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Immunotoxicity of perfluorinated alkylates:
calculation of benchmark doses based on serum
concentrations in children
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Abstract

crucial when deciding on exposure limits.

the low-dose curve shape.

Background: Immune suppression may be a critical effect associated with exposure to perfluorinated compounds
(PFCs), as indicated by recent data on vaccine antibody responses in children. Therefore, this information may be

Methods: Results obtained from follow-up of a Faroese birth cohort were used. Serum-PFC concentrations were
measured at age 5 years, and serum antibody concentrations against tetanus and diphtheria toxoids were obtained
at age 7 years. Benchmark dose results were calculated in terms of serum concentrations for 431 children with
complete data using linear and logarithmic curves, and sensitivity analyses were included to explore the impact of

Results: Under different linear assumptions regarding dose-dependence of the effects, benchmark dose levels were
about 1.3 ng/mL serum for perfluorooctane sulfonic acid and 0.3 ng/mL serum for perfluorooctanoic acid at a
benchmark response of 5%. These results are below average serum concentrations reported in recent population
studies. Even lower results were obtained using logarithmic dose—response curves. Assumption of no effect below the
lowest observed dose resulted in higher benchmark dose results, as did a benchmark response of 10%.

Conclusions: The benchmark dose results obtained are in accordance with recent data on toxicity in experimental
models. When the results are converted to approximate exposure limits for drinking water, current limits appear to be
several hundred fold too high. Current drinking water limits therefore need to be reconsidered.
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Background

Perfluorinated compounds (PFCs) have been in use for
over 60 years in a wide array of applications. PFCs were
first manufactured in the US from about 1947, with
perfluorooctanoic acid (PFOA) and perfluorooctane sul-
fonic acid (PFOS) as primary products [1]. PFC was later
found to contaminate ground and surface water, and
PFOS was found to accumulate in freshwater fish [2].
These compounds possess a strong carbon-fluorine bond,
which leads to persistence of the PFCs in the environment
and the human body [2]. Thus, the high thermal, chemical
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and biological inertness that make the PFCs useful for
many industrial purposes at the same time also generates
an environmental hazard.

Serum-PFC analyses conducted by the Centers for Dis-
ease Control and Prevention (CDC) show that PFOS and
PFOA are detectable in virtually all Americans [3], with
children often showing higher serum concentrations than
adults [4]. Analyses of paired samples of maternal serum
and cord serum show that PFCs are transferred through
the human placenta [5,6]. Due to global dissemination of
PECs, their serum concentrations in children and preg-
nant women even in the remote locations, such as the
Faroe Islands [7], are similar to US levels. Exposures to
some PFCs in the Faroes may occur primarily through
marine diets [8]. Despite the extensive use of these com-
pounds for many decades, and the persistence and
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cumulative properties of the PFCs, the toxicology data
base is still incomplete and has allowed only preliminary
risk assessments so far.

Using animal toxicity data, calculations of benchmark
dose levels (BMDLs) have been carried out for a 10% devi-
ation relative to control values (i.e., a Benchmark Response
or BMR of 10%); they resulted in serum concentrations of
23 mg/L and 35 mg/L for PFOA and PFOS, respectively
[9-11]. Toxicokinetic modeling and standard assumptions
about water intake then allow derivation of acceptable
drinking water levels [11,12]. So far, the U.S. Environmen-
tal Protection Agency (EPA) has issued a draft risk assess-
ment of PFOA in 2005, but no final version has yet been
published, nor has a Reference Dose (RfD) been defined.
However, the EPA has issued provisional health advisories
of 0.4 pg/L (400 ng/L) for PFOA and 0.2 pg/L (200 ng/L)
for PFOS in drinking water [13]. Similarly, the Agency for
Toxic Substances and Disease Registry concluded in its
draft toxicological profile in 2009 that there was insuffi-
cient evidence at the time to develop a minimal risk level
[1]. For chronic exposure, state authorities have issued
limits for PFC concentrations in drinking the water, e.g., in
Minnesota [14], where the limit for both PFOS and PFOA
is 0.3 pg/L (300 ng/L). The limits were based on PFOS ef-
fects on the liver and thyroid, and PFOA effects on the
liver, fetal development, reduction in red blood cell num-
bers, and immune system changes in experimental studies
[11]. A lower guidance limit of 0.04 pg/L (40 ng/L) has
been determined for PFOA by the state of New Jersey [15].
Other agencies, such as the European Food Safety Author-
ity [16] have recommended similar exposure limits that re-
lied on the same toxicology data while using different
default assumptions.

