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FPNXAIRE—RERSGE FIOMFBMERKRENRERNENNAE)  BERRQURENLK. RFUNEELNTS
mAR, REEFESRRT IROFRNSFE. BERELKD, BEMONNEMERNERD, REFKNMREADAR GRS NE
FRNEINE. REFHE. BEESRHEANENREIMRF R SEHKMONSEHZNERR HRMONNERER. EENE, 2%
Bl ER RN, MR MAVERMABMPEREE, —RRREOZIUSINERNE, ERES—HE, FHIKMARENSIGE
5B, FELTWARRE, £AEKAELETURER, REMPEIRETE B LISRARMEM, L5 SIRBRK, BIRTUREE L

&

ARk I #1054 M 7E I PR A T 15T B AR B9 =51 R A
EVE, T
GIMDx Inc.

FieRRES, RIEANEREENONEREEEENTM,. SRMNEAGER2M. MR, ME. KK EE K&
BARMARE, MXHEPREFIOVMFFDR (BN SN ) , REKEEFEPHIRERNES. REFHE. BEENH
RERBEAMENMFRE (EF KEM" ) , BARSERE, HERAEER, BNEENSRKONELR. AMRE
MR RIS IS AT LR AR, WRLEUR ABEREKIN, IR IRPRIUHBIIFIAMRIER,. MEFHXES, RITFEZERELAN
R XEPR#HR, AR MY 5mI2 BRI R208,

BRBK I AR M X5 25 A9 HL T HTFSHEMBERSNIRRES, BRIt 28 NAEt

W% (Measles) B—MHFEESIRMERMEREN™E
B, M2 aTE—ERIRRMENERIRE 2
—, B7E2003 &, FEE Mayo BEMZFR/IE (Mayo Vaccine
Research Group) , RLFTXSRE B AEARMMEREFRAKIL
KRR KR ITHRY, HfRGERRABINERFHFS
BRZNE, HAP 5s%eRBEH, Mddi/h RO
SRS EIRRAE AN ERAK AV X RELZ 0.98, T BB X F#HH
BN 2R E BB MRS EDL 2ERND, AT
B WRETES, KIS ERE
BEEE3IH,

#E+F (Zika) FER—MINRERS, T 1947 FERM
SFANERFMPIETRROBER, EREIEMFMAD
IWFREMHAREEE, BRONREAAHDESHNES
B4, REFERERSHP—MAMRN P RNA FE0,
0 A IR PRI ST FRE RS R RN IR R o 19,

©2019 IMPROVE MEDICAL All Rights Reserved

W ERARIEEIENET PCR MNENEE R MRS
BEERF (FDA) HUENMEFNEEC 1F 2017 &, E£E
—BRF AL T BB IMA R M P IEHHNREFRSNEE,
HRM 21 EFR-RRSHNBEPHIT 7 FHEKMA MM
B, ARETHREMMEPETNRRSSES TR
me, BEEBRAEIEANTFRERRSNNE, EREES
FHESTEKMET,

T2 it 58 & mh K A BBk i R PLER & &

KUINER—MERN2IZER, MW EEILBEENEE
SIXISFECREEN, BrilGKENEIRERQ RNk
AP (ALACT) WEE, BRTRLRFEIELRE
B, RARSHAEMMRERRENRD BRB RN
SMEERBK MR ILE (PV-LACT) SEMIRREHEIM, B
BRBE VAT A-LACT M PV-LACT E2=2 7 LIEEE
B9, WISRASIERR PV-LACT #1 A-LACT Z2HHEERAIX

WEKSHE | Article Reading Guidance E 1
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%, BrLAERREBETIRFITIRETIERR. IR M LUK
L FR B A R E R A2,

BETULERRA, RE—NBE/NAST PV-LACT # A-
LACT EE2XAHITTHR, HFEIXT 304 (IBEHITHE
B, MRERLZNIBRESHERFERPHNEHEFR
0.4 mmol/L!", 715 Lh[E)BY 37548 = AORA 73/ B R XX MR
ATHR, MWIRATHENB/NERKE, Xt 37 1BE#
TTHEARE, ERETIBRESEXMMERPHTIHES
HE 0.54 mmol/L™, LA EXFRAIEEITR/], XK PV-
LACT 1 A-LACT EEEEMAERHE T LAEEZERN.

)

FERMAAREMBEPETIRNSE

BINSHEHBRRERAR AT ER BN EBTHEKTE,
EE—HARNBRNFH LR T BRI R AP RN S
2E5, R 130 B 18 ~ 40 F Z AL #ITERBKMA R
HIERRIRE, ARG REMERKMARE L AFHEN
SEEMBENEEENNE—SMMESMAM X R, ki
FOFRAEMAE AR S — TR MEIAE] 0.99 ~ 1.0,
S—MURERDENSENEHRE (BRREK < 13%) M
SENERYE (FHMEERIX 95.5% ~ 102.3%) o BEFUILIN
MRER, BISHMEREKMAIARE I AT EARS IR ARG
HEEKERMER. E2. FSH. LH. PRL. Z#E. TSH MiE T4

&8,

B mMAARE M ARREEEEE (ALT) NRENE

£ 2015 £, %[ Beth Israel Deaconess BEy7 FL LRI FF
EH—FMET IR S BRI RS MIERRK M1 M B T+
RAEBRIERBE (ALT) SENAXETTRIUS TG
U0, FEXIFEATAH, 3 96 BRBEFAERASBRIERBES
(ALT) REELMIIZEERT T AEMFERE, HEF
93 ZEEHRIT T HIKOLMERE. ARBETED XM
RN A RAMEERMBMS ALT BIAERT R ERR Mmm

2 E WHE S | Article Reading Guidance

AR ALT WEE, MEIXMMARFENELEX ML
MXSERRK MBS ALT SEMNNESEERDN, MYFE
IS ALT EERRNXMALLNETRAELER,

mANEE AR mMARE N SR EEE

BEBRT, FEBNRENSHEERSEBSEIMN
5, MESHERRES G N2>, EE—TRRTMGT 2
AR LR AR M A B ACERBR M4 A48 M BR 1 iE BN B S AL
BEEsSE, Hi 15 BRZNFNEBEHITT 50 XRAR
DRERE, DRIREEENG 0 /MY 24 /NEF. 48 /NEFL 72 /)
BYF0 96 /)NESHIRAE MMANEERK AR, AREREREUL
ANESEIEE AR MMM R A M AP R BB S ENER <
12%, AFRHERENERERD, ZEERRARKRTEHAA
RRET ARAIE EERRMEDEREKLENEENMEE
EhfE RSB AR & 8242,

Bk MAAEMPARSE

MEPHNARE SR AR EBEHRHRTERENTE,
FLERE 2T LUBE X LU IR A TSR . 8RRk
M. REEmAEEKI, IEIEEAEBXMAGARMPHIERSE
RO E BiRp X R 04202729, SR B RS AR AH M0 2L

(CAP-LACT) SENNERUNREREHFTE, BHRTFH
IR ABIEERE, HRAENA, FILEEMR AR R
HELES (CAP-LACT) MSMEFRAKMMAEER (PV-LACT) B9
KRBT TR, HIHENT 99 1IFE AR MM EAK i
AT CAP-LACT 1 PV-LACT B2/, BLREI CAP-
LACT M PV-LACT BWEEHFHEE, FIUMRENS, IRK
ETHTEER CAP-LACT EEM PV-LACT WEEHITHE

