
hantavirus epidemic in Germany.

Diagnosis of hantavirus infection is confirmed by ser-
ological assays using the immunodominant nucleocap-
sid protein antigen [26-28]. By the time patients are
symptomatic, most patients develop IgM and IgG anti-
bodies [26,27,29]. Only few cases show delayed IgM

response, while the IgG response is delayed in 10% of
acute-phase IgM-positive sera [30,31]. For early testing
or confirmation of questionable serological results,
viral RNA can be detected by RT-PCR, but is not rou-
tinely applied [30,32]. Although most patients in our
study group presented with positive anti-PUUV IgG
and IgM antibodies, a subset of patients were serone-
gative, had only borderline IgM or IgG antibodies on
admission but seroconverted during the course of dis-
ease. In contrast, in a recent report by Schilling et al,,
most patients presented with IgG and all patients pre-
sented with IgM antibodies during the acute phase in
a PUUV epidemic in 2004 in Southern Germany [30].
These findings highlight that antibody testing at multi-
ple time points is conclusive if the clinical picture is
suspicious for acute hantavirus infection. In case of
atypical presentation, molecular diagnostic methods
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Table 5 Correlation analysis of cytokine expression for
creatinine/cytokine ratio, platelet/cytokine ratio and CRP/
cytokine ratio.

parameter r p
Creatinine/IL-6 0.337 0.005
Creatinine/IL-8 0316 0.009
Creatinine/TNF-a. 0.560 <0.001
Creatinine/TGF-B1 -0.265 0.029
Platelets/IL-6 -0.396 0.001
Platelets/IL-10 -0.367 0.002
Platelets/TNF-o. -0.391 0.003
Platelets/TGF-1 0421 <0.001
TGF-B1/IL-8 - 026 0.030
TGF-B1/IL-10 - 042 <0.0001
TGF-B1/TNF-o - 030 0.017
CRP/IL-6 049 <0.0001
CRP/IL-8 034 0.004
CRP/TNF-ao. 046 0.0001

such as PCR and sequencing of the infecting strain
should be considered [30,32].

Many studies have shown so far that cytokines play an
important role in the pathogenesis of human hantavirus
infection in both HFRS and HPS [14,33-36]. One of the
most investigated cytokine in acute hantavirus infection
of both syndromes HFRS and HPS is TNF-o which was
almost uniquely found overexpressed in acute hantavirus
infection [11,14,37]. TNF-a is produced by monocytes,
macrophages and T cells and is an inducer of NO
synthase with important effects on capillary endothelial
permeability.

Experimental data from an endothelial cell culture
model showed that Hantaan virus which causes HFRS
in Asia induces TLR 4, responsible for enhanced pro-
duction of TNF-a as well as IFN-B1 and IL-6 [34]. In
two clinical studies in Belgium and Brazil, polymorph-
isms in the TNF-a promoter were found associated with
a more severe course of disease in PUUV infection and
susceptibility to HPS, respectively [11,38]. A pauci-
symptomatic case of PUUV infection in a patient under
anti TNF-a treatment supports a crucial role of TNF-a
in hantavirus pathogenesis [39].

One of the main pro-inflammatory proteins beside
TNF-a is IL-6 which is also involved in induction of
acute inflammatory responses. Severity of disease in
HERS is correlated with serum and urine levels of IL-6
[40,41]. Outinen et al. found that high IL-6 is associated
with disease severity and increased hospitalization time
of PUUV infected patients [33]. Associations of high
serum creatinine and low platelet counts with serum
levels of TNF-a and IL-6 in our patients support the role
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of these cytokines in HFRS. Further, in fatal cases with
HPS, high numbers of cytokine-producing cells (IL-6,
TNF-a, IEN-y and IL-2 among others) were seen in the
lung and spleen tissues of HPS patients, indicating a role
for cytokines also in the target organ [10]. In our study
we could show a significant decrease of several main
inflammatory cytokines from early to late phase acute
disease and induction of an immunosuppressive mechan-
ism characterized by significant increase in TGF-B1
which is supposed to have a negative influence on lym-
phocyte activation [42]. In contrast to others we did not
see an increase in IL-10 during acute infection but only a
significant decrease of IL-10 from early to late phase
whereas increased TNF-1 was seen in both early and
late phase versus healthy controls and additionally
showed a significant increase from early to late phase
samples [14,16,43]. These differences in the detection of
certain cytokines could be due to the varying sampling
time points after onset of disease or a mixture of patients
at early and late phase of acute disease in studies which
did not evaluate the time span from onset of first symp-
toms. Near-normal platelet numbers as well as only a
small increase from creatinine on admission to maximum
creatinine value indicated that - similar to most other
studies- we missed the very early phase of disease in our
cohort as well. Generally, due to the unspecific nature of
hantavirus symptoms, it is very difficult to evaluate the
very early cytokine response as patients are rarely seen
and diagnosed within the first days of infection [15].