PEC toxicity in animal models at first suggested the liver
as a main target organ, but so far chronic toxicity data
only in the rat have been published [1,12,17,18]. However,
recent evidence suggests that toxicology outcomes used in
derivation of exposure limits may not represent the most
sensitive endpoints. Thus, interference with mammary
gland development in mice with developmental exposure
seems to occur at low exposures; benchmark dose calcula-
tions using a variety of models showed that a 10% BMR
corresponded to a serum-based BMDL for PFOA of 23—
25 ug/L (or ng/mL) [12,17]. This BMDL differs by a factor
of 1,000 from the previously mentioned BMDL based on
liver toxicity (i.e., 23 mg/L or 23,000 pg/L). Thus, current
limits for PFOA in drinking water based on the latter
value may not be as protective as intended, despite the use
of uncertainty factors.

Likewise, immunotoxicity of PFCs has been demon-
strated in rodent models, avian models, reptilian models,
and mammalian and nonmammalian wildlife [19]. For ex-
ample, in a commonly used mouse model, PFOA effects
include decreased spleen and thymus weights, decreased
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thymocyte and splenocyte counts, decreased immuno-
globulin response, and changes in specific populations of
lymphocytes in the spleen and thymus. Reduced survival
after influenza infection has also been reported as an ap-
parent effect of PFOS exposure in mice [20]. Another study
found that the lowest observed effect level (LOEL) for
males corresponded to an average serum-PFOS concentra-
tion of 92 ng/g (about 94 pg/L), though 7-fold higher in fe-
males [21]. The LOEL serum concentration in males is
similar to typical levels found in serum samples from sub-
jects exposed to contaminated drinking water [22].

Given the concern about immunotoxicity as a possible
critical effect [19] and the possibility of developmental
toxicity [23], studies in child populations have recently fo-
cused on antibody responses to childhood immunizations
as a clinically relevant parameter that reflects major im-
mune system functions [24]. The subjects have all received
the same doses of vaccine antigens at the same ages and
can then be examined at similar ages, i.e., similar intervals
after the most recent vaccination [25]. Our studies focused
on the fishing community of the Faroe Islands [8], and
these prospective population data [7] seem appropriate for
calculating benchmark doses as a contribution to future
risk assessments.

While benchmark dose calculations from toxicology
data are fairly straightforward, using epidemiological stud-
ies can be more complicated due to the need for covariate
adjustments [26]. In addition, decisions on dose—response
models may be crucial, as a null exposure group is usually
not available, thus requiring extrapolations beyond the ex-
posure interval observed.

Methods

A birth cohort in the Faroe Islands was recruited and
consisted of 656 consecutive singleton births from late
1997 to early 2000. Prospective follow-up included 587 co-
hort members participated in one or both examinations at
ages 5 and 7 years [7], of whom 460 participated on both
examinations, and complete data with serum analyses were
obtained for 431. As exposure indicator, we used the PFC
concentrations in the child’s serum obtained at the clinical
examination at age 5 years. The outcomes were the specific
antibody concentrations against tetanus and diphtheria tox-
oids in serum at age 7 years. Of the PFCs, PFOS and PFOA
showed the highest concentrations (Table 1), similar to
levels reported from the US [3]. We also measured mater-
nal pregnancy serum PFC concentrations, which showed
strong negative correlations with antibody concentrations
at age 5 years. However, we chose to focus on the PFCs in
the child’s serum at age 5 and their uniformly negative asso-
ciations with antibody levels at age 7, as these data appar-
ently represented the greatest sensitivity to PFC exposure
so far documented and were not confounded by exposures
to other environmental chemicals. The dependence of the
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Table 1 Characteristics of 431 Faroese birth cohort
members with complete data from examinations at ages
5 and 7 years