EEHRTL,
R MA FRAK AR AN E DA ER

CHANESER (cardiac troponin) E—FhEBRF MM
R OAUR G EMITEY, BIMERMSMEOIESEREE
MEFRE, BTG N2 R ARk MAF A #1718 i
B, 7E 2013 F, EE—RHMAZHBFREDAE KNG
MWOMABERSE, ARX 89 LBEHTT 7 ERIKMMAKE
MEFARREMGN, Hb 4 MERBIMTEZHIR, FRN
85 MEARR, BENELRBEMMERKMLER, B7E—1
MHNERN 1.00, —MRETNERN 096, HERENRN
0.625, BRMIEFALRILMMAXL, B U LBIEREH
NEEIE R AREMIAH R, FrAREERRQN.OAASER

AH=
===
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TS, BT EREARPHETEENS AN, HNEBEMRT RXER. XEXBART Bfr Lk mMREmG

MPLLRFMR, BESENGRE: #OMAEDX RO MISHSHEN, WEBEDFXMMEKMTIRSE, HKDMRFED
BERETHENSE, $OMKENTRISRIBLSBORENE, BOEEHKOMRENHSNENEESE, #EKDMKH
MAFLEREE, LURSRMEMAERK A A5 O HAISE R NE.

SEVIRERIF

REF, H. (2001). Comparative detection of measles and
rubella IgM and IgG derived from filter paper blood
and serum samples. J Med Virol 65, 751-757.

BE

BT IR T 655 A ML AR 4R I BT AE AR 2 SRR A U R
PHRZRRMNE 1gM f 1gG. FEITH 60 &JLEF 60
AR ABRAE MR EE P RISRB R L,
TEYREMRS. BRL. RZEEEY 3 A, X&E
12 ~ 15 MAAM)LEME, HiBidERAMBRRTA EIA
MigdE EIA MIAHAWTHRZRRYE 1gM f 1gG it
K, HIVESERATENHEIR 1gM (Captia) il
IgG (Wampole) HIEFRNIHRKBE S 5E FEMERXT
HRZRRME 1gM Ml 1gG Hiik. KB IMEFMIEA BT
WATE R ENERYEREEE—RIE: M2 IgM A
98%, MK IgG A 93%, M IgM A 94%, NZ IgG
73 93%, HBFHENERE, ORRRN—HEY
HINZE 96% ~ 100%. KR IgM 1 1gG B9 EIA 5548
XEHDFR 0.99 F 0.77, KNP 1gM M 1gG D3R
0.92 1 0.940 BET RSB 1gM Rz 5N, HMNLA T
RSN LESATLEESNEEERR. &
BRI 65 A 21 MR KB B A — TR
BRiRMEE,

©2019 IMPROVE MEDICAL All Rights Reserved

NA, TR, RM, RA, GA, P., Loepfe, Jacobson,
Vierkant, Poland (2003). Comparison of
fingerstick versus venipuncture for antibody
testing of measles and rubella. Scand J Infect Dis

35,107-109.
BE

XIMFA R B BB E Fi8$RIRBMAR A FUEM
FKERERHUSRTEZNERSE, B
FRIMERRAZ & RSB F I E /Y IR
&, BEAREFEMMIRPSBELS, TELRFE
CHE=FEABIREMNESBEREUREFIE
HRER, AEBIBOSBME, HIBKHRERH
miEFE-80CEENE, XFBEMRBHEE,
M8 SR 52 Bk S R U ER Y 55 2 1B 7Z TE AR 4 B9 4B
X, WTMPERREUE (EIA) , 85%MRIXER
REN, GARNIREEET, FESRNERS
RILERZEMNEXRESA 098, FFXZ EIA, 100%
WZHERABREN, BXEHT 083, FMHHEY
ERERMENSREMRENME; b, BERE 1 B
RASR AP R HE SR T REHBEG.
BE AR ERENORNNEKTEEEEER.

WHHAE | Article Abstract Collection E ]
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Plourde, A.R., and Bloch, E.M. (2016). A literature
review of zika virus. Emerging Infect. Dis. 22,

1185-1192.
HE

BERSBE—MIREBENERS, BIEARTH
RENHEDESHNES, UEIRAEIENNT NG
@G, 2015 FEAERASHHINAREENEM
WREEE. REAZHEFRRSBENFLERLIG
FRRERBEER, BHEGTEIRRRMAE
R, SERANER-EHEETENRRIFREZR)L
B/NkEER . BRRSHESEERNBITHE, BE
BEEEAA; A, AHBENTEEEEMNE TR
RR, LEEEZAY. RENXMRSH T M
K%, BXFRENHBMEE. LFNG. &EE
SN UR S HMEIRRSERBRENEED R
FERR, XERFARETEEINERRSRITR
REAEN. BEEEMARDEFANHRER,

Lanciotti, R.S., Kosoy, O.L., Laven, J.J., Velez,
J.0O., Lambert, A.J., Johnson, A.J., Stanfield,
S.M., and Duffy, M.R. (2008). Genetic and
serologic properties of Zika virus associated with
an epidemic, Yap State, Micronesia, 2007.

Emerging Infect. Dis. 14, 1232-1239.
e

BERS (ZIKV) B—MIUEERS, F 1947 £
EFXERNBEERS ESBEEHR, WFMEEHY
WUMARKE zZIKV 2IEMNNRELARTR, BIR
BRALBOIRER, XEIRE < 10 fl. 2007 F 6
A, fERTEALBMBMNTZEMNEMTS ZIKV
BEXMERNEERITR. BITRE T 51 RTHRE
XM ZIKV BEEEH MBI,

6 WRKEE | Article Abstract Collection

Hamel, R., Dejarnac, O., Wichit, S.,
Ekchariyawat, P., Neyret, A., Luplertlop, N.,
Perera-Lecoin, M., Surasombatpattana, P.,
Talignani, L., Thomas, F., et al. (2015). Biology of
zika virus infection in human skin cells. J. Virol.

89, 8880-8896.
mE

BEHES (ZIKV) BERSRN—MIRERS,
BRSHOEZENRS. AETRS. BERAESH
BARARS, ZIKV 5|EHFEDE FENSUEER,
REEEAT#ER. EXE, KINART ALEK
£ ZIKV NP EERERENESTIRSRERE
BmEk. HAEE, AXEBARAFHLEMR. REBR
T2 55 4 B D 5 AR BAviR SRR B R Bl 5 12 SR I B PR I 7R
TR ZIKV D B#LFHE AR FH/ERRETF, 8
& DC-SIGN. AXL. Tyro3, UMK TIM-1 (TEB/NEE
£, 23 ZIKV #AN, ETEW TAM Z& AXL &£fF
o BEERRMAGMRESYE RNA IR, EXRTA
AR AT ARERT ZIKV B, ZIKV ES Toll #
4k 3 (TLR3) . RIG-1 1 MDAS, UR/IFFHE
RIBER, ©1F 0AS2. ISGI5 M MX1 MR, H
BIEEFoRZUgEM p TIMEEREKRR, &I ZIKV
¥ 1B T BIFMENRSIERSRE. &5, BK
A MM RESHERANER, EEFEES5ER
WHESEHIMEX, WMEA Torin 1| (BBMNUFES
) MEFREBERINET -RERZRAR. RXIE
MHNERERNEBH—F TH ZIKV NEMFE
B, HEIERBETTHAXMTLNNERSSIE
BRI,

BEEM: BEFS ZKV) BE—MHETERSH
(Flaviviridae) BYSRIEFH S, HE MAYHEE FBOSR
SEFRINHEBADYBENE KRS, REBLHES
RBRRBAAEEN, HENSH ZIKV EERFTE
To Ehnk, BHREMMR, SIEERRALEMAME.
REZ AR R A PR KA A SRAARE, ERARIMAYF
ZIKV RBZ, ZERTIBE T HERLRBRIE AXL
ER ZIKV HANZHENEEER, URBHABRPHA
i B MREIEeR ZIKV SR EEEM, ZIKV EfIS
BIMASAERERRERNBUEMBREAMRAR 1 BT
WL, B2, XUELRREHTI ZIKV SHBH
TR E 2 BIHEE YER BV E AR AR,



Faye, O., Freire, C.C.M., lamarino, A., Faye, O.,
de Oliveira, J.V.C., Diallo, M., Zanotto, P.M.A.,
and Sall, A.A. (2014). Molecular evolution of Zika
virus during its emergence in the 20(th) century.
PLoS Negl. Trop. Dis. 8, €2636.

