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The prompt diagnosis of active tuberculosis (ATB) is still a challenge in clinical practice, especially in TB-endemic countries. We prospectively enrolled consecutive patients with suspected pulmonary TB from two tertiary hospitals. Acid-fast staining (AFS), Xpert MTB/RIF (Xpert), Mycobacterium tuberculosis culture, and T-SPOT.TB were simultaneously performed. 226 ATB and 348 non-TB patients were diagnosed in Tongji hospital (test cohort), and 86 ATB and 110 non-TB patients were diagnosed in Guangzhou Chest Hospital (validation cohort). Using ATB as patient group and non-TB as control group, for diagnosis of ATB in Tongji Hospital, the sensitivity of AFS was 17.70% (95% CI: 13.08–23.44%). The sensitivity of Xpert and culture were 53.54% (95% CI: 46.81–60.14%) and 46.46% (95% CI: 39.86–53.19%), respectively. The sensitivity of T-SPOT.TB was 81.42% (95% CI: 75.60–86.14%), but the specificity was 71.55% (95% CI: 66.60–76.04%). Calculation of the ratio of TB-specific antigen to phytohaemagglutinin (TBAg/PHA) of T-SPOT.TB assay increased the specificity but with a loss of sensitivity. Combination of Xpert and culture slightly increased the sensitivity compared to using these methods separately. Combination of Xpert and TBAg/PHA ratio (defined as Xpert positive or TBAg/PHA ≥ 0.2) increased diagnostic accuracy, and the sensitivity and specificity of combination of them were 85.84% (95% CI: 80.45–89.98%) and 95.98% (95% CI: 93.36–97.59%), respectively. The diagnostic model was also established based on combination of Xpert and TBAg/PHA ratio. The area under the curve of the diagnostic model was 0.952 (95% CI: 0.932–0.973) for diagnosis of ATB, with a sensitivity of 88.05% (95% CI: 83.10–91.98%) and a specificity of 96.26% (95% CI: 93.70–98.00%) when a cutoff value of 0.44 was used in Wuhan cohort. The performance of combination of Xpert and TBAg/PHA ratio was similar in Guangzhou Chest Hospital. Our data suggest that combination of Xpert and TBAg/PHA ratio may be a good algorithm for prompt diagnosis of ATB in high endemic areas.
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INTRODUCTION

Accurate and prompt diagnosis of tuberculosis (TB) is crucial for patient management and TB control. However, none of the currently used methods can satisfy this requirement. The sensitivity of acid-fast staining (AFS) is low (1, 2). Mycobacterium tuberculosis (MTB) culture and Xpert MTB/RIF (Xpert) assay face the same dilemma under low bacterial loads and MTB culture is also limited by a long turnaround time (3–5). Tuberculin skin test and T-SPOT.TB (T-SPOT) have been proven useful in detecting MTB infection (6–9). The great limitation of these methods is their inability to distinguish active TB (ATB) from latent TB infection (LTBI) (8, 10–12).

Our previous studies have found that calculation of the ratio of TB-specific antigen (TBAg) to phytohaemagglutinin (PHA) (TBAg/PHA ratio) of T-SPOT increases the specificity of ATB diagnosis (13–18). The theoretical basis of this method is that TBAg/PHA ratio can eliminate the impact of individual immune variation on T-SPOT. For instance, ATB patients with immunocompromised conditions have decreased TBAg results, leading to increased difficulty in distinguishing ATB from LTBI because low TBAg results are mostly attributed to LTBI. However, PHA results, the positive control of T-SPOT assay, are correspondingly decreased in these situations because they can reflect the immune status of the host (14, 15). Thus, the TBAg/PHA ratio is still in a high level and better than directly using TBAg results in this condition.

The decreased bacillary burden was found in patients with immunosuppression and Xpert cycle threshold values were significantly increased among HIV-infected individuals (19). Thus, Xpert shows reduced sensitivity and negative predictive value in patients with immunosuppression (20). Our previous study has shown that the TBAg/PHA ratio can eliminate immune variation and has some diagnostic value in ATB patients with immunocompromised condition (16). Thus, we speculated that combination of Xpert and TBAg/PHA ratio can improve the diagnostic accuracy of ATB. Both Xpert and TBAg/PHA ratio can be completed within 24 h. In this study, we first determined whether combination of Xpert and TBAg/PHA ratio can be a good algorithm for prompt diagnosis of ATB.



MATERIALS AND METHODS


Study Subjects and Clinical Procedures

According to symptoms (such as cough, fever, or night sweat) and typical computed tomography (CT) findings, the suspected pulmonary TB patients were consecutively recruited from Tongji Hospital (one of the biggest tertiary hospitals in central region of China, located in Wuhan which has 11 million people) and Guangzhou Chest Hospital (a TB-specialized hospital located in Guangzhou which has 14 million people) between October 2017 and October 2018. Patients younger than 18 years of age and those undergoing TB treatment were excluded.

One to three sputum samples were collected from recruited patients if they had cough and all recruited patients underwent fiberoptic bronchoscopy. Bronchial washing fluid (BWF) was collected from the lung segment that showed abnormal lesions on CT. BWF was obtained by instillation of 50–60 ml of saline and at least 30 ml returned aspirate was collected. Sputum and BWF were used for AFS (Ziehl-Neelsen staining) and classified as negative, scanty and 1+, 2+ or 3+ depending on the number of bacilli under the microscope (21). Only BWF was used for performing Xpert MTB/RIF (Cepheid, Sunnyvale, USA) and MTB culture (MGIT 960 and Lowenstein-Jensen media) for cost-effectiveness consideration. MTB isolates were identified by the MPT 64 antigen detection and the line probe assay GenoType MTBDRplus. Blood samples were collected for T-SPOT assay.