Variable Result
Girl, n (%) 223 (48.5)
Birth weight, mean (SD) g 3724 (505)
Birth weight < 2500 g, n (%) 3(0.7)
Age at 5-year examnination, mean (SD) years 50 (0.1)
Age at 7-year examination, mean (SD) years 75(0.1)
Serum-PFOS concentration at age 5, ng/mL® 173 (14.1; 213)
Serum-PFOA concentration at age 5, ng/mL*® 406 (3.33; 4.95)
Anti-tetanus concentration at age 7, IU/mL? 1.80 (0.75; 4.60)
Anti-diphtheria concentration at age 7, IU/mL? 0.80 (0.40; 1.60)

? Median (interquartile range).

antibody concentrations on PFC exposures was determined
by generalized additive models [27]. Written maternal con-
sent was obtained, and the protocol was approved by the
ethical review committee at the Faroe Islands and by the re-
view board at the US institution.

Benchmark calculations

The data were analyzed as continuous variables in SAS
version 9.2. Although a clinical cut-off level exists for
antibody concentrations that represent long-term pro-
tection, this limit is somewhat arbitrary, and transform-
ation of the continuous data to a dichotomous variable
results in a loss of information.

Benchmark calculations were therefore based on regres-
sion models with antibody concentrations as dependent
variables while PFC-concentrations were included as in-
dependent variables along with potential confounders sex,
age and booster type at age 5 [7]. To achieve normally
distributed residuals, antibody concentrations were log-
transformed. Thus, we based models on the formula

log(antibody) = ag + a1 X sex + ay X age + a3
x boostertype + f(d) + ¢,

where d is the PFC concentration (PFOS or PFOA) mea-
sured at 5 years and f is the dose—response function satis-
fying f(0)=0. We modeled the PFC-effect using a
linear-dose response function [f(d) = p x d], a logarithmic
model [f(d) = xlog(d+1)] and the so-called K-power
model [f(d) = x d¥, K> =1]. As the dose—response rela-
tionship at low doses may differ from the one at higher
doses, we also used a piecewise linear model, which
allowed for a difference in slopes at the median exposure.
Calculations were carried out for PFOS and PFOA separ-
ately. Given their close correlations, it was not possible to
include mutual adjustment in the models.

The BMD is the dose which reduces the outcome by a
certain percentage (BMR) compared to unexposed controls
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[28,29]. Several different BMR values have been used in the
past, and lower BMR levels are known to result in de-
creased BMD results, in part because the uncertainty in-
creases [26]. By convention, a 10% BMR is often used for
experimental toxicology data [28,29]. On the other hand, a
decreased antibody response to vaccinations must be
regarded as an important adverse effect, thus supporting
the selection of a lower BMR. Thus, in human studies, a
BMR of 5% is often chosen [29]. We therefore calculated
BMD results for BMR values of 5% and 10%. An advantage
of a log-transformed response is that BMD can be esti-
mated independently of the confounders as the dose where
the dose—response function is equal to log(1-BMR), i.e,, the
BMD, will satisfy the equation f(BMD) = log(1-BMR).

As the main result of the calculations, the benchmark
dose level (BMDL) is defined as the lower one-sided 95%-
confidence limit of the BMD. In the dose-response
models with linear parameters (linear, log and piecewise
linear models), the derivation of closed form expressions
for the BMDL is straight forward [30]. Based on the esti-
mated uncertainty in the parameter estimates, the lower
confidence limit of the dose-effect function [f(d)] can be
determined. The BMDL is given as the dose where this
confidence limit is equal to log(1-BMR). For non-linear
models, the BMDL was calculated using the (iterative)
profile likelihood method. The fit of the models was based
on minus two times the log-maximum likelihood function
(-2 log(L)), where a smaller value indicates a better fit.
The low dose fit was measured by calculating -2log(L)
based on children with exposures in the lowest quartile.

As a consequence of the relatively steep dose—response
relationships, the BMDs were sometimes lower than the
minimum observed exposure, and some results therefore
depended on a part of the dose-response curve, for which
the data does not hold any information. As a sensitivity
analysis, we therefore developed a low-dose threshold ver-
sion of each of the dose-response models used. Each of
these models was identical to the original dose—response
model within the observed dose range, but with a flat
dose-response slope below the lowest dose observed
(Figure 1).