In general, our findings support the induction of an
inhibitory effect from early to late course of disease
which limits early acute phase pro-inflammatory
response. Interestingly, this immunoregulatory effect
seems to be optimized for virus persistence in the reser-
voir host characterized by asymptomatic infection: East-
erbrook et al. found regulatory T cells mediating Seoul
virus persistence in rats, possibly through elevated tran-
scription and synthesis of TGF-f1 and suppression of
TNF in the natural reservoir host [44]. In deer mice per-
sistently infected with Sin Nombre virus, T cells from
acutely infected mice synthesized a broad spectrum of
cytokines, including IFN-y, IL-4, IL-5, and TGF-f1, but
not TNF, lymphotoxin, or IL-17. However, in T cells
from persistently infected deer mice, only TGF-f1 was
expressed by all cell lines, whereas some cell lines
expressed reduced levels of IFN-y or IL-5 [45].

Conclusions

The strong association of high TGF-B1 serum level with
low serum creatinine and high platelet counts in our
study suggests a protective immunoregulatory role of
high TGF-f1 mitigating clinical symptoms in the late
acute phase of hantavirus-infected patients. High TGF-
B1 serum levels inhibit pro-inflammatory cytokines and
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prevent the patient from further cytokine-induced
inflammations and injuries of tissues and organs. Strong
associations of high TGF-f1 with low IL-8, IL-10 and
TNF-o serum levels during acute hantavirus infection
support this hypothesis. The strong association of high
TGEF-B1 with high platelet counts point to platelets as
an additional source of increased serum TGF-f1 during
convalescence of the patients. Thus, the strong inflam-
matory immune response induces a counter regulation
with increased TGF-B1 originating from activated
immune cells such as T lymphocytes, monocytes and
macrophages. The counter regulation increased the
number of platelets to normal platelet counts and these
platelets might be activated and release additional TGF-
B1. The observation of decreased TGF-f1 serum levels
in patients with hantavirus pulmonary symptoms are in
line with our observation of high TGF-B1 serum levels
in asymptomatic convalescent patients [40].

Methods

Study population

Sixty-four hospitalised patients diagnosed with acute han-
tavirus infection at the University Hospital Heidelberg
were analyzed for clinical characteristics by hospital chart.
Hantavirus antibodies and cytokine levels were determined
in serum samples obtained during clinical routine. Early
phase samples of acute disease were from the first presen-
tation upon admission to the hospital, on average 6 days
after onset of symptoms. An additional late phase sample
was available for 21 of those patients, on average 12 days
after onset of symptoms. All samples were analysed for
cytokine expression levels. Thirty-nine healthy blood
donors (age 37.2+12.2 years) served as controls. Data on
nationwide demographic characteristics of hantavirus
cases were obtained from the central federal institution for
disease control Robert Koch Institute (SurvStat@RKI,
http://www3.rki.de/SurvStat, data status: 14.02.2011).

Detection of hantavirus antibodies

Sera were tested for IgG and IgM antibodies using the
recomLine hantavirus assay (Mikrogen, Munich, Ger-
many), coated with specific hantavirus nucleocapsid
antigens of Puumala virus, Hantaan virus and Seoul
virus. Patients were included in the study if both IgG
and IgM for Puumala were positive on admission or
during the course of disease.

Determination of serum cytokines
IL-2, IL-5, IL-6, IL-8, IL-10, IFN-y, TGF- B1 and TNF-a
were measured by ELISA (R&D Systems, Wiesbaden,
Germany) in 64 early and 21 late phase samples.