Tissue samples were collected from some patients who underwent bronchoscopy if needed. Endobronchial ultrasound-guided transbronchial needle aspiration (EBUS-TBNA) and CT-guided percutaneous lung biopsy (PTLB) were performed in some patients. All tissue samples were examined histologically. If extrapulmonary space-occupying lesions such as shoulder, neck, and pancreatic mass or extrapulmonary lymph node enlargement were found in radiographic examinations, fine-needle aspiration biopsy was performed. Pleural fluid was collected for cytological and biochemical analyses in patients who had pleural effusion. Clinical information and conventional test results were collected from electronic patient records.

All patients with positive MTB results were given anti-TB treatment. If histopathology and cytology support probable ATB, patients were given anti-TB treatment. If no evidence of TB was present, patients were treated with broad-spectrum antibiotics first. If no response was found, patients who had no other diagnoses and were still suspected of having TB were also given anti-TB treatment. All patients received anti-TB treatment should be followed up for 6 months. The clinicians were blind to T-SPOT results when making the above decisions. This study was approved by the ethical committee of Tongji Hospital, Tongji Medical College, Huazhong University of Science and Technology; the ethical committee of Guangzhou Chest Hospital, China.



Diagnostic Criteria

Cases of ATB were classified as confirmed or probable ATB. Confirmed ATB was defined as having positive results of MTB culture and/or Xpert in BWF. Probable ATB was defined as histological or cytological findings (including pulmonary and extrapulmonary) suggestive of ATB and with response to anti-TB treatment within 6 months. Patients without evidence of ATB but with response to anti-TB treatment following failure to respond to broad-spectrum antibiotics were also classified as probable ATB. Patients were diagnosed as non-TB if other diagnoses were made. Patients did not satisfy the above criteria were classified as without final diagnosis and were excluded for further analysis.



T-SPOT Assay and TBAg/PHA Ratio

Peripheral blood was collected from all suspected patients. T-SPOT assay (Oxford Immunotec, Oxford, England) was performed according to the manufacturer's instructions. Briefly, the isolated peripheral blood mononuclear cells (PBMCs) (2.5 × 105) were added to 96-well plates precoated with anti-IFN-γ antibody. Four wells were used for each patient: medium well (negative control), PHA well (positive control), TBAg well including early secreted antigenic target 6 (ESAT-6) and culture filtrate protein 10 (CFP-10). Plates were incubated for 16–20 h at 37°C with 5% CO2, washed with PBS and developed using an anti-IFN-γ antibody conjugate and substrate to detect the presence of secreted IFN-γ. Spot-forming cells (sfc) were counted with an automated ELISPOT reader (CTL Analyzers, Cleveland, USA). Positive and negative results were defined according to the manufacturer's recommendations. Results were considered undetermined if the spot amounts in the positive control were <20. The ratios of (1) ESAT-6 sfc to PHA sfc, and (2) CFP-10 sfc to PHA sfc were calculated. The larger of the above two values was defined as the TBAg/PHA ratio of one patient.



Statistical Analysis

The results are presented as mean ± standard deviation (SD). Differences for continuous variables between two groups were analyzed by using the Mann-Whitney U-test. The sensitivity and specificity of AFS, Xpert and culture were calculated, and 95% confidence interval (CI) for sensitivity and specificity were determined by using the Wilson score method. Receiver operating characteristic (ROC) analysis was performed for ESAT-6 sfc, CFP-10 sfc, PHA sfc and TBAg/PHA ratio and area under the curve (AUC) was identified, and the sensitivity and specificity were calculated at different cutoff points. AUCs of different indicators were compared by using DeLong test. The combination of Xpert and TBAg/PHA ratio was defined as Xpert positive or TBAg/PHA ≥ cutoff value. A diagnostic model based on combination of Xpert and TBAg/PHA ratio was also established using multivariate logistic regression for ATB diagnosis. Data were analyzed by using SPSS version 19.0 (SPSS, Chicago, IL), GraphPad Prism 6.0 (San Diego, CA, USA), and MedCalc version 11.6 (Medcalc, Mariakerke, Belgium). Statistical significance was determined as p < 0.05.




RESULTS


Patients' Characteristics

A total of 670 patients with suspected pulmonary TB were recruited from Tongji Hospital (test cohort), and 226 and 348 patients (bacterial pneumonia, n = 165; lung cancer, n = 149; bronchiectasis, n = 16;nontuberculous mycobacteria infection, n = 6;lung abscess, n = 5;fungal pneumonia, n = 7) were diagnosed as ATB and non-TB, respectively (Figure 1). Demographic and clinical characteristics of the participants are shown in Table 1. HIV infection was low (3 HIV-positive in 226 ATB and 2 HIV-positive in 348 non-TB) among study participants. Tuberculin skin test was not performed because all participants had a history of bacille Calmette-Guérin vaccination.


[image: Figure 1]
FIGURE 1. Flow diagram summarizing participant recruitment in test cohort. TB, tuberculosis; ATB, active tuberculosis; T-SPOT, T-SPOT.TB.



Table 1. Demographic and clinical characteristics of study participants in Tongji Hospital by classification groups.
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Of 226 ATB patients, 142 (62.83%) and 84 (37.17%) were diagnosed as confirmed and probable ATB, respectively. In confirmed ATB patients, 40 (28.17%) had positive AFS; 121 (85.21%) had positive Xpert; 105 (73.94%) had positive culture; and 184 (81.42%) had positive T-SPOT. No rifampicin resistance was detected in Xpert. The overlap between ATB patients with a positive Xpert, culture, or AFS is shown in Figure 2A. The overlap between ATB patients with a positive Xpert, culture, or T-SPOT is shown in Figure 2B. All AFS positive samples were Xpert positive.