Results

Descriptive results are shown in Table 1. Children who
participated in one clinical examination, but not the
other, did not seem to differ in terms of exposure levels
and antibody concentrations from those cohort subjects
who participated in both examinations.

Generally, the log model yielded lower BMDs, but only
for the PFOS did these results provide a (marginally) better
fit than the linear slope (Table 2). The model-dependence
was similar for tetanus and diphtheria antibody concentra-
tions as outcome variables. When using the linear slope
and a BMR of 5%, the BMDL was about 1.3 ng/mL and
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Figure 1 Estimated dose-response functions for the
relationship between PFOS and the diphtheria-antibody
concentration. Curve A is estimated as a generalized additive model.
Curve B is the log-function, C is piecewise linear, and D is linear. The
low-dose threshold models (see Table 3) assume a flat curve below the
lowest observed dose indicated by the dotted vertical line, ie, that a
threshold exists at the lowest serum-PFOS concentration observed. The
bars on the horizontal scale indicate the serum-PFOS concentration of
each participating cohort member.

0.3 ng/mL for PFOS and PFOA, respectively. The piece-
wise linear curve showed BMDL results about half the
level of the linear dose—response curve, while the logarith-
mic curve showed even lower results. In the K-power
model, the power parameter was estimated to one, and
this model was therefore identical to the linear model. As
expected, results were higher at a BMR of 10%.

All dose-response models had normally distributed re-
siduals with a homogeneous scatter. The piecewise linear
generally had the closest fit, but it was not significantly
better than the alternative models. For the association be-
tween PFOS and the diphtheria antibody concentration,
Figure 1 illustrates the agreement between the different
models within the observed data range. The linear func-
tion is less steep at the low doses, which explains why this
model yields higher benchmark results.

Using the low-dose threshold models with a flat dose—
response below the lowest observed exposure levels, the
BMDL results for the linear curve were about 5-fold
higher than for the non-threshold curve (Table 3). The
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low-dose threshold results for both the piecewise and the
logarithmic curves approximated those obtained using a
linear slope.

Discussion

The present report presents the first benchmark dose re-
sults for human PFC exposure. It relies on serum-PFC
measurements at age 5, and serum concentrations of spe-
cific antibodies two years later as clinically relevant mea-
sures of immune functions. The size and homogeneity of
the study population and the high participation rate are
major strengths [7]. The associations that appeared the
strongest were selected for BMD calculations. Although
this selection was not based on an a priori hypothesis and
therefore could result in bias, structural equation model
analyses suggest that the overall effects of PFCs on anti-
bodies were stronger than most individual effects [7]. Con-
comitant exposure to PCBs did not cause any important
confounding. We included age and sex as covariates, but
they affected the results to a negligible degree only.

However, a weakness is the close correlation between
PFOA and PFOS, which makes mutual PFC adjustment
difficult. Structural equation models suggest that the
joint effects of major PFCs were stronger than those that
could be ascribed to single compounds [7], and it is
therefore possible that each of the major PFCs contribute
to the effects. Given the strong experimental support for
immunotoxicity of both PFOA and PFOS [19], the BMD
levels would seem to provide approximate levels of con-
cern for human exposures.

The choice of dose—response models is known to result
in different BMD results from epidemiological studies,
where unexposed controls are often missing [26]. In the
absence of prior knowledge regarding the shape of the
curve, we used two common curve shapes (linear and
logarithmic) to explore the dependence of the data on
these two assumptions. The two curves fit the data equally
well, and no statistical justification is therefore available
for choosing one set of results above the others. The linear
curve is often used as a default, and we therefore further
examined a model with a piecewise linear shape and one
with a flat slope below the lowest observed level of expos-
ure. For each of the two PFCs, these sensitivity analyses
showed that the BMDL results remained low. As antici-
pated, the 5% BMR results in BMDL values somewhat
below those for 10%, but differences between the curve
shapes were not smaller at an increased BMR.