To exclude cytokine accumulation due to dysfunction
of renal excretion function in our analysis, in addition,
cytokine/creatinine ratios were calculated.
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Statistical analysis

Mann-Whitney-U, Wilcoxon signed rank and Spearman
correlation coefficient test were applied using the Statis-
tical Package for the Social Sciences (SPSS, Chicago,
USA). Adjustment for multiple testing was done accord-
ing to the method of Bonferroni. P values of <0.05 after
adjustment were considered significant.

Ethical approval

This study was approved by the Ethics Committee of
the Faculty of Medicine, University Heidelberg. Written
consent was obtained from patients and healthy
controls.

Acknowledgements

We would like to thank M. Kutsche-Bauer and R. Seemuth for technical
assistance in cytokine analysis, Dr. D. Gotthardt for help with graphical
design and Dr. S. Geis for critically reading the manuscript. Part of this work
was presented on the 6th International Conference on Emerging Zoonoses,
24-27 February 2011 in Cancun, Mexico.

Author details

'Department of Transplantation Immunology, University of Heidelberg, Im
Neuenheimer Feld 305, 69120 Heidelberg, Germany. “Department of
Nephrology, University of Heidelberg, Im Neuenheimer Feld 162, 69120
Heidelberg, Germany. *Department of Infectious Diseases, Virology, University
of Heidelberg, Im Neuenheimer Feld 324, 69120 Heidelberg, Germany.
“Current address: Institute of Virology, Sigmund Freud Str. 25, University of
Bonn Medical Centre, 53127 Bonn, Germany.

Authors’ contributions

MS and VD carried out the immunoassays for cytokine analysis. MS
performed the statistical analysis. IE and PS developed the design of the
study, IE coordinated the study and collected clinical data of the patients. PS
and UB performed the immunoassays for hantavirus antibodies. VD, GO and
PS drafted the manuscript. All authors read and approved the final
manuscript.

Received: 14 September 2011 Accepted: 16 November 2011
Published: 16 November 2011

References

1. Jonsson CB, Figueiredo LT, Vapalahti O: A global perspective on
hantavirus ecology, epidemiology, and disease. Clin Microbiol Rev 2010,
23:412-441.

2. Muranyi W, Bahr U, Zeier M, van der Woude FJ: Hantavirus infection. J Am
Soc Nephrol 2005, 16:3669-3679.

3. Christou L: The global burden of bacterial and viral zoonotic infections.
Clin Microbiol Infect 2011, 17:326-330.

4. Settergren B, Juto P, Wadell G, Trollfors B, Norrby SR: Incidence and
geographic distribution of serologically verified cases of nephropathia
epidemica in Sweden. Am J Epidemiol 1988, 127:801-807.

5. Faber MS, Ulrich RG, Frank C, Brockmann SO, Pfaff GM, Jacob J, Kruger DH,
Stark K: Steep rise in notified hantavirus infections in Germany, April
2010. Euro Surveill 2010, 15.

6. Vapalahti O, Mustonen J, Lundkvist A, Henttonen H, Plyusnin A, Vaheri A:
Hantavirus infections in Europe. Lancet Infect Dis 2003, 3:653-661.

7. Mustonen J, Brummer-Korvenkontio M, Hedman K, Pasternack A, Pietila K,
Vaheri A: Nephropathia epidemica in Finland: a retrospective study of
126 cases. Scand J Infect Dis 1994, 26:7-13.

8. Sinisalo M, Vapalahti O, Ekblom-Kullberg S, Laine O, Makela S, Rintala H,
Vaheri A: Headache and low platelets in a patient with acute leukemia. J
Clin Virol 2010, 48:159-161.

9. Temonen M, Mustonen J, Helin H, Pasternack A, Vaheri A, Holthofer H:
Cytokines, adhesion molecules, and cellular infiltration in nephropathia


http://www3.rki.de/SurvStat
http://www.ncbi.nlm.nih.gov/pubmed/20375360?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20375360?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16267154?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21129102?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2895579?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2895579?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2895579?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14522264?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7910705?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7910705?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20308016?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8599883?dopt=Abstract

Sadeghi et al. BMC Immunology 2011, 12:65
http://www.biomedcentral.com/1471-2172/12/65

20.