BmE

ERFHS (ZIKV) B—MHIUEERS, T 1947 £ES
FEERNB. REBRFNHFESFHNIRE TIEMM
N REEZRRY ZIKV 5 145ER), BEE 2007 £4#K&
BT ARG, YNEERRTRATLE T RITHERF
Mo 7EFEIE, R BPEALHARE/REHEMRSTANSRE
REMEHMASEHR O (http : /www.pasteur.fr/
recherche/banques/CRORA/) IR E T B 1968 £ LK
ZIKV BEHEERE, REF/LEXT ZIKV HiRE,
BX:RBAFNFRSKZBNBEXR DA ZELD,
AT HEREERRES TRITRS, HITEET 1968
F ~ 2002 FEEANMRMEHER M X IER 37
¥ ZIKV 28tk thoh, FEIETREEMSIMERY
Hik, BIWHRERRA, BIEXHIERE 20
SBEDZHIMIIRILA ZIKV I\, BRAXEHRSL
ARZITFHAMEIRE, thoh, AR HIEHERRE
ZIKV AR EARPERTESA, HEGEEAF
N154 BEUALRITRR BRI (Aedes dalzieli) ik
BT BERYE R M [ Lo

Matheus, S., de Laval, F., Moua, D., N’Guyen, C.,
Martinez, E., Rousset, D., and Briolant, S. (2017).
Zika virus persistence and higher viral loads in
cutaneous capillaries than in venous blood.

Emerging Infect. Dis. 23,.
R"E

BATRETEEREAENZ XY 21 BEFHRSZR
BENBHBANAREMBFDR, KUREMHTE RNA £

©2019 IMPROVE MEDICAL All Rights Reserved
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ILLERRK IS, B MR AIFFEEAT B BE KT 5%
Bk, XELMEL T X TR EMERSERBNAFEH
BIPERBYIR)E,

Polat, G., Ugan, R.A., Cadirci, E., and Halici, Z.
(2017). Sepsis and septic shock: current treatment
strategies and new approaches. Eurasian J. Med.

49, 53-58.
BE

REER—MEBIE, AR EETMRMEYRERE
BRUERIEMS M, XLEEHEIRIRE e/
HRIMARRREF. REMFINEHEFMERIAA
R RERNSSIERBIMAEER. T, BINERS
—MmENSRGRR, HIRRRIELUAT BT X
o HARELEN_+FH, ELWKMEHITTIF
%R, BIMERZED 5 RMREHEZLIERAK
. ZREVEERSNFERE, ERMER, REER
MZAMMMARN MR NFTN, HRNT HWEREHE
FTONIETT AR — SR, EIENTED, K
HSENRIEEEFERER, BRTHRETEZN, &fF
BTEMBETH, ERERELCARENER. F&Hk
ST MIMERRIEEERY, URIMTET AR
o

C, R. (1991). The Pathogenesis of Sepsis. Ann
Intern Med 115, 457-469.

BE

REEREERE (WIELSSEMKRSERT) #BK
BER, FEMARERMIZE, REESEART
MEELBNENFZNR, BEMERTEEF o
(TNFa) « BARNR. MMRELRF. A=K
Mgz A2 FIAMEAREXAVBOER. IR/ R
TEBRTREEE(EM. FTReS S RIMERKNE M T 6
BRI F. OBAR. RIMES. OBIMEMIE. B-PMERR
MARRER. ARABITENTFKAFMREER-1 M
AREER, MFAERTERERIRE. REENPX
NERMAFHFEFE, RE TNFo BERRNERZFE
o BFEYMMERMEEIRITEN, SHAZELUL
WETEIIRRIT IR, IRSESE FJ A S EAMBELIRES.
M F R EA T B RSB R E A BREE B
*, MAEHEAE—BHENG5IE,. AIFEENEX
LN TERARE, SHRAKEMGF (WaHR

WHHHE | Article Abstract Collection [8 7
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10.

11.

T E-4 MAAENER-S) HEE, RSEPHARIGG
AIRERHBSMEENREERMB5 RN, &L, X
BAFEET BRBHRE, ETERABRE; X8HT—
MABTFIRE, ERETEARTEEBSNRE
R RZo

Andersen, L.W., Mackenhauer, J., Roberts, J.C.,
Berg, K.M., Cocchi, M.N., and Donnino, M.W.
(2013). Etiology and therapeutic approach to
elevated lactate levels. Mayo Clin. Proc. 88, 1127-
1140.

BE

BEEESEPITEIBAT. BRIABKIRER
FiHEHR, BETEREFSRERmMAS. BRARKE
EITRERENNASRE, BEEFSHMBER
RBAER. EREERETHRIBKTEASHESEE
RE, RALBRKEASHIGERNTEEZMERZHRR
STEMEERAER. LI, ATERERIEBENH
BREARERIFERTT. NEFRETX 1960 £ 1 A 1
HE 2013 5 4 B 30 BEJEIRIERS PubMed 42K, M
BRAE AR o “UBERTE , S5EMMEX
FC, W thFE. MOLGE. DEBE. e, BRA
fE. BRI, PEFRRERERRPE. FRARR. TMERME. AT
ff. XK. SERAAMAWET. FKITHR T ZLEEKF
ABNERNE, RERNHRTEMNRR, 81E5%
YIHEXIIRE, 16T ALBRERIZE/E TRNMRERS
NEEAIRREAESNBIERR. ZEZRUILEK
THEEEEEN—L—RMRINER,

F, B. (2000). Antithrombin III concentrates in the
treatmetn of sepsis and septic shock: indictions,
limits and future prospects. Minerva Anestesiol 66,
3-23.

mE

REEMNREEAR R RROEREERIFRER NS
BRRE. REMER AT URMKRHIFHMFR S
FERET#HE, BFERANRCENATAS. &
BRNERZZHREEESEESE (MODS) » FE
BORIE IR R A4 % F A EFIRAIE M E AR (DIC)
BRI E R BB EERNERRER. ERMES, i
TERNERRFBENTIFRAENSF (HERF)
NRRAMEEER, BREAKASINELY (R, F4

8 WRKEE | Article Abstract Collection

12.