The vaccine-specific antibody concentrations used in
our recent study [7] are thought to represent sensitive
immunotoxicity parameters. Other clinical outcome mea-
sures may be less sensitive. For example, hospitalization of
363 children up to an average age of 8 years for infectious
diseases (such as middle ear infection, pneumonia, and ap-
pendicitis) was not associated with PFOS and PFOA
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Table 2 Benchmark results for postnatal PFC exposure (in terms of serum concentrations in ng/mL measured at
5 years) with vaccine antibody concentrations at 7 years as the outcomes

BMR =5% BMR = 10% Fit (—2log(L))
Outcome Exposure Model* BMD BMDL BMD BMDL Full scale Low dose
Tetanus PFOS Linear 2.70 1.31 5.55 2.69 171981 31378
Log 0.13 0.07 0.29 0.14 171930 31375
Piecewise 145 0.56 298 1.16 1719.54 31354
PFOA Linear 0.38 0.25 0.77 0.51 171243 391.53
Log 0.07 0.04 0.14 0.09 1712.88 391.63
Piecewise 052 0.16 1.07 0.34 171233 391.64
Diphtheria PFOS Linear 2.30 1.25 4.72 257 1656.86 314.00
Log 0.11 0.06 0.24 0.13 1655.96 31338
Piecewise 0.98 049 201 1.01 1655.77 313.10
PFOA Linear 0.59 033 1.21 0.68 1656.15 362.37
Log 0.10 0.06 022 0.12 1656.14 362.39
Piecewise 048 017 0.99 0.34 1656.12 36230

*K-power model was identical to the linear model.

concentrations in serum from pregnant women from the
Danish National Birth Cohort [31]. Multiple social, demo-
graphic and other factors may have affected these results,
and hospitalization does not seem to be a sensitive or ap-
propriate test of the presence of immune system dysfunc-
tion. In adults exposed to PFOA through contaminated
drinking water, the serum-PFOA concentration was asso-
ciated with lower serum concentrations of total IgA, IgE
(in females only), though not IgG [32]. Although confirm-
ation from other human studies is therefore lacking so far,
experimental studies offer support that specific immuno-
globulin concentrations may be sensitive indicators of im-
mune system dysfunctions [19].

Interaction with peroxisome proliferator-activated re-
ceptors (PPARs) may be involved in the immunotoxic
mechanisms [1,19]. While human PPARa expression is
significantly less than that of rodents, current evidence
suggests that both PPARa-dependent and -independent

Table 3 Results of sensitivity analyses using low-dose
threshold models with no effect below the lowest
observed exposures

BMR = 5% BMR =10%

Outcome/Exposure  Model BMD BMDL BMD BMDL
Diphtheria/PFOS Linear 848 743 10.90 8.75
Log 6.96 6.62 7.89 711
Piecewise 7.16 6.67 8.19 7.19
Tetanus/PFOA Linear 1.70 157 2.10 1.83
Log 148 143 1.65 1.53
Piecewise 1.85 1.49 240 1.66

Benchmark results for serum concentrations (in ng/mL) measured at 5 years in
regard to vaccine antibody concentrations at 7 years. Results are given for the
exposures and outcomes showing the lowest results in Table 1.

pathways may be relevant to PFC immunotoxicity [33].
In human white blood cells in vitro, mechanistic studies
of PFC-induced suppression of cytokine secretion dem-
onstrated that PPARa activation was involved in the
PFOA-induced immunotoxicity, while other pathways
appeared responsible in regard to the effects of PFOS
[34]. White blood cells from human volunteers showed ef-
fects at PFOS concentrations in the medium of 0.1 pug/mL
(100 ng/mL), which was the lowest concentration tested
[35]. This level is similar to concentrations seen both in af-
fected male mice [21] and in subjects exposed to contami-
nated drinking water [22].

Based on both experimental and human studies, an
approximate BMDL of 1 pg/L would seem to be an ap-
propriate order of magnitude for calculation of exposure
limits for the PFCs. As the BMDL assumes equal sensi-
tivity within the population studied, current guidelines
[28,29] require that the BMDL be divided by an uncer-
tainty factor of 10 to take into account the existence of
subjects with increased vulnerability. A concentration of
about 0.1 ng/mL could then be used as the serum-based
RfD for the PFCs (somewhat higher for PFOS and lower
for PFOA).