[image: Figure 2]
FIGURE 2. Venn diagrams showing the overlap of positive Xpert, culture, and AFS (A) or Xpert, culture, and T-SPOT (B) or Xpert, culture, and TBAg/PHA ratio (C) in ATB patients. AFS, acid-fast staining; T-SPOT, T-SPOT.TB; TBAg/PHA ratio, the ratio of TB-specific antigen to phytohaemagglutinin.


Of 142 confirmed ATB patients, 88 (61.97%) had samples of sputum and BWF, and 54 (38.03%) only had sample of BWF. In AFS positive patients, BWF positive but sputum negative (47.50%) or BWF alone positive (30%) was more common than sputum positive but BWF negative (5%). In 9 sputum AFS positive patients, the proportion of three sputum samples was higher than one sputum sample (Supplementary Table 1).

Of 84 probable ATB patients, 53 (63.10%) had samples of sputum and BWF, and 31 (36.90%) only had sample of BWF. In these patients, 54 (64.29%) had pathological results consistent with ATB (bronchoscopy biopsy, 20; EBUS-TBNA lymph node biopsy, 12; CT-guided PTLB biopsy, 13; pleural tissue biopsy, 2; surgical resection biopsy, 1; extra-pulmonary tissue or lymph node biopsy, 6), 14 (16.67%) had pleural fluid cytological and biochemical indexes (lymphocyte% ≥ 75%; adenosine deaminase ≥ 30 IU/L; lactate dehydrogenase ≥ 200 U/L) consistent with ATB. All probable ATB patients had successful response to 6 months of anti-TB treatment.



TBAg/PHA Ratio

Both ESAT-6 (42.29 ± 64.24) and CFP-10 (79.22 ± 119.7) sfc in pooled ATB patients were significantly higher than those in non-TB patients (ESAT-6, 5.31 ± 13.39; CFP-10, 4.33 ± 12.17). In contrast, PHA (258.4 ± 187.0) sfc was significantly decreased in pooled ATB patients compared with non-TB patients (310.7 ± 190.9). The TBAg/PHA ratio (0.541 ± 1.156) in pooled ATB patients was remarkably higher than in non-TB patients (0.027 ± 0.055). ROC analysis showed that TBAg/PHA ratio performed better than ESAT-6 or CFP-10 in distinguishing pooled ATB from non-TB (Figure 3A). The AUC of the ROC curve for TBAg/PHA ratio was 0.897 (95% CI, 0.870–0.921).


[image: Figure 3]
FIGURE 3. T-SPOT results in distinguishing ATB from non-TB. (A) Dot plots showing ESAT-6 sfc, CFP-10 sfc, PHA sfc, and TBAg/PHA ratio in pooled ATB (n = 226), confirmed ATB (n = 142), probable ATB (n = 84), and non-TB (n = 348). ROC curves showing the performance of these markers in distinguishing pooled ATB from non-TB. (B) Dot plots showing ESAT-6 sfc, CFP-10 sfc, PHA sfc, and TBAg/PHA ratio in pooled ATB (n = 226) and non-TB with LTBI (n = 99). ROC curves showing the performance of these markers in distinguishing pooled ATB from non-TB with LTBI. Bars indicate means. Each symbol represents an individual donor. *p < 0.05, **p < 0.01, ***p < 0.001 (Mann–Whitney U-test). TB, tuberculosis; ATB, active tuberculosis; LTBI, latent tuberculosis infection; ESAT-6, early secreted antigenic target 6; CFP-10, culture filtrate protein 10; PHA, phytohaemagglutinin; TBAg/PHA ratio, the ratio of TB-specific antigen to phytohaemagglutinin; sfc, spot-forming cells; AUC, area under the curve.


The aim of the study was to further differentiate between ATB and non-TB with LTBI (patients who had other diagnoses and with positive T-SPOT). Similarly, the TBAg/PHA ratio in ATB patients was significantly higher than that in non-TB patients with LTBI (0.093 ± 0.064). The performance of TBAg/PHA ratio was decreased in this situation, but was still highest among these parameters. The AUC of the ROC curve for TBAg/PHA ratio was 0.722 (95%, 0.670–0.770) (Figure 3B). Using the cutoff value of 0.207, the sensitivity and specificity of TBAg/PHA ratio in distinguishing these two conditions were 61.50% and 90.91%, respectively.



Classification Groups

We selected 0.2 as the cutoff value of the TBAg/PHA ratio. Figure 2C shows the overlap between pooled ATB patients with positive Xpert, culture, or TBAg/PHA ratio≥0.2. Table 2 shows the results of different methods in classification groups. As a single test for diagnosis of confirmed ATB, the sensitivity of Xpert was highest (85.21%). The sensitivity of T-SPOT (81.69%) was higher than TBAg/PHA ratio (57.75%), while the specificity of TBAg/PHA ratio (95.98%) was higher than T-SPOT (71.55%). Furthermore, combination of Xpert and TBAg/PHA ratio (defined as Xpert positive or TBAg/PHA≥0.2) had both high sensitivity (94.37%) and high specificity (95.98%) for diagnosis of confirmed ATB (Table 2).


Table 2. The results of different methods in classification groups.
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Using Different Methods for the Diagnosis of Pooled ATB

As a single test for diagnosis of pooled ATB, the sensitivity and specificity of AFS, Xpert, MTB culture, T-SPOT, and TBAg/PHA ratio were 17.70 and 98.28%, 53.54 and 100%, 46.46 and 100%, 81.42 and 71.55%, and 62.83 and 95.98%, respectively. Combination of Xpert and AFS had no improvement compared with Xpert alone. Combination of Xpert and culture slightly increased the diagnostic sensitivity to 62.83%. Combination of Xpert and T-SPOT showed high sensitivity (90.71%) but limited specificity (71.55%). Combination of Xpert and TBAg/PHA ratio showed both high sensitivity (85.84%) as well as high specificity (95.98%) (Table 3).