21.

22.

23.

24

25.

26.

27.

28.

epidemica kidneys: an immunohistochemical study. Clin Immunol
Immunopathol 1996, 78:47-55.

Mori M, Rothman AL, Kurane |, Montoya JM, Nolte KB, Norman JE,

Waite DC, Koster FT, Ennis FA: High levels of cytokine-producing cells in
the lung tissues of patients with fatal hantavirus pulmonary syndrome. J
Infect Dis 1999, 179:295-302.

Maes P, Clement J, Groeneveld PH, Colson P, Huizinga TW, Van Ranst M:
Tumor necrosis factor-alpha genetic predisposing factors can influence
clinical severity in nephropathia epidemica. Viral Immunol 2006,
19:558-564.

Markotic A: [Immunopathogenesis of hemorrhagic fever with renal
syndrome and hantavirus pulmonary syndrome]. Acta Med Croatica 2003,
57:407-414.

Lindgren T, Ahlm C, Mohamed N, Evander M, Ljunggren HG, Bjorkstrom NK:
Longitudinal Analysis of the Human T Cell Response during Acute
Hantavirus Infection. J Virol 2011.

Linderholm M, Ahim C, Settergren B, Waage A, Tarnvik A: Elevated plasma
levels of tumor necrosis factor (TNF)-alpha, soluble TNF receptors,
interleukin (IL)-6, and IL-10 in patients with hemorrhagic fever with
renal syndrome. J Infect Dis 1996, 173:38-43.

Makela S, Mustonen J, Ala-Houhala |, Hurme M, Koivisto AM, Vaheri A,
Pasternack A: Urinary excretion of interleukin-6 correlates with
proteinuria in acute Puumala hantavirus-induced nephritis. Am J Kidney
Dis 2004, 43:809-816.

Saksida A, Wraber B, Avsic-Zupanc T: Serum levels of inflammatory and
regulatory cytokines in patients with hemorrhagic fever with renal
syndrome. BMC Infect Dis 2011, 11:142.

Ulrich R, Meisel H, Schutt M, Schmidt J, Kunz A, Klempa B, Niedrig M,

Pauli G, Kruger DH, Koch J: [Prevalence of hantavirus infections in
Germany]. Bundesgesundheitsblatt Gesundheitsforschung Gesundheitsschutz
2004, 47:661-670.

Tersago K, Verhagen R, Vapalahti O, Heyman P, Ducoffre G, Leirs H:
Hantavirus outbreak in Western Europe: reservoir host infection
dynamics related to human disease patterns. Epidemiol Infect 2010,
139:381-390.

Olsson GE, Dalerum F, Hornfeldt B, Elgh F, Palo TR, Juto P, Ahim C: Human
hantavirus infections, Sweden. Emerg Infect Dis 2003, 9:1395-1401.
Hofmann J, Meisel H, Klempa B, Vesenbeckh SM, Beck R, Michel D, Schmidt-
Chanasit J, Ulrich RG, Grund S, Enders G, Kruger DH: Hantavirus outbreak,
Germany, 2007. Emerg Infect Dis 2008, 14:850-852.

Braun N, Haap M, Overkamp D, Kimmel M, Alscher MD, Lehnert H, Haas CS:
Characterization and outcome following Puumala virus infection: a
retrospective analysis of 75 cases. Nephrol Dial Transplant 2010,
25:2997-3003.

Rasmuson J, Andersson C, Norrman E, Haney M, Evander M, Ahlm C: Time
to revise the paradigm of hantavirus syndromes? Hantavirus pulmonary
syndrome caused by European hantavirus. Eur J Clin Microbiol Infect Dis
2011, 30:685-690.

Eckerle I, Heussel CP: Fever, acute renal failure and pulmonary edema.
Nephrology Dialysis Transplant Plus 2011, 310-312.

Linderholm M, Billstrom A, Settergren B, Tarnvik A: Pulmonary involvement
in nephropathia epidemica as demonstrated by computed tomography.
Infection 1992, 20:263-266.