EHABNMEARS) URERBNNEHBENSK.
HALEQBRART IR HEMME RP R4
EHMNRNAAKNECEE MODS FEAEGEEER, Lk
BIEMIRARMERRIAIUEMES 11 (AT) EMIMAEFA
BERFATIER; RESEFRSHERTEENMIERE
TUTREAR, PEEMEESIRRRIAN™ERZEMNSRA
*., BEWEMLE: RMAZKRTNRASE . Frk
MRS DBV T 45 S DINERL BB A R 4RR AN
FIRRMBEEREMR (PCL2) o MAIEARIRI FHET
Ho IRFREERA AT WAIFAREIE DIC BEALAFHT
B, XEBESFRBRNFERAXHAAZRKEFS
B2, B%, MitnERRRERIBNSGERITEL.
BT XEFRNFTELE, 3 AT AT NRNARER
EER . WRTENEMEBE RN, RIERRT =M
AIBEMERENNE AR, WMEERSENRRMERTEE
BT TR, BURARNERELEL, BESHMRF
WANNBEHEBER, TUBRBER. WHk™ERS
REFNIG M AE MR TR B BB S ZE D ATIERA BT 8L L =
(OR) 79 043, 95%BEXIEN 020 ~ 092 (p =
0.029) o ITHE=MNERFARLE RIS DB RHFEN.
AT MEdE. FIEMBERENEFEE. NIAX
&, AT AIRTS5LEMARGEHE (DHEFAR, TAKRE
1. Befs) MBXMEMIRRFE, BENSERLIR
HHIBEMRRIES, FiEXLEHIERE™ERSEMR
SRR ATNEERE,

R, B. (2014). Peripheral venous and arterial
lactate agreement in septic patients in the
emergency department: a pilot study. Eur J

Emerg Med 21, 139-141.
HE

IRENSEEATRIMENTENESET. RE



13.

FBEKNIBRIBENEC 2R, BXZEEFRARMER
SNEKILEREE (A-LACT) fERIENR. MEZEMAIE %
MREREEN, ZXARRETRTINARKILER
(PV-LACT) #1 A-LACT ZEREHEEXTR1EH
(ED) REBRERIMNY. B 2010 £ 11 BE 2011 £ 8
AfAEl, M=RERR ED AHEMIEE 37 ZEBEME
7, ME PV-LACT FLES#EFA A-LACT. fEF Bland-
Altman DITGEEEXTNE Z BIN—H1%. NEE (B
Bk, BhRK) ZIEIMFHERF 0.54 mmol/L, ZIHINAY
95%PRAEIX 8 /9-0.11 ~ 1.18 mmol/L, ZIXIGHHFIEER
T PV-LACT BJRe Al FE RS ED HER A-LACT
ME, KM, FEH—SHREEMRT UL FINEE
BXELERRYT 2 IR PRIZ AR

D, D. (2018). Lactate - Arterial and Venous
Agreement in Sepsis: a prospective observational

study. Eur J Emerg Med 25, 85-91.
HE

B8 BRSER212R (ED) MELR. LBIHNER
EENEEAMIS: HAKILE (A-LACT) NERE
iR, JMNEERRKILER (PV-LACT) MERMRES; R
m, ROBHAZFAMERN T LIRS, R PV-
LACT 5 A-LACT EERIFHN—%, EREZBRLE
EMTEMAZESMERNEBENERENS, R
SFEEREIZNHER AL, H#M AR RETR
RAFKHIRLAN.

Bi: ZNHARERNEME PV-LACT M A-LACT £
ED EUWHIBREE R E T —E%.

©2019 IMPROVE MEDICAL All Rights Reserved

14.

IMPROVE REVIEW BE4EE- IO HRE

B BT REERREERILE (§F 110000
BRARIZS) B 304 BREIBLHRMRSERERTT —
TRIBEMEINERMEATIEAZ, 1§ PV-LACT # A-LACT 4
BEE3T. #1T Bland-Altman 97 LUE—H M. 9E
TEAETIEHERLER 2 x 2 R, LUFE PV-LACT 3¢
A-LACT B9FUNHME,

£R: FIYESR (PV-LACT-A-LACT) A 04 mmol/L
[95%E{EXia (CI) : 0.37 ~ 0.45], 95%RI—EMEFRH]
XialA-04 (95% CI: -0.45 ~ -0.32)
1.14 ~ 1.27) o PV-LACT ZE/0R2 mmol/L, TN A-
LACT &R 2, RBER 100% (95% CL: 89% ~
100%) , $ERIEH 83% (95% CL: 77% ~87%)

~ 1.2 (95% CI:

£it: XTMARERITVENRALLR, HERERT
BIRAR—EUE. HITBNERSERENEMNHERE
A PV-LACT, /NF 2 mmol/L #J PV-LACT & LAFFM)N
F 2 mmol/L Y A-LACT,

EE, B. (2019). Concordance of Fingerstick and
Venipuncture Sampling for Fertility Hormones.
Obstet Gynecol 133, 343-348.

BE

BR. HEIFERET LIRRERREIEREKTE, A
LIHREESHN S, ATURESRINESAIE. RAMN
SNETNRER 2. EARRERTIEEEIS SRR,

ik HAHRE T —TUNEREF LR, XIRKE 130
BEFUTE 18 ~ 40 ¥ BULIEEFBXEFRIFIFIESTRIE A, £
B 3 Rt Tt NEBHFARHTEERE. =
B2 (E2) . OWERIHE (FSH) . EEEME (LH) .
B3R (PRL) . =M. (ZFREBRSE (TSH) M=
KRR (T4) k¥, ERXERANAREEEERE
PREVRBNE AN R, R FEHRIE RIS R
THIMERL,

£30: BRSRIMFEHRSRESEFRENEEENSE
—HMMLEMER, SEIHRRENECENEERSR
E, mENSERTHEESE. WTEhgR, Sk
FFIEHR ZEBAERIEE 0.99 ~ 1.0, FNUEETRH
SENEHRE (T BYNERRE) MEKEHER
E (THEREET 95.5%~ 102.3%) o

30 BRSFRAFIEr AT U ERER, LIS
HE#E. E2. FSH. LH. PRL. 2#{. TSH FH558 T4

WRHHE | Article Abstract Collection B 9
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15.

16.

P FHEHRIREAEEMZHRE T B ERNRE
e

BEFJR: ZHFFTE Modern Fertility 258/,

Edelman, A. (2007). A comparison of blood spot vs.

plasma analysis of gonadotropin and ovarian

steroid hormone levels in reproductive-age women.

Fertil Steril 88, 1404-1407.

mE

BEY: thMIMBEmE (BRIFMHAR) FKEN
LH. FSH. P fl E,7KF, HHEMBIREEEICRHALIIE
HPHBIREEKT (BELAMAR) -

BRIt EETEAR.

B FRFD
£E (S) : 18 ~ 35 FNLM, BEARPIESR, K%
BERARREZYH,

F (S) : ZEEBELAMWRENE (n = 100, X
W) , BIERRERRHNEE, BIFESF
RIRMEIREER, B 5 BLMEHRITTENAEREE,
SAMRBRKSRNEG A BHRENMBIINE, S
&HY FSH. LH. P # E5

FEWIER () MBAMmITKTZEBHER M,

ZR (S) © BRFMISHRP MMM MIRERZ BTFE
EEMIEAX [*: FSH, 091; LH, 093; P, 0.83;
M Ey, 0.70] 5 BAERABMHRLZEFE 2 EETF P K
F (>3 ngml) M LH BUE#TTHINER. SAM
BERELL N AR S RIEREIZ R R R L Ko

53¢ (S) : FSH. LH. P # (FERv/NMEE L) E, Bm
BIUS AT 5 A F IR ERAF AN 3P ER A B S 1 32 M E — 1%
¥

Pollock, N.R., Rolland, J.P., Kumar, S., Beattie,
P.D., Jain, S., Noubary, F., Wong, V.L., Pohlmann,
R.A., Ryan, U.S., and Whitesides, G.M. (2012). A
paper-based multiplexed transaminase test for
low-cost, point-of-care liver function testing. Sci.