Using mammary gland development as a sensitive out-
come in experimental studies [17], a BMDL of about
23 ng/mL serum was calculated for PFOA [12]. Taking
into account interspecies differences in vulnerability and
using a total uncertainty factor of 30, an RfD of 0.8 ng/mL
serum would be derived from this BMDL. Thus, although
referring to a different endpoint, this calculation is in good
accordance with the one estimated from our epidemio-
logical data.

A serum-based RfD less than 1 ng/mL for PFOS and
PFOA would be below most concentrations reported in
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recent studies [3,7,31]. Importantly, estimated RfD values
below 1 ng/mL are at least 100-fold below those used for
calculation of current water contamination limits. PFOA
concentrations in drinking water are known to correlate
with the serum concentrations of long-term residents in
Ohio and West Virginia at an approximate ratio of about
1:100 [12,15,36]. Thus, from these data, a serum-based
RfD of 0.1 ng/mL can be translated to a water concentra-
tion of 1 ng/L, or 0.001 pg/L (assuming that no other
sources contributed to the PFOA exposure). The current
EPA limit for this PFC is 300-fold higher. Thus, the recent
evidence on PFC immunotoxicity in humans and toxicity
in animal models suggests that current limits for drinking
water contamination are too permissive and must be de-
creased substantially.

Conclusions

BMDL results were about 1.3 ng/mL serum for PFOS and
0.3 ng/mL serum for PFOA at a benchmark response of
5%. Lower values were obtained with the logarithmic curve,
and higher results with a larger benchmark response. The
BMDL results are in accordance with recent data on tox-
icity in experimental models. When converted to approxi-
mate exposure limits for drinking water, current limits
appear to be several hundred fold too high. Current drink-
ing water limits therefore need to be reconsidered in the
light of the observed immunotoxicity associated with PFC
exposure.

Abbreviations

BMD: Benchmark dose; BMDL: Benchmark dose level, i.e., the lower 95%
confidence limit for the BMD; BMR: Benchmark response; EPA: Environmental
Protection Agency; LOEL: Lowest observed effect level; log: Natural
logarithm; PFC: Perfluorinated compound; PFOA: Perfluorooctanoic acid;
PFOS: Perfluorooctane sulfonic acid; PPAR: Peroxisome proliferator-activated
receptor; RfD: Reference Dose.

Competing interests

PG is editor-in-chief of this journal, but was not involved in the editorial
handling of this manuscript. The authors declare that they have no
competing interests.

Authors’ contributions

PG performed the literature review and drafted the manuscript. EBJ carried
out the benchmark analyses and commented on the interpretation. Both
authors contributed to, read, and approved the final version.

Acknowledgements

This study was supported by the National Institute of Environmental Health
Sciences, NIH (ES012199); the U.S. Environmental Protection Agency (R830758);
the Danish Council for Strategic Research (09-063094); and the Danish
Environmental Protection Agency as part of the environmental support
program DANCEA (Danish Cooperation for Environment in the Arctic).

Author details

1Department of Environmental Medicine, University of Southern Denmark,
Odense, Denmark. 2Departmem of Environmental Health, Harvard School of
Public Health, Boston, MA 02215, USA. *Department of Biostatistics, University
of Copenhagen, 2100, Copenhagen, Denmark.

Received: 22 January 2013 Accepted: 2 April 2013
Published: 19 April 2013

Page 6 of 7

References

1. Agency for Toxic Substances and Disease Registry: Draft toxicological profile
for perfluoroalkyls. Atlanta, GA: Agency for Toxic Substances and Disease
Registry; 2009.

2. Lindstrom AB, Strynar MJ, Libelo EL: Polyfluorinated compounds: past,
present, and future. Environ Sci Technol 2011, 45:7954-7961.

3. Calafat AM, Kuklenyik Z, Reidy JA, Caudill SP, Tully JS, Needham LL: Serum
concentrations of 11 polyfluoroalkyl compounds in the u.s. population:
data from the national health and nutrition examination survey
(NHANES). Environ Sci Technol 2007, 41:2237-2242.

4. Kato K, Calafat AM, Wong LY, Wanigatunga AA, Caudill SP, Needham LL:
Polyfluoroalkyl compounds in pooled sera from children participating in
the National Health and Nutrition Examination Survey 2001-2002.
Environ Sci Technol 2009, 43:2641-2647.