Table 3. The performance of different methods in the diagnosis of active pulmonary TB in Tongji Hospital.

[image: Table 3]

Logistic regression analysis was also used to determine whether combination of Xpert and TBAg/PHA ratio can improve the diagnostic effect. The diagnostic model was obtained as the following: P = 1/[1 + e−(−2.892 + 15.204 × TBAg/PHA + 22.205 × Xpert)] P, predictive value; e, natural logarithm. Xpert was given a score of 1 if positive and 0 if negative. ROC analysis showed that the AUC of the diagnostic model was 0.952 (95% CI: 0.932–0.973) for diagnosis of ATB, with a sensitivity of 88.05% and a specificity of 96.26% when a cutoff value of 0.44 was used (Figure 4).


[image: Figure 4]
FIGURE 4. The results of diagnostic model based on combination of Xpert and TBAg/PHA ratio. ROC analysis showing the performance of the diagnostic model based on combination of Xpert and TBAg/PHA ratio in distinguishing ATB from non-TB. Scatter plots showing the score of diagnostic model based on combination of Xpert and TBAg/PHA ratio in ATB (n = 226) and non-TB (n = 348) patients. Horizontal lines indicate the median. ***P < 0.001 (Mann-Whitney U-test). Blue dotted line indicates the cutoff value in distinguishing these two groups. TB, tuberculosis; ATB, active tuberculosis; AUC, area under the curve.




Validation Cohort

A total of 229 patients with suspected pulmonary TB were recruited from Guangzhou Chest Hospital (validation cohort). Flow diagram summarizes the patient recruitment (Supplementary Figure 1). Demographic and clinical characteristics of the validation cohort are shown in Supplementary Table 2. The performance of combination of Xpert and TBAg/PHA ratio in validation cohort was comparable to that in test cohort (Table 4).


Table 4. The performance of different methods in the diagnosis of active pulmonary TB in Guangzhou Chest Hospital.
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DISCUSSION

Accurate and prompt diagnosis of active pulmonary TB is still a challenge in clinical practice. This is especially difficult in TB-endemic countries since LTBI can cause interference. In this study, we hypothesized that combination of Xpert and TBAg/PHA ratio may be an effective way to solve this dilemma.

One of the characteristics of this study is that each enrolled patient underwent bronchoscopy. Flexible bronchoscopy is a useful tool in diagnosing pulmonary TB, as it can be utilized to obtain respiratory samples in patients with sputum AFS negative or who cannot expectorate sputum (22–24). In addition, BWF is easier to obtain than bronchial alveolar lavage fluid (25). Thus, at least one sample of BWF was collected from each enrolled patient. As expected, our results showed that BWF is obviously better than sputum in detecting MTB (Supplementary Table 1). In accordance with previous studies, it is common to see Xpert positive but culture negative, or culture positive but Xpert negative results in clinically even using the same sample (20, 26, 27). Unexpectedly, we observed that the sensitivity of culture seemed to be lower than that of Xpert in test cohort. The digestion of BWF may be one of the reasons for decreased sensitivity of culture. Furthermore, lidocaine used at bronchoscopy for topical anesthesia can inhibit MTB growth in culture, which may also decrease the sensitivity of culture when using BWF as the sample source (28).

The currently available TB detection methods all have some limitations (29–34). Our studies have shown that calculation of TBAg/PHA ratio in T-SPOT improves the specificity, but actually sacrifices the sensitivity. Theoretically, Xpert focuses on the detection of MTB pathogen, but TBAg/PHA ratio detects MTB-specific lymphocyte responses of hosts. These two methods can make up for each other's shortcomings based on detecting different aspects. Second, the sensitivity of Xpert is decreased in patients with immunosuppression because of low MTB burden, while PHA value in T-SPOT is decreased and TBAg/PHA ratio still maintains a high level in this condition. Third, although the sensitivity of Xpert could reach up to 80% (84/105) in culture positive patients, there was a small group of patients with Xpert negative but culture positive results. The TBAg/PHA ratio can play a complementary role in this condition. Thus, combination of Xpert and TBAg/PHA ratio can improve the diagnostic accuracy of the tests.

The diagnosis of probable ATB is very difficult in some cases, as there is no diagnostic standard until now. The proportion of probable ATB in total ATB is relatively low in our two cohort populations (both less than 40%). We have tried our best to find evidence of TB in suspected patients, and most of probable ATB are diagnosed not only based on histopathological or cytological results, but also on successful response to anti-TB treatment.

An interesting question is why TBAg/PHA ratio in probable ATB is higher than in confirmed ATB. As discussed above, we speculate that TBAg/PHA ratio is negatively correlated with MTB burden because PHA results are deceased in patients with immunosuppression. This could be the most important reason that TBAg/PHA ratio is suitable for detection of probable ATB. Two facts can support this hypothesis. First, in the present study, the TBAg/PHA ratio was gradually declined in patients (n = 40) with scanty, 1+, 2+, and 3+ AFS results (Supplementary Figure 2A). We also retrospectively analyzed AFS results in our laboratory in past 5 years. Our data showed that the TBAg/PHA ratio was also negatively correlated with AFS semi-quantitative results (n = 480) (Supplementary Figure 2B). However, we did not observe a similar trend in either ESAT-6 or CFP-10 results (Supplementary Figures 2C,D). Thus, the TBAg/PHA ratio is negatively associated with MTB burden, which results in a higher TBAg/PHA ratio in probable ATB. Second, the percentage of underlying conditions in probable ATB patients was higher than in ATB patients (Table 1), which might be used to explain why MTB burden in probable ATB is low.