Transl. Med. 4, 152ral29.

10 WRKEE | Article Abstract Collection

17.

BE

ERZER, BIESENESEMNIIERSE (X
LaBRaERBE (AST) MASREEREES
(ALT) ] RESNZH)5 MRS RITEBTT %o
REEXMEE, BERFERNFEDENSEYE
KW SHEEZ R ERAMEEMRSE, BIESFRE
EENEEHRRNLt. AXNBTEFRENSENR
RN AT A FIRARNIR, ZIEM7ERFHRIR.
FEEMNEFIEHRIERFA AST M AL, FREIEH
PXEFRIFRIGH 223 MRARATANKRBRZESEEN 10
NFIEHRITAR, BMNEFIEREMNBUERTUE 15
DEHRRMLmMFMER AST M ALT HASENE, X
RITFAFPBEXEEENZMEE B [ < 3x EBLR
(ULN) , 3 ~5x ULN, # > 5 x ULN, WRFLH%
MIV JBITIER] FZz—, HERE > 90%, XLEHIER
B, RANERIZET— e RRMEBRETHRREZN
NIRRT BE IR = 4 B AR,

Pollock, N.R., McGray, S., Colby, D.J., Noubary,
F., Nguyen, H., Nguyen, T.A., Khormaee, S., Jain,
S., Hawkins, K., Kumar, S., et al. (2013). Field
evaluation of a prototype paper-based point-of-
care fingerstick transaminase test. PLoS ONE 8,

€75616.
BE

BEXEERFSEAY (fIM, HIV M) BE#H
mESERENERENEYESHIFRG (DILD 72
REFENERZENN, BEERFERNFERES
TE#T. AT RAMNEBZBIREX DILI WAERF
EEBVENETIZHT (POC) THE, IAINABIHMRAIERI
BT T BRMZITE, WIRE, FEE. THREUNE
MBARRBREEEB (ALT) . RITWBERRITER
ERITTIE. RERERI TS, RN, REHER



18.

&R, DUBMISEBHLGHTIH— S HIANI,
PR BE#E POC LIEZ HIV AT 600 B Ti2HAN
ERBEAHTETRARN ALT Mid. BMmA N2
WIFIRMNER S FTRBNEABR SR AN SIREE)
£ (Roche Cobas) ZERBITLLIR, HKRFEARHMSEH
Ko BMNETTRENZEFENIN, 93% (95%
CI, 94.3% ~ 97.7%) BMHERBNIGREXH “F8”
(<3x, 3~5xHM >5x EELR) , > 90% BT
—3, BREXREHN 089 (95% CI, 0.87 ~ 0.91) o
BTAm, FEDLEFMBIAMRRETEZME (B 1 #tH
21.1%, % 2 #tA 1.6%) HESHSEANNLRDEE
X, FIEEMGEEHFIMBILEEE < 1%, WAL
FENEAERERERN 84% (84.3%/83.6%) o il
HHRERRE, EEMERIFET, HYMEEHRT
BORIEA RIS DE BRI — AR, XREIGHIRE
MMREEREITHRRIEEN, REREBENiR
8% REHIERE T IS MMM REERNRER
T X EAERUNAERREEEHITNE R
HR, AEHMEBSTYREMUINART K.

Pollock, N.R., Colby, D., and Rolland, J.P. (2013).
A point-of-care paper-based fingerstick
transaminase test: toward low-cost “lab-on-a-
chip” technology for the developing world. Clin.
Gastroenterol. Hepatol. 11, 478-482.

mE

BRAMBYRESRE. MMANEIIZH, X2
HTRT LITE R IRA R IR ERER S, HRt, Af]
X EF AR IKBIRUR AT & 892 M SE A BB E g
Mo FAMERT — MR R R L BRI 5 7EFF
£, RHIGFRNIRFBERRENE, ZEWEHAFF
BHRERTPRLEREERBBIRIREERTEE
R, F¥EENE, ZRERLFETRRERMIF

©2019 IMPROVE MEDICAL All Rights Reserved

19.

IMPROVE REVIEW BEZ{E- 1 S0H %

B EYIESHBHR (IR H A5 L ERYIRRRDET 12 BT
e, HANHEMEZD MY REMEITIRKRIRETT
AT Do

Jain, S., Rajasingham, R., Noubary, F., Coonahan,
E., Schoeplein, R., Baden, R., Curry, M., Afdhal,
N., Kumar, S., and Pollock, N.R. (2015).
Performance of an Optimized Paper-Based Test
for Rapid Visual Measurement of Alanine
Aminotransferase (ALT) in Fingerstick and

Venipuncture Samples. PLoS ONE 10, e0128118.
BE

S8 FRT—MEFTRKNSERRMEQNSE, H
FEFREHAIERTFEVNEREBREEEBE
(ALT) , MTFENER. FEENER. FififRE
BiZAEEREERHRS; BEER FDA HUEMBGH
1L A& (Abaxis Piccolo Xpress) {ENFTRRIEMIZESR,
7Eltk, 5 Abaxis 1 Roche/Hitachi SF&E#ELL, BAliFE
THIIFIEHBIMBRMMER ALT WEHRALEHR
WEERE, AT IHMETRRERBERNATIE, RITER
RN FNREGLEGS LSS EHTTH
%o

Fik: 96 BRRAEL ALT RENI N2 EEFERARE
BHTFRHRIAL, TRESHEFNEGHEEL
EAEIGEINIRES. BRSFRMERE 9396 25&
WTERMIGRIRE (Roche/Hitachi) ; RS, & 88/93
AR SFF R AT ARA Abaxis FA. 8T Bland-Altman
DR NRMSERELE R,

LR WFIME, HBENEM Abaxis R 2 BITFERLT
MN—X1E, REDRBIERIT (+4.5 UL) o Abaxis £R
Eb Roche/Hitachi £5RAFHIME 8.6%. TEHR LMIKHF
FEETRIERFH ALT ERFGHIETER NI
mEPHE (RE-23.6 UL) 3 Abaxis ({RE-18.4
UL) ; REKEBERLTRERTF, MEFiEHFIM
RS MBI, FHEGRIIMOIRINS SLARE (1R
ZE+5.5U/L) IEEITHC,

#ig: B ALT WA FIENRESE AR, 5
SEFFMELE, MUNSEHERTFRILLENSE
k. FHEHRMMBHFAPR ALT B8, ZEF
ERFER, HFETUEINFEHRENARERF
KRR, EIEFEUIRERAITH.

WEHHE | Article Abstract Collection [ 11
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20.

21.