5. Needham LL, Grandjean P, Heinzow B, Jorgensen PJ, Nielsen F, Patterson
DG Jr, Sjodin A, Turner WE, Weihe P: Partition of environmental chemicals
between maternal and fetal blood and tissues. Environ Sci Technol 2011,
45:1121-1126.

6. LiuJ, LiJ, LiuY, Chan HM, Zhao Y, Cai Z, Wu Y: Comparison on gestation
and lactation exposure of perfluorinated compounds for newborns.
Environ Int 2011, 37:1206-1212.

7. Grandjean P, Andersen EW, Budtz-Jorgensen E, Nielsen F, Molbak K, Weihe
P, Heilmann C: Serum vaccine antibody concentrations in children
exposed to perfluorinated compounds. JAMA 2012, 307:391-397.

8. Weihe P, Kato K, Calafat AM, Nielsen F, Wanigatunga AA, Needham LL,
Grandjean P: Serum concentrations of polyfluoroalkyl compounds in
Faroese whale meat consumers. Environ Sci Technol 2008,
42:6291-6295.

9. Butenhoff JL, Gaylor DW, Moore JA, Olsen GW, Rodricks J, Mandel JH, Zobel
LR: Characterization of risk for general population exposure to
perfluorooctanoate. Regul Toxicol Pharmacol 2004, 39:363-380.

10. Seacat AM, Thomford PJ, Hansen KJ, Olsen GW, Case MT, Butenhoff JL:
Subchronic toxicity studies on perfluorooctanesulfonate potassium salt
in cynomolgus monkeys. Toxicol Sci 2002, 68:249-264.

11. Minnesota Department of Health: Groundwater health risk limits. St. Paul,
MN: Minnesota Department of Health; 2007.

12. Post GB, Cohn PD, Cooper KR: Perfluorooctanoic acid (PFOA), an
emerging drinking water contaminant: a critical review of recent
literature. Environ Res 2012, 116:93-117.

13. US. Environmental Protection Agency: Provisional health advisories for
perfluorooctanoic acid (PFOA) and perfluorooctane sulfonate (PFOS).
Washington, DC: U.S. Environmental Protection Agency; 2009.

14.  Minnesota Department of Health: Health Risk Limits for
Perfluorochemicals. In Report to the Minnesota Legislature. St. Paul, MN:
Minnesota Department of Health; 2008.

15. Post GB, Louis JB, Cooper KR, Boros-Russo BJ, Lippincott RL: Occurrence
and potential significance of perfluorooctanoic acid (PFOA) detected in
New Jersey public drinking water systems. Environ Sci Technol 2009,
43:4547-4554.

16.  European Food Safety Authority: Opinion of the Scientific Panel on
Contaminants in the Food chain on Perfluorooctane sulfonate (PFOS),
perfluorooctanoic acid (PFOA) and their salts. The EFSA Journal 2008,
653:1-131.

17. White SS, Fenton SE, Hines EP: Endocrine disrupting properties of
perfluorooctanoic acid. J Steroid Biochem Mol Biol 2011, 127:16-26.

18. Lau C, Anitole K, Hodes C, Lai D, Pfahles-Hutchens A, Seed J: Perfluoroalkyl
acids: a review of monitoring and toxicological findings. Toxicol Sci 2007,
99:366-394.

19.  DeWitt JC, Peden-Adams MM, Keller JM, Germolec DR: Immunotoxicity of
perfluorinated compounds: recent developments. Toxicol Pathol 2012,
40:300-311.

20. Guruge KS, Hikono H, Shimada N, Murakami K, Hasegawa J, Yeung LW,
Yamanaka N, Yamashita N: Effect of perfluorooctane sulfonate (PFOS) on
influenza A virus-induced mortality in female B6C3F1 mice. J Toxicol Sci
2009, 34:687-691.

21, Peden-Adams MM, Keller JM, Eudaly JG, Berger J, Gilkeson GS, Keil DE:
Suppression of humoral immunity in mice following exposure to
perfluorooctane sulfonate. Toxicol Sci 2008, 104:144-154.

22. Minnesota Department of Health: Environmental Public Health Tracking &
Biomonitoring. In Report to the Minnesota Legislature. St. Paul, MN:
Minnesota Department of Health; 2011.