How to count PHA accurately is the key issue of this study, as PHA results are used to calculate TBAg/PHA ratio. The following two procedures are the key factors affected PHA results as discussed in our previous study (15). First, the substrate incubation time should be strictly limited to 7 min (room temperature). If the substrate incubation time is prolonged, PHA results are obviously increased (Supplementary Figure 3A). Second, peripheral blood mononuclear cells should be counted and diluted accurately. With more cells added to plate, PHA sfc is obviously increased (Supplementary Figure 3B).

Another important factor we did not discuss before is the setting of ELISPOT reader parameters. Many parameters such as sensitivity, exposure time, and spot size can affect the results of spot reading. Among these parameters, exposure setting and sensitivity are two key factors. First, auto-exposure model for each well is better than fixed exposure value because auto-model can automatically balance background value. Second, the sensitivity setting of ELISPOT reader should be appropriate. Representative dot plots showed that PHA spot number is accordingly increased with the increase of ELISPOT reader sensitivity (Supplementary Figure 4). We found CTL ELISPOT reader can count spot accurately if spot number is lower than 800 (Supplementary Figure 5). As mean PHA value is 300 in our laboratory, we believe most PHA results are believable. Overall, to achieve global standardization of T-SPOT assay, we still have a long way to go.

Some limitations of the study should be mentioned. First, whether the TBAg/PHA ratio has the same advantage in TB low-burden countries is unknown. Second, the number of HIV-infected patients was very few in this study, and whether combination of Xpert and TBAg/PHA ratio has the same effect in high HIV-prevalence settings is unknown. Third, although we have tried our best to diagnose suspected patients, patients without final diagnosis are still existed, which could lead to bias. Fourth, although combination of Xpert and TBAg/PHA ratio increases the diagnostic accuracy of ATB, the experiment procedures will be relatively complicated. Moreover, the manpower and financial cost will be increased if performing these tests simultaneously, which could also limit the use of combination of these two methods in resource-limited countries.

Taken together, these data indicate that, the sensitivity of AFS is low for diagnosis of ATB. The sensitivity of Xpert and culture are moderate. The sensitivity of T-SPOT is relatively high, but the specificity is limited. Calculation of the TBAg/PHA ratio increases the specificity of T-SPOT but with a loss of sensitivity. Finally, combination of Xpert and TBAg/PHA ratio shows both high sensitivity and specificity, which suggests that combination of these two methods may be a good algorithm for prompt diagnosis of ATB in high endemic areas.
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Supplementary Figure 1. Flow diagram summarizing participant recruitment in validation cohort. TB, tuberculosis; ATB, active tuberculosis; T-SPOT, T-SPOT.TB.

Supplementary Figure 2. Relationship between T-SPOT results and AFS semi-quantitative results. (A) The TBAg/PHA ratio in scanty (n = 11), 1+ (n = 20), 2+ (n = 7), and 3+ (n = 2) AFS positive patients recruited in this study was shown. (B) The TBAg/PHA ratio in scanty (n = 179), 1+ (n = 172), 2+ (n = 93), and 3+ (n = 36) AFS positive patients retrospectively collected from electronic patient records in past five years was shown. (C) The ESAT-6 and CFP-10 sfc in scanty (n = 11), 1+ (n = 20), 2+ (n = 7), and 3+ (n = 2) AFS positive patients recruited in this study was shown. (D) The ESAT-6 and CFP-10 sfc in scanty (n = 179), 1+ (n = 172), 2+ (n = 93), and 3+ (n = 36) AFS positive patients retrospectively collected from electronic patient records in past five years was shown. Bars indicate means. Each symbol represents an individual donor. ESAT-6, early secreted antigenic target 6; CFP-10, culture filtrate protein 10; TBAg/PHA ratio, the ratio of TB-specific antigen to phytohaemagglutinin; AFS, acid-fast staining; sfc, spot-forming cells.

Supplementary Figure 3. The effects of substrate incubation time and cell count on PHA sfc results. (A) Two representative pictures showing substrate incubation time of T-SPOT was set at 7 and 20 min. (B) PBMCs were separated from two individuals. Different numbers of cells (2.5 × 105, 5 × 105, 10 × 105, and 20 × 105) were added to T-SPOT plate. Two representative samples showing the PHA sfc under different number of cells per well. PHA, phytohaemagglutinin; sfc, spot-forming cells.

Supplementary Figure 4. The same PHA well of T-SPOT is counted by ELISPOT reader in different sensitivity (140, 150, and 160).

Supplementary Figure 5. (A) Representative figures showing that the number of PHA spot is counted by ELISPOT reader between 100 and 800. (B) Representative figures showing that ELISPOT reader cannot read PHA spot accurately when the spots are full of T-SPOT well.

Supplementary Table 1. The sample sources and AFS results in 142 confirmed ATB patients of Tongji Hospital.

Supplementary Table 2. Demographic and clinical characteristics of study participants in Guangzhou Chest Hospital by classification groups.