S, H. (2013). Muscle fatigue experienced during
maximal eccentric exercise is predictive of the
plasma creatine kinase (CK) response. Scand J
Med Sci Sports 23, 501-507.

wE

SR B ISRl fE = SRS BRAIRG, MR HES

(CK) JEnhigin. BABEZRFMIERT CK WiREN
ERBBHRFE AN ZES, BREKERXF
NREENRE. BAlt, AARAETBOEHENA
RGBT SN T S shHRIE AN PI I AE T PR A AT AE
XM, 27 BRERIIFNBEZHEHRITT=4A 30
REXTHRINRAERE 0N, ERERNAITE
FNRIE, UBIEMEFEIGHENAES. T8
shal (izEpEl) MEsE—X (EE)/E) MEMmE CK
EE, RBRENEEE. BOEms =M%
EHEIRSYINEZE TN, SIFRENEME, MERIK
NZAEELZ R, BEBEMNE, log (CK f5/CK Al
AMAREEMUTSEN TIERDBTMERX (= 0.84, 2
=0.70 M r = 0.75, 1> = 0.56) » XRE—TIRHEKXR
75 ZEHA 8 AL YR 55 B £ T AT S5 A SRR 5 A 5%
HERIZE AR,

P, B. (2007). Creatine kinase monitoring in sport
medicine. Br Med Bull 81-82, 209-230.

wE

HiE—H0TE: SHEREEE (CK) KTEURTHE.
M5, Mk, IRRE. KEDNSESRY. EHE
BENZIRNEDR, ME CK MNEKTERESERENIGNK
SEX, BAel&sTIESf: RzEHhRn S8
ARESHME CK S218M, EnEMEEEERS
WRKNEIEE, MBEEIRNE A BB TR
B, HhaERONARKSE. E5/E 24 /NS CK &

12 E WRKEE | Article Abstract Collection

22,

EMEEAD, BEAREEENIRETERKT, 48
FBMME CK K PEREIMERENA, BEEIZM
TERN POER A IRPR AT RN B

BHNHTE: —EEEEMRAREN CK KRS
RRENKIN, #HFE, JHAELINARTLSN, HiZH
FHARAIRELER. Z—EARKRA, AXLEERE
B, BMISETEHFERERRK. EFZERT, B
FERREECHESSEMHR, HLFEERER
BR#HITEMNEEHEDSH. —EEEAANEIIE
WIREBEMFRREN, REBNEIHLHRIERETD
AR, Z—EAIAN, EXMERT, BIZIEIKEE
TEE AR EREEN, EAENRNEBBRARED
BERT, KBNS SRS EERERERE
BN,

KR BHRELNREE, EREEAHEMIELEA
EMERT, ME CK KPR, NEEMIRENH
HitE SERETEEISENE, XEEREERM
ABFHNZHEPH TSR UABE, XETRATEE
REAWIGRALRERR, YERF R RERS N
BIERR. BIWITRBEIRIIEE RASURIRARE
HITHEED, UPILEEREEERNARGG,
FERDIMEBFNTFRONTE, XETEERE2H.

REFRMRANN: CK BEEMIZERRILRAN
o —EEHRNEHFIIGRNBRME, KEAMS
CK KTRR. BREHRRNREE, BERS, 4k
KFEC BRAN GBS ERE CK BRHXRE
fft—SHR. LI, BEIWEME CK KFRERE
BRIEESRNAE CK shhFET, BERSHIERS
THEUSHIMETSRAERSITILR, FTLURRE
ZXTERMENAT. &G, EXBMEHEESE
BAVRRIEEIGR, UKIEiRENRERRLTREM, X
—RREE,

i =Y
para

MA, K. (2010). Capillary and venous samples of
total creatine Kinase are similar after eccentric

exercise. J Strength Cond Res 24, 3471-3475.
BE

BIFAEHES (CK) KEEBRENMENEEAEA
BBR—TREEE AR E R, RNEARBIBRIZEIT
ERMEMmMEE, —MRGHKNEEANERR. BMME
ANMENTE, EEREBEHRFNETEHNES



23.

CKo 15 BRAVNFMZHAERITT 50 REAMOHX
THE, WESHE_KIBMARG. EEE 24 /)
Bf. 48 /NBEL 72 ANBYAD 96 /NBYEIRSSREARMEE (35
R) Mgk mFsR, ER—MEL cK 2Ef=,
HIARERITER, RDERE, BE D RNEER
By irERRK AR A RAS CK S, SRKREA,
B CK YRS 2 BRI 0.997, MTE CK ERE
M, BBk, REMBEAZENEREITH < 12%.
XELIMRE, WA CK FEERFRMEMENE R ER SR
WERBNAE, FEaEHMEEENRRGE, HR
AR RREE. WENZFHRAEREEEERER
EUREREARINLE R

de Oliveira, D.C.X., Frisselli, A., de Souza, E.G.,
Stanganelli, L.C.R., and Deminice, R. (2018).

Venous versus capillary sampling for total creatine

kinase assay: Effects of a simulated football match.

PLoS ONE 13, e0204238.

BE

HR. SHFREL, REFREUEE-—MEREA
BANEENNMBERESE, HREMBERFNIH
e, AW, WRAILERRBMREIENBKFRIN
BAARRBEMKHEL, WxTRHKIIZHENSM
ERBES (CK) JEMEAZE D,

By KNAREEMEREMRIFE SRR SHIKE
RIFELLAIE CK JERIMIARIENE, LRI R IKIIZREA
EESH CK MEKFEHE,

FE: KRB 19 FLITRIRIAR 22 RIKGHHITIRPAEIK
HEE, 8ME 11 BIKR, SHEEERN 90 9% (7
#, 4598, RS 15 08) o FTIZERE (24 hF148
h) ZEiIMZ EWEHKDMEERELER, ERE
Hije), ErhREEHEESE=RERWL.

©2019 IMPROVE MEDICAL All Rights Reserved

24,

25.

IMPROVE REVIEW BE4EE- IO HRE

LR EFki (1.7 8) FMREm (1.9 ) RmAm
ERRIMITEEEI (p < 0.05) 2 CK 7E4. SE8fki
B CK #8tt, FEAFEIMUENS CK EERNEEE
BIAERM (r=0.85; p<0.01) FFSH—E Lin 53K

(pc = 0.80) o Bland-Altman BIRRAMIM CK &fET
EBRKM CK KF 130 UL (61%) , BEEEMABENKR
%

#i0: RINMREREA, £ CK REAKRFEIKEF
AIROAN BRI FRINATRENARE, TATHERK
YIZRERAIEI MR 5 CK AR L,

Fuller, B.M., and Dellinger, R.P. (2012). Lactate as
a hemodynamic marker in the critically ill. Curr.

Opin. Crit. Care 18, 267-272.
H"E

EFNERN:. REHNEEEHRRANESERENM
[Fo XFMREHMBEN I FER—EEXBPFILHIE
Ao TEREETHEAARFANEDEIRE, FLER
BREAMRMAFELR, HEESEGHKESEN
7 BRI,

BRI ARBHBRERSNANEERENTINNES
X ABKFMALERKDABMESEET—K
B, fFAEEERREBN—8, EnlBRERTES
Em OB ME RN E— A%

B BEBENE AN ARREMNTERE, ERIL
BRAFNMBR D FRCYMEARLRBBEERY, #
BRIBAHIENSR . ARBHFTSHEMERENRE
= (REFHIMAENE) NERNETFMEREN
& ARAFIERD ;= 2o

BakkKer, J., Nijsten, M.W., and Jansen, T.C. (2013).
Clinical use of lactate monitoring in critically ill

patients. Ann. Intensive Care 3, 12.
BE

BERABLMABRKTAS (FLME) . RELR
RTFEHMBREaETRE, E5AREa5TRNEMIRE
FIREIEINALERK T, RIREEERED, WL
MARERBAMENERRE. AW, LBRKTASH
FENSAMEREN RN REFTERE N,
BAEBEANEARER TS, BB pH ZEH
EEXRNFETRESHARKT. FAlt, RELRE

WHHHE | Article Abstract Collection [£) 13
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26.

27.