Linderholm M, Sandstrom T, Rinnstrom O, Groth S, Blomberg A, Tarnvik A:
Impaired pulmonary function in patients with hemorrhagic fever with
renal syndrome. Clin Infect Dis 1997, 25:1084-1089.

Zoller L, Yang S, Gott P, Bautz EK, Darai G: Use of recombinant
nucleocapsid proteins of the Hantaan and nephropathia epidemica
serotypes of Hantaviruses as immunodiagnostic antigens. J Med Virol
1993, 39:200-207.

Zoller L, Faulde M, Meisel H, Ruh B, Kimmig P, Schelling U, Zeier M,

Kulzer P, Becker C, Roggendorf M, et al: Seroprevalence of hantavirus
antibodies in Germany as determined by a new recombinant enzyme
immunoassay. Eur J Clin Microbiol Infect Dis 1995, 14:305-313.

Meisel H, Wolbert A, Razanskiene A, Marg A, Kazaks A, Sasnauskas K, Pauli G,
Ulrich R, Kruger DH: Development of novel immunoglobulin G (IgG), IgA,
and IgM enzyme immunoassays based on recombinant Puumala and
Dobrava hantavirus nucleocapsid proteins. Clin Vaccine Immunol 2006,
13:1349-1357.

29.

30.

31

32,

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44,

45,

Page 10 of 10

Schonrich G, Rang A, Lutteke N, Raftery MJ, Charbonnel N, Ulrich RG:
Hantavirus-induced immunity in rodent reservoirs and humans. Immunol
Rev 2008, 225:163-189.

Schilling S, Emmerich P, Klempa B, Auste B, Schnaith E, Schmitz H,

Kruger DH, Gunther S, Meisel H: Hantavirus disease outbreak in Germany:
limitations of routine serological diagnostics and clustering of virus
sequences of human and rodent origin. J Clin Microbiol 2007,
45:3008-3014.

Kruger DH, Ulrich R, Lundkvist AA: Hantavirus infections and their
prevention. Microbes Infect 2001, 3:1129-1144.

Kramski M, Meisel H, Klempa B, Kruger DH, Pauli G, Nitsche A: Detection
and typing of human pathogenic hantaviruses by real-time reverse
transcription-PCR and pyrosequencing. Clin Chem 2007, 53:1899-1905.
Outinen TK, Makela SM, Ala-Houhala 10, Huhtala HS, Hurme M, Paakkala AS,
Porsti IH, Syrjanen JT, Mustonen JT: The severity of Puumala hantavirus
induced nephropathia epidemica can be better evaluated using plasma
interleukin-6 than C-reactive protein determinations. BMC Infect Dis 2010,
10:132.

Jiang H, Wang PZ, Zhang Y, Xu Z, Sun L, Wang LM, Huang CX, Lian JQ,

Jia ZS, Li ZD, Bai XF: Hantaan virus induces toll-like receptor 4 expression,
leading to enhanced production of beta interferon, interleukin-6 and
tumor necrosis factor-alpha. Virology 2008, 380:52-59.

Niikura M, Maeda A, lkegami T, Saijo M, Kurane I, Morikawa S: Modification
of endothelial cell functions by Hantaan virus infection: prolonged
hyper-permeability induced by TNF-alpha of hantaan virus-infected
endothelial cell monolayers. Arch Virol 2004, 149:1279-1292.

Terajima M, Hayasaka D, Maeda K, Ennis FA: Immunopathogenesis of
hantavirus pulmonary syndrome and hemorrhagic fever with renal
syndrome: Do CD8+ T cells trigger capillary leakage in viral hemorrhagic
fevers? Immunol Lett 2007, 113:117-120.

Makela S, Hurme M, Ala-Houhala I, Mustonen J, Koivisto AM, Partanen J,
Vapalahti O, Vaheri A, Pasternack A: Polymorphism of the cytokine genes
in hospitalized patients with Puumala hantavirus infection. Nephrol Dial
Transplant 2001, 16:1368-1373.