REFERENCES

 1. Monkongdee P, McCarthy KD, Cain KP, Tasaneeyapan T, Dung NH, Lan NN, et al. Yield of acid-fast smear and mycobacterial culture for tuberculosis diagnosis in people with human immunodeficiency virus. Am J Resp Crit Care. (2009) 180:903–8. doi: 10.1164/rccm.200905-0692OC

 2. World Health Organization. Systematic Screening for Active Tuberculosis: Principles and Recommendations. WHO/HTM/TB/2013.04. Geneva: World Health Organization, (2013). Available online at: www.who.int/tb/tbscreening/en/

 3. Ioannidis P, Papaventsis D, Karabela S, Nikolaou S, Panagi M, Raftopoulou E, et al. Cepheid geneXpert MTB/RIF assay for mycobacterium tuberculosis detection and rifampin resistance identification in patients with substantial clinical indications of tuberculosis and smear-Negative microscopy results. J Clin Microbiol. (2011) 49:3068–70. doi: 10.1128/JCM.00718-11

 4. Evans CA. GeneXpert-A game-changer for tuberculosis control? Plos Med. (2011) 8:e1001064. doi: 10.1371/journal.pmed.1001064

 5. Dunlap NE, Bass J, Fujiwara P, Hopewell P, Horsburgh CR, Salfinger M, et al. Diagnostic standards and classification of tuberculosis in adults and children. Am J Resp Crit Care. (2000) 161:1376–95. doi: 10.1164/ajrccm.161.4.16141

 6. Pai M, Riley LW, Colford JM. Interferonn assays-gamma in the immunodiagnosis of tuberculosis: a systematic review. Lancet Infect Dis. (2004) 4:761–76. doi: 10.1016/S1473-3099(04)01206-X

 7. Menzies D, Pai M, Comstock G. Meta-analysis: new tests for the diagnosis of latent tuberculosis infection: areas of uncertainty and recommendations for research. Ann Intern Med. (2007) 146:340–54. doi: 10.7326/0003-4819-146-5-200703060-00006

 8. Pai M, Denkinger CM, Kik SV, Rangaka MX, Zwerling A, Oxlade O, et al. Gamma interferon release assays for detection of mycobacterium tuberculosis infection. Clin Microbiol Rev. (2014) 27:3–20. doi: 10.1128/CMR.00034-13

 9. Sollai S, Galli L, de Martino M, Chiappini E. Systematic review and meta-analysis on the utility of interferon-gamma release assays for the diagnosis of mycobacterium tuberculosis infection in children: a 2013 update. BMC Infect Dis. (2014) 14:6. doi: 10.1186/1471-2334-14-S1-S6

 10. Ling DI, Pai M, Davids V, Brunet L, Lenders L, Meldau R, et al. Are interferon-gamma release assays useful for diagnosing active tuberculosis in a high-burden setting? Eur Respir J. (2011) 38:649–56. doi: 10.1183/09031936.00181610

 11. Janssens JP, Roux-Lombard P, Perneger T, Metzger M, Vivien R, Rochat T, et al. Quantitative scoring of an interferon-gamma assay for differentiating active from latent tuberculosis. Eur Respir J. (2007) 30:722–27. doi: 10.1183/09031936.00028507

 12. Feng JY, Huang SF, Lee MC, Ting WY, Chen YC, Lin YY, et al. Characteristics of iFN-gamma responses in iGRA among pulmonary tB suspects in a tB-endemic area. Diagn Micr Infec Dis. (2013) 77:46–52. doi: 10.1016/j.diagmicrobio.2013.05.020

 13. Wang F, Hou HY, Wu SJ, Zhu Q, Huang M, Yin B, et al. Using the tBAg/PHA ratio in the t-SPOT (R). TB assay to distinguish TB disease from LTBI in an endemic area. Int J Tuberc Lung D. (2016) 20:487–93. doi: 10.5588/ijtld.15.0756

 14. Wang F, Hou HY, Zhou HM, Wu SJ, Mao L, Huang M, et al. Use of tBAg/PHA ratio in distinguishing tuberculoma from cancer in solitary pulmonary nodule or mass. Clin Respir J. (2018) 12:1174–81. doi: 10.1111/crj.12648

 15. Wang F, Yu J, Zhou Y, Luo Y, Wu SJ, Huang M, et al. The use of tB-Specific antigen/Phytohemagglutinin ratio for diagnosis and treatment monitoring of extrapulmonary tuberculosis. Front Immunol. (2018) 9:1047. doi: 10.3389/fimmu.2018.01047

 16. Bosco MJ, Hou HY, Mao L, Wu XH, Ramroop KD, Lu YF, et al. The performance of the tBAg/PHA ratio in the diagnosis of active tB disease in immunocompromised patients. Int J Infect Dis. (2017) 59:55–60. doi: 10.1016/j.ijid.2017.03.025

 17. Zhou Y, Du J, Hou HY, Lu YF, Yu J, Mao LY, et al. Application of immunoScore model for the differentiation between active tuberculosis and latent tuberculosis infection as well as monitoring anti-tuberculosis therapy. Front Cell Infect Mi. (2017) 7:457. doi: 10.3389/fcimb.2017.00457

 18. Wu X, Huang H, Hou H, Shen G, Yu J, Zhou Y, et al. Diagnostic performance of a 5-Marker predictive model for differential diagnosis between intestinal tuberculosis and crohn's disease. Inflamm Bowel Dis. (2018) 24:2452–60. doi: 10.1093/ibd/izy154

 19. Hanrahan CF, Theron G, Bassett J, Dheda K, Scott L, Stevens W, et al. Xpert mTB/RIF as a measure of sputum bacillary burden variation by hIV status and immunosuppression. Am J Resp Crit Care. (2014) 189:1426–34. doi: 10.1164/rccm.201312-2140OC

 20. Theron G, Peter J, van Zyl-Smit R, Mishra H, Streicher E, Murray S, et al. Evaluation of the xpert mTB/RIF assay for the diagnosis of pulmonary tuberculosis in a high hIV prevalence setting. Am J Resp Crit Care. (2011) 184:132–40. doi: 10.1164/rccm.201101-0056OC

 21. World Health Organization. Mycobacteriology laboratory manual. 1st Ed. Global Laboratory Initiative. Geneva: WHO (2014).