KWRPFEGE, RIOAMIATRIE T BN K
TR ST RAE S RABRKTRUNEEE. BT
BITERIAMEFRRRE N B FLER KT, FERIRLE
MUIHBRENELASIERHTRER,

J, C. (2015). Effectiveness of arterial, venous, and
capillary blood lactate as a sepsis triage tool in ED

patients. Am J Emerg Med 33, 167-172.

mE

B/ iRk (ABL) . EEAERK (VBL) MEMAM
% (CBL) MIBMRENKSESEFHLRNTERS
AEBYRETTo

FiE NRIZMISHRSERE#TARIEMT. €8
FHRHARZSOFNIEDIK. SNDERBA B4 M E MR
MEFRNEMIAR. FohfkmFEEROKREEFEN
2E N8,

SR NAREAN 103 fIEE, HPTERSE 63
Bl, FEBRS5MABSEEZ EFERENEXE,
CBL. VBL #1 ABL UHiFHEEEER (9517 3.01 =
0.29. 2.51 £ 0.21. 2.03 £ 0.18 mmol/L; p < 0.001) o
VBL BN REAM™ERKRSEREN (VBL. ABL.
CBL XA TIEFEMA& TERDSIA 0.85 £ 0.04,
0.76 £ 0.05. 0.75+0.05; p<0.01) - 28 RILL-KSHK
SEMTERE (28.6% vs. 7.5%) MBEINEEER (o
<0.01) BX, iRk .. VBL. CBL 5% 28 X3t
TEREEBEX,

#5i8: 9148 VBL AIARGTERSENTERE, EE
tt ABL 71 CBL EaeRHIR ™ EMRBENF T,

D, D. (2017). Capillary and Venous Lactate
Agreement: a pilot prospective observational study.
Emerg Med J 34, 195-197.

mE

B2 MARESEBERFTERENITS, ILERMM
(CAP-LACT) NEFTLUBEMNRERETRS; 7AM,
CHIRRM IR 2.

B RIMWBEKZR CAP-LACT S549MNEEBKILES
(PV-LACT) Z[alB9—E%.

1 A sTE®E | Article Abstract Collection

28.

Bk BT 99 BEBABRSBNENEEHRITT —IN
HIREMEMZR MR R. ICRACXTHI CAP-LACT 0 PV-
LACT. —Z14H Bland-Altman DT,

R BEN 02 mmol/L, 95%H—HI4REN-1.9 ~
230

#530: CAP-LACT 5 PV-LACT M—H4IRE, TE#H
— SRS EBENIRREAE.

D, L. (2013). Assessment of using fingerstick blood
sample with i-STAT point-of-care device for
cardiac troponin I assay. Am J Emerg Med 31,

1236-1239.
BE

BfY: AR BENRLLROMNANBER 1 BFREMmFE
miFER (POC) MMSHER i-STAT I&ERYEMEREK
ZE POC M,

EA2R: AHRT 2011 £ 6 ~ 8 BEMBX—RAEH
DR2i2E (ED) #17, RETHMHEEZRRMILE,
MERESHIEFRME PoC AIESERA (POCT) KN
HEE S EREREMEERCEN—57. OAALES
ZEA 1 (cTnl) HAMER Istat 1 £E (HSPES, &
MRETYL, FEAEM) o KA SAS 92 W# (SAS.
Cary. NC) I#UB#ITHELIK. LRI, Bland-
Altman —E14% 5.

FELR: BEREOMATESRBEHR ED POC Wit
B7 89 1 cTnl KT, HA 4 MHIMEZIIR, HF8S
ABTT 9. S5+ ED POCT #8EL, FRAHMMAEMAY
PRIFUMES 1.00 (0.48, 1.00) , BAMFUUER 0.96

(0.89, 0.99) , REER 0.625 (0.24, 091) , FF
M 100 (095, 1.00) o FEZENXRELMEX
%, 4ME)35T2 ED POCT K = 0.0062 + 1.3752 x
FRAEIMAF (p <0.0001) o Bland-Altman —EU4 1S
HARMEIMS ED POCT ZEIRFIYERH-0.0095, —H
MEBRH9-0.0625 ~ 0.0435,

FELIL: MRFAHED, A i-STAT NERMEI
cTnl FEUHENISEBRHIIKT. AT, RHEIMNY
HESINBSEAKTEX ARG, RRIFAIEHEZER
89, HtEBRHAIIESIZHAAT RENIRKES.
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Featured
Article

FEWIBER—REUNE (—MRARNIEARAEAPIRMINEFiEREDMN#R DA RBRIEEBE (ALT) BMERER
Y , BRXAREN “Performance of an Optimized Paper-Based Test for Rapid Visual Measurement of Alanine Aminotransferase (ALT) in
Fingerstick and Venipuncture Samples” o XZERBEEERTUWNS MEANMIIEE, ERNEHTER—MRENETARNENSE
MRENEZE, BRE. FEENFR. XN ES, REMAEESER, MARELMFEFKDIFREEEUIRXEN
EH, TR 906 BEBRERLZL ALT REMNITI2BECRAAREEHITFEHRIAE, MAKIRE 9396 S5EF#HTENIGKIL
%% (Roche/Hitachi) o FASKEIBRPAFIEARMIMMEBKIIIFAPH ALT EZEFEERAER, HETLUEEXFIERM M AR ER AR
ERAF KRR

—MRARHRR G EREM RN EFERH MM DA RREER
BEs (ALT) RUMEERAR

BE

B ETRAFNSERRENE ZATFEREOFERFPIIMNERSBREEREE (ALT) , FREREIFEELER. 2
AR KRR EIRE AR, FEEMES FDA #UENBSIETS (Abaxis Piccolo Xpress) TEAINTEL, 5 Abaxis Fl Roche/Hitachi
aatt, BANHET SXRBELAMMES ALT RAFMRAMERE, T IHMHTRERBRNEITYE, RITERTEUXHFIIE
BRER S LR EUS E#H1T T EER.

Bk 96 BEBTREL ALT REMNNZEEEARAZHTREMIRNL, HEREEENFIERGHEELZETENIED
7if%E8. M 96 MEE5ERE 93 NARBKMBEFITEMIGRIXE (Roche/Hitachi) , F/E, HA 99 BiniEEAA XA
Abaxis FFEKM, RAZNANBSEIRELERET Bland-Altman DH#H{TEEE,

GR. MBERIRAEEM Abaxis MR Z BIFERGFHN—HE, REATUBEARIT (+4.5 U/L) o Abaxis Z53LEE Roche/Hitachi 45
REAFHIE 8.6%. RNAFZHKMAIRMEM ALT EREAMBETIHEAS (BE-23.6 UL) =X Abaxis (RZE-18.4 U/L) HMEIME ALT
B MIAREZRNAZEF AT RERTF, FEERHENSMBERLE, FHNEGNMIIRESSRSENRE (RE+5.5 U/L) EFTES.

it BAK ALT NN FIENRZRSEERDN, SSEHFHEENE, RENSERENTRILLENSESE, REMAIM
BERRNALT BEZEEERASKER, FJUBIRERFIRBMETRIE, T2RBUIRER AT,

R Hi4k: PLOS ONE | DOI:10.1371/journal.pone.0128118 May 28, 2015
{E#&: Sidhartha Jain, Radha Rajasingham, Farzad Noubary &
Na METEE, BURRFENEPALRERGITETEMAN
» R ‘ AT B, MBALGHTERN, KA REEE
EHRRZMREFEH, K (POC) BEILHER T2