Grandjean and Budtz-Jargensen Environmental Health 2013, 12:35 Page 7 of 7
http://www.ehjournal.net/content/12/1/35

23. Barouki R, Gluckman PD, Grandjean P, Hanson M, Heindel JJ:
Developmental origins of non-communicable disease: implications for
research and public health. Environ Health 2012, 11:42.

24. Dietert RR: Developmental immunotoxicology (DIT): windows of
vulnerability, immune dysfunction and safety assessment.

J Immunotoxicol 2008, 5:401-412.

25. van Loveren H, Germolec D, Koren HS, Luster MI, Nolan C, Repetto R, Smith
E, Vos JG, Vogt RF: Report of the Bilthoven Symposium: Advancement of
Epidemiological Studies in Assessing the Human Health Effects of
Immunotoxic Agents in the Environment and the Workplace. Biomarkers
1999, 4:135-157.

26. Budtz-Jorgensen E, Keiding N, Grandjean P: Benchmark dose calculation
from epidemiological data. Biometrics 2001, 57:698-706.

27. Hastie TJ, Tibshirani RJ: Generalized Additive Models (Monographs on Statistics
and Applied Probability 43). Boca Raton, FL: Chapman and Hall/CRC Press; 1990.

28.  US. Environmental Protection Agency: Benchmark dose technical guidance.
Washington, DC: Risk Assessment Forum, U.S. Environmental Protection
Agency; 2012.

29. EFSA Scientific Committee: Guidance of the Scientific Committee on Use
of the benchmark dose approach in risk assessment. The EFSA Journal
2009, 1150:1-72.

30. Joas R, Casteleyn L, Biot P, Kolossa-Gehring M, Castano A, Angerer J,
Schoeters G, Sepai O, Knudsen LE, Joas A, et al: Harmonised human
biomonitoring in Europe: activities towards an EU HBM framework. Int J
Hyg Environ Health 2012, 215:172-175.

31, Fei C, MclLaughlin JK, Lipworth L, Olsen J: Prenatal exposure to PFOA and
PFOS and risk of hospitalization for infectious diseases in early
childhood. Environ Res 2010, 110:773-777.

32. (8 Science Panel: Status Report: PFOA and immune biomarkers in adults exposed
to PFOA in drinking water in the mid Ohio valley. March 16. C8 Science Panel
(Tony Fletcher, Kyle Steenland, David Savitz). 2009. Available: http://www.
c8sciencepanel.org/study_resultshtml [accessed March 26 2013].

33. DeWitt JC, Shnyra A, Badr MZ, Loveless SE, Hoban D, Frame SR, Cunard R,
Anderson SE, Meade BJ, Peden-Adams MM, et al: Immunotoxicity of
perfluorooctanoic acid and perfluorooctane sulfonate and the role of
peroxisome proliferator-activated receptor alpha. Crit Rev Toxicol 2009,
39:76-94.

34, Corsini E, Avogadro A, Galbiati V, dell'Agli M, Marinovich M, Galli CL, Germolec
DR: In vitro evaluation of the immunotoxic potential of perfluorinated
compounds (PFCs). Toxicol Appl Pharmacol 2011, 250:108-116.

35, Corsini E, Sangiovanni E, Avogadro A, Galbiati V, Viviani B, Marinovich M,
Galli CL, Dell'Agli M, Germolec DR: In vitro characterization of the
immunotoxic potential of several perfluorinated compounds (PFCs).
Toxicol Appl Pharmacol 2012, 258:248-255.

36.  Emmett EA, Shofer FS, Zhang H, Freeman D, Desai C, Shaw LM: Community
exposure to perfluorooctanoate: relationships between serum
concentrations and exposure sources. J Occup Environ Med 2006, 48:759-770.

doi:10.1186/1476-069X-12-35

Cite this article as: Grandjean and Budtz-Jgrgensen: Immunotoxicity of
perfluorinated alkylates: calculation of benchmark doses based on
serum concentrations in children. Environmental Health 2013 12:35.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

e Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

www.biomedcentral.com/submit

Submit your manuscript at ( BiolVled Central




	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Benchmark calculations

	Results
	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References