 22. Lee HY, Seong MW, Park SS, Hwang SS, Lee J, Park YS, et al. Diagnostic accuracy of xpert(R) mTB/RIF on bronchoscopy specimens in patients with suspected pulmonary tuberculosis. Int J Tuberc Lung D. (2013) 17:917–21. doi: 10.5588/ijtld.12.0885

 23. Willcox PA, Benatar SR, Potgieter PD. Use of the flexible fibreoptic bronchoscope in diagnosis of sputum-negative pulmonary tuberculosis. Thorax. (1982) 37:598–601. doi: 10.1136/thx.37.8.598

 24. Theron G, Peter J, Meldau R, Khalfey H, Gina P, Matinyena B, et al. Accuracy and impact of xpert mTB/RIF for the diagnosis of smear-negative or sputum-scarce tuberculosis using bronchoalveolar lavage fluid. Thorax. (2013) 68:1043–51. doi: 10.1136/thoraxjnl-2013-203485

 25. Barnard DA, Irusen EM, Bruwer JW, Plekker D, Whitelaw AC, Deetlefs JD, et al. The utility of xpert mTB/RIF performed on bronchial washings obtained in patients with suspected pulmonary tuberculosis in a high prevalence setting. BMC Pulmon Med. (2015) 15:103. doi: 10.1186/s12890-015-0086-z

 26. Marlowe EM, Novak-Weekley SM, Cumpio J, Sharp SE, Momeny MA, et al. Evaluation of the cepheid xpert mTB/RIF assay for direct detection of mycobacterium tuberculosis complex in respiratory specimens. J Clin Microbiol. (2011) 49:1621–3. doi: 10.1128/JCM.02214-10

 27. Rachow A, Zumla A, Heinrich N, Rojas-Ponce G, Mtafya B, Reither K, et al. Rapid and accurate detection of mycobacterium tuberculosis in sputum samples by cepheid xpert mTB/RIF assay–a clinical validation study. PLoS ONE. (2011) 6:e20458. doi: 10.1371/journal.pone.0020458

 28. Charlie S, Rick AB, Pharm D. Lidocaine concentrations in bronchoscopic specimens. Chest. (1988) 93:547–9. doi: 10.1378/chest.93.3.547

 29. World Health Organization. Automated Real-Time Nucleic Acid Amplification Technology for Rapid and Simultaneous Detection of Tuberculosis and Rifampicin Resistance: Xpert MTB/RIF Assay for the Diagnosis of Pulmonary and Extrapulmonary TB in Adults and Children. WHO/HTM/TB/2013.16. Gevena: World Health Organization, (2013). Available online at: www.who.int/tb/laboratory/xpert_policyupdate/en/

 30. Lawn SD, Brooks SV, Kranzer K, Nicol MP, Whitelaw A, Vogt M, et al. Screening for hIV-associated tuberculosis and rifampicin resistance before antiretroviral therapy using the xpert mTB/RIF assay: a prospective study. Plos Med. (2011) 8:e1001067. doi: 10.1371/journal.pmed.1001067

 31. Lawn SD, Wood R. Tuberculosis in antiretroviral treatment services in resource-limited settings: addressing the challenges of screening and diagnosis. J Infect Dis. (2011) 204 Suppl 4:S1159–67. doi: 10.1093/infdis/jir411

 32. Kang YA, Lee HW, Hwang SS, Um SW, Han SK, Shim YS, et al. Usefulness of whole-blood interferon-gamma assay and interferon-gamma enzyme-linked immunospot assay in the diagnosis of active pulmonary tuberculosis. Chest. (2007) 132:959–65. doi: 10.1378/chest.06-2805

 33. Chee CB, Gan SH, Khinmar KW, Barkham TM, Koh CK, Liang S, et al. Comparison of sensitivities of two commercial gamma interferon release assays for pulmonary tuberculosis. J Clin Microbiol. (2008) 46:1935–40. doi: 10.1128/JCM.02403-07

 34. Metcalfe JZ, Everett CK, Steingart KR, Cattamanchi A, Huang L, Hopewell PC, et al. Interferon-gamma release assays for active pulmonary tuberculosis diagnosis in adults in low- and middle-income countries: systematic review and meta-analysis. J Infect Dis. (2011) 204:S1120–9. doi: 10.1093/infdis/jir410

Conflict of Interest: The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.

Copyright © 2020 Wang, Liu, Peng, Luo, Tang, Lin, Hou, Liu, Wang, Fang, Kuang and Sun. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.



OPS/images/fmed-07-00119-t001.jpg
Characteristic ATB (n = 226) Non-TB (1 =348) Without final diagnosis (n = 65)

Confirmed ATB (n = 142) Probable ATB (n = 84)