Borges AA, Donadi EA, Campos GM, Moreli ML, de Sousa RL, Saggioro FP,
de Figueiredo GG, Badra SJ, Deghaide NH, Figueiredo LT: Association of
-308G/A polymorphism in the tumor necrosis factor-alpha gene
promoter with susceptibility to development of hantavirus
cardiopulmonary syndrome in the Ribeirao Preto region, Brazil. Arch Virol
2010, 155:971-975.

Moutschen P, Bourhaba M, Frippiat F, Giot JB, Meuris C, Leonard P,
Moutschen M: A pauci-symptomatic case of documented Hantavirus
(Puumala) infection in a patient under anti-TNF treatment. J Clin Virol
2011, 50:247-248.

Borges AA, Campos GM, Moreli ML, Moro Souza RL, Saggioro FP,
Figueiredo GG, Livonesi MC, Moraes Figueiredo LT: Role of mixed Th1 and
Th2 serum cytokines on pathogenesis and prognosis of hantavirus
pulmonary syndrome. Microbes Infect 2008, 10:1150-1157.

Groeneveld PH, Colson P, Kwappenberg KM, Clement J: Increased
production of nitric oxide in patients infected with the European variant
of hantavirus. Scand J Infect Dis 1995, 27:453-456.

Rook AH, Kehrl JH, Wakefield LM, Roberts AB, Sporn MB, Burlington DB,
Lane HC, Fauci AS: Effects of transforming growth factor beta on the
functions of natural killer cells: depressed cytolytic activity and blunting
of interferon responsiveness. J Immunol 1986, 136:3916-3920.

Klingstrom J, Plyusnin A, Vaheri A, Lundkvist A: Wild-type Puumala
hantavirus infection induces cytokines, C-reactive protein, creatinine,
and nitric oxide in cynomolgus macaques. J Virol 2002, 76:444-449.
Easterbrook JD, Zink MC, Klein SL: Regulatory T cells enhance persistence
of the zoonotic pathogen Seoul virus in its reservoir host. Proc Natl Acad
Sci USA 2007, 104:15502-15507.

Schountz T, Prescott J, Cogswell AC, Oko L, Mirowsky-Garcia K, Galvez AP,
Hjelle B: Regulatory T cell-like responses in deer mice persistently
infected with Sin Nombre virus. Proc Nat/ Acad Sci USA 2007,
104:15496-15501.

doi:10.1186/1471-2172-12-65

Cite this article as: Sadeghi et al.. Cytokine expression during early and
late phase of acute Puumala hantavirus infection. BMC Immunology 2011
12:65.



http://www.ncbi.nlm.nih.gov/pubmed/8599883?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9878011?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9878011?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16987073?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/16987073?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15011469?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15011469?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8537680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8537680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8537680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8537680?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15112171?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15112171?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21605369?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21605369?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21605369?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15254821?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15254821?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20450527?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20450527?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14718081?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/14718081?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18439382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18439382?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20223893?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20223893?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21234633?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21234633?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21234633?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1358824?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/1358824?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9402362?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/9402362?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8096868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8096868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8096868?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7649193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7649193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/7649193?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17021245?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17021245?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17021245?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18837782?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17626170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17626170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17626170?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11709294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11709294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717126?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717126?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17717126?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20500875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20500875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20500875?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18707748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18707748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18707748?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15221531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15221531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15221531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/15221531?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17897725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17897725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17897725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17897725?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11427627?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11427627?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20372945?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20372945?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20372945?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/20372945?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21195021?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/21195021?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18606242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18606242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/18606242?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8588134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8588134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/8588134?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2871107?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2871107?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/2871107?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11739712?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11739712?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/11739712?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17878294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17878294?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17875986?dopt=Abstract
http://www.ncbi.nlm.nih.gov/pubmed/17875986?dopt=Abstract

	Abstract
	Background
	Results
	Conclusion

	Background
	Results
	Patient characteristics and clinical findings
	Cytokine levels in patients with acute hantavirus infection versus healthy controls
	Cytokine levels in early versus late phase of acute hantavirus infection
	Correlation of cytokine expression with disease severity

	Discussion
	Conclusions
	Methods
	Study population
	Detection of hantavirus antibodies
	Determination of serum cytokines
	Statistical analysis
	Ethical approval

	Acknowledgements
	Author details
	Authors' contributions
	References