Mean age (mean = SD), years 47.16 £+ 16.69 48.02 + 15.23 50.53 £ 14.30 48.35 £ 16.85
Male sex 82 (57.75) 49 (58.38) 191 (54.89) 36 (55.38)
History of TB 20 (14.08) 13 (15.48) 10 (2.87) 1(1.54)
Symptoms at enrollment
Cough 125 (88.03) 72(85.71) 286 (82.18) 60 (92.31)
Fover 85 (59.86) 40 (47.62) 175 (50.29) 31(47.69)
Breathing difficulties 56 (39.44) 31(36.90) 101 (29.02) 21(32.31)
Fatigue 48 (33.80) 26(30.95) 105 (30.17) 11(16.92)
Chest pain 41 (28.87) 23(27.38) 89 (25.57) 10 (15.38)
Haemoptysis 18 (12.68) 8(9.52) 45 (12.93) 1(1.54)
Night sweats 21 (14.79) 8(952) 29 (8.33) 4(6.15)
Weight loss 28 (19.72) 12 (14.29) 61(17.53) 8(12.31)
Abdominal pain or shouider pain 10 (7.04) 3(357) 13 (3.74) 1(1.54)
Pulmonary radiological findings
Shadow 124 (87.32) 72(85.71) 285 (81.90) 55 (84.62)
Nodules or masses 90 (63.38) 56(66.67) 188 (54.02) 41(63.08)
Lymph node enlargement o hyperplasia 73(51.41) 38 (45.24) 199 (57.18) 35 (53.85)
Cavitation 38 (26.76) 17 (20.24) 38(1092) 11(16.92)
Pleural thickening or adhesion 42 (29.58) 26(30.95) 88 (25.29) 18 (27.69)
Emphysema 15 (10.56) 10(11.90) 68(19.54) 6(9.29)
Bronchiectasis 3@.11) 5(5.95) 36(10.34) 3(4.62)
Calcification 19 (13.38) 10(11.90) 55 (15.80) 9(13.85)
Pleural effusion 21 (14.79) 20(23.81) 45 (12.93) 1(1.54)
Underlying conditions
Hypertension 12 (8.45) 10 (11.90) 31(891) 7(10.77)
HIV infection 0 3(357) 2(057) 0
Hematological malignancy receiving chemotherapy 2 (1.41) 2(2.38) 3(0.86) 0
Chronic renal failure 4(2:82) 3(357) 8(2.30) 1(1.54)
Liver cirrhosis 1(0.70) 1(1.19) 2(0.57) 0
Autoimmune disease receiving treatment 4(2:82) 4(4.76) 4(1.15) 1(1.54)
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Data are presented as numbers (%) unless otherwise indicated. TB, tuberculosis; ATB, active tuberculosis; SD, standard deviation; AFS, acid-fast staining; MTB, mycobacterium
tuberculosis; T-SPOT, T-SPOT.TB.
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AFS+ 40 (28.17%) 0 6(1.72%) 0
Xpert+ 121 (85.21%) 0 0 0
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T-SPOT: T-SPOT.TB; TB: tuberculosis; ATB: active tuberculosis; TBAg/PHA: the ratio of TB-specific antigen to phytohaemagglutinin; +: positive.
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Sensitivity % (95% CI)  Positive/  Specificity % (95% CI)  Negative/total Positive predictive  Negative predictive

total value (%) value (%)
AFS+ 17.70(13.08-23.44) 407226 98.28 (96.29-99.21) 342/348 87 64.77
Xpert+ 53.54 (46.81-60.14)  121/226 100 (98.91-100) 348/348 100 76.82
Culture+ 46.46 (39.85-53.19)  105/226 100 (98.91-100) 348/348 100 74.20
T-SPOT+ 81.42 (75.60-86.14) 184/226 71.55 (66.60-76.04) 249/348 65.02 85.57
TBAG/PHA = 0.2 62.83(56.14-69.08)  142/226  95.98 (93.36-97.5) 334/348 91.03 79.90
Xpert+ or AFS+ 53.54 (46.81-60.14) 121/226 98.28 (96.29-99.21) 342/348 95.28 76.51
Xpert+ or culture-+ 62.83(56.14-69.08)  142/226 100 (98.91-100) 348/348 100 80.56
Xpert+ or TSPOT+ 00.71(85.96-94.02)  205/226  71.55 (66.60-76.04) 249/348 67.43 .22
Xpert+ or TBAG/PHA > 02 85.84(80.45-80.98)  194/226  95.98(93.36-97.59) 334/348 9327 9126
Diagnostic model* 83,05 (83.1-91.98) 190/226 96.26% (93.7-98) 335/348 93.87 .54

*Diagnostic model was established by combination of Xpert and TBAg/PHA ratio. TB, tuberculosis; AFS, acid-fast staining; Xpert, Xoert MTB/RIF; T-SPOT, T-SPOT.TB; TBAg/PHA ratio,
the ratio of TB-specific antigen to phytohaemagglutinin; Cl, confidence interval: +, positive.
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AFS+ 19.77 (12.72-29.40) 17/86 100 (96.63-100) 110/110 100 6145
Xpert+ 56.98 (46.44-66.92) 49786 100 (96.63-100) 110/110 100 74.83
Culture+ 55.84 (45.29-65.84) 48/86 100 (96.63-100) 110110 100 7432
T-SPOT+ 84.88 (75.84-90.95) 73/86 71.82 (62.79-79.38) 79/110 70.19 85.87
TBAQ/PHA=0.2 61.63 (51.06-71.20) 53/86 92.73 (86.30-96.27) 102/110 86.89 7556
Xpert+ or AFS+ 56.98 (46.44-66.92) 49/86 100 (96.63-100) 110/110 100 74.83
Xpert+ or culture-+ 62.79 (52.23-72.25) 54/86 100 (96.63-100) 110/110 100 77.46
Xpert+ or T-SPOT+ 90.70 (82.70-95.21) 78/86 7182 (62.79-79.38) 79/110 7156 20.80
Xpert+ or TBAG/PHAZ02  86.05 (77.18-91.83) 74/86 92.73 (86.30-96.27) 102/110 9024 89.47
Diagnostic model* 88.37 (79.9-93.56) 76/86 98,64 (87.44-95.88) 105/110 9157 91.15

*Diagnostic model was established by combination of Xpert and TBAg/PHA ratio. TB, tuberculosis; AFS, acid-fast staining; Xpert, Xpert MTB/RIF; T-SPOT, T-SPOT.TB; TBAg/PHA, the
ratio of TB-specific antigen to phytohaemagglutinin; Cl, confidence interval; +, positive.
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