16 [=] X#Etsik | Featured Article



ARESEEERERR, MMWERFERHEIE, EEIX
L8RS, &Il POC IZHRRYA R I TIFZ A,

X poC BN — MBI FRENFESEERETISHNEE
HYRESHATRGE (DILD . X877 HIV f TB MY,
M FEERREBEQN, RAKRFMEAMNXLAYEEST
usl, HEEENNFITGEEREREER (NZEFAR
ALAFR) NEEREENEN, XERFBERRERMIER
TR A IMARLE RS, H EEITSXERIGhEaEe
MBERS LIRS, BEFEM DILI HAENXK, BF,
HaBENRERICRMNEN, JISERNHmNE, BoU
SEMESME, UREARBMUETES L#ITEH, XEF
aNBER, FRIFERORARAANRHTRNFLR, X5
FEMNTIFZRETERNERNT KMEEH AL BT

iSRS, TIFSRRERNFEFR, BEEREFSEAYN
BRATHREER RO ERZ SN, EFLRHATF POC
BRBEHR NN B FESE (Roche Refloron F Alere
Cholestech) , #AT, Choletech ALT X BRIEBESEK L,
i Reflotron BRIEEEE LT, BITREHLT —MEF
MENZEFRERNTSZ, BFARFESNERENRR
MEEREE (ALT) Y, ZIREET “‘BRA” KA, H
FREEESTENNL A T —RIIBKREENFKEE, H5ISR
FEERMNEE A DBERAKER. HRAE RS ERL
B, TEMKEFSENELRN, ArEe MR T TH
TENMRN, HNKRNAZEETRRFHFEENARER
(B918 ~ 30%) ; Msh, EEHE. —RE FHERR, M
ITRALYA 0.10 ETIR, XEERNFRE RETHIMAIE
iR, EFHAARINEMUHRERARETR ZVHE, 8F
(Bwn) \BERENEARNE. AFEN. REFRTEG
M. EREEYARSYRNA M 55205, BENFAA, TX
—HHMETREZFNMRETESH, BRNEBFHAEN
ALT iz B 70 33 SE PRV IR AR R o

X
B

IR 1AM MARAH REAIGRETINIRAREE, EFi{4H%
BIIRERILA=E > 90% ERENMIINES, EIba LTI
e E, EEE—REITHNIAFIZAEZIFEN 600
B HRRERBREHRIT T E R MITED, WINARBR
BENRNERBREE, ZHERRRE, TZEHRE
B, IRERENIZIEEREITXRETES, BREFEH
—HREE MR MRS AR, ZREREHTT
[zemi, SEXWHNnESEE, ASImRELIEZ
LR MAME, EFNERFEDN, HIRIBEBDSEZINE
Abaxis Piccolo #H1TEHTRIAE!,

RIVEREBEHFESEBY AT IS EERHITHRN

©2019 IMPROVE MEDICAL All Rights Reserved

IMPROVE REVIEW EZFIFE- LIRS

ALT i MBSIEARER KA, SMABEE ALT BIUER
BERATI—E. ARARNENEITE—MALNETFIRA
KFERMBIERE, LUNERBE—RFIEL ALT KFEEEN
RAEMAFRAIUEFRH ALT KFE, H5F FDA #HUEMNIGRR
FEAIZNEMtFaMBERALR. FEit, KI8T
BEARRBISHA R R A A MRS RN, WU BRIRRE A
MR Ay IERE,

PRI
BERT. EERLE

‘BREIRLSR" ALT MIARAEEEIRIRA; T
B, REBRMMARE 110°C, FREBECHEREBIAKEE
(GE X358 1| REEHK) , HABKIFEHNHRANFEKIG
MR, BEHEERPXFNERURE AR MRS
BRRE (Primecare NX ) MEEBRME ALT Wik, Hik
It 3D £E (B 1A) . XRAMEERZELANESE QMIL |
FEBZM, Warp Bros, Chicago IL) , ZEBEEBERTRE
s, FEAFEALENR. FRBRMNESRESTIR
(Flexcon) H¥EBMME—, MRHBEDBRFEMMIT
FREVATAREA BAIRR, fEMRAEGSIRINEINIXE, AHUAm
AREAIR IR 5 B AR LARS LE4RRE 7R IS A B A M.

ALT HBRFAETIE NI ENEEY, £ ALT
ABBERTEELE, MAARNIEBESHESHT ALT B
REREL, BIS55EMEERY WikisE” (B 1B)
BILLER, PSRBT ES, AIMKHERE. Rk
B EAFREFRE ALT ERETF=NIRREXXEZ— [ <
3X IEE¥ER (ULN) , 3-5X ULN A > 5X ULN] BTEEE

LIERER, TAM) , PRSI EMNRe i RE
MRtetr (B 1C # 1E) o TEZUESR, MEMEMEIEER
F—H, REERZEZRERIEN, Bit, EHRE/RE
EERABESTRECNIRAEEED (B 1D) . 8MFHIX
HEBWERR “BR H BT o E—EHEKLEH
“INVALID” #ERELXH" (B 1E) -

XEREEE | Feated Article E 1
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A. B.
Cover Film <10
Lamination with sample port 40
<3X ULN
. R :0-119 U/L
() Plasma Separation Membrane 80 (Fange }
Patterned Adhesive film o
Q Patterned paper layer o 3SXULN
) (Range: 120-200 U/L)
Patterned Adhesive film
200
Patterned paper layer
_ 250
Lamination >5X ULN
(Range: 201-400+ U/L)
300
Assembled Device 400+
C. D. Read Time Chart
Temperature (°C) | Read Time (min)
<21 30
22-24 25
25-27 22
28-29 20
Sample Application Side Read Side 30 18
E.

-

ii iv

1. 3 X DFA IR RFHEREERBE (ALT) NRTRE. A BIAXMIMERMER, FEFEIBEENRIPEEEEREE DFA ALT
HUEEZSEE, BBEZRUATSAMIYR—REERANER, RESRTERTSNBEHRA—EERNEE. ERERLNESMETIES
PR B IITE—i2. B. ZNHFAETIAMYBNLENE, Bd55SHEERRNMAMLER, BEFEE ALT £R. HEEREATHEFR
ALT ERBN=ANHDEXEFH—D: < X EE LR (ULN) « 3 ~ 5X ULN 1 > 5X ULN, C. SFRIEMERFEME “BERFEMM” LA
0o BEmMEHBENBOMARE, AFMFCRIEEFHESMOVKHIRARE; £ RN WRER. D. ENLTFHREEENESNE
ZIERIER. B NAPHFEMEGXKATRENRERNEHE. EREENTFHEREENNE N NESGH, AMERTONESRG, TR

T L ATFAMNRKER D BEREFRERT R, il. HRARTE (W 1) MEEXREK, EERBEVSEITEERN . . FRIRIEHKK,

iv. AR PEEIERTANE R,

18 E} REkgiE | Featured Article
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FREBERACE2RIZHTAT (DFA) RHTHET
400 B1%&. RAFMRBEI =D RFHPHESEENE ALT,
MEXEE—FHEE L-REBRM o8B (FARK
) , HEERPEEN ALT BUEEN LRSREBE
SRERNASEN xR, T5 5%, 887 ALT
MR X 5 — ZHAR IR S LB RN ER R LA C BB BA TR A
BENE. ERENSEFEHR, RIEIAKYEE (HRP) #
KIELES 4+ SERBUMMEBREE_ZER (TDA)
HRMN, FEIEMHIERHMESY), H5FRHPM ALT R
ERX, ZBRREEMTEEM ALT WiXPERNER
N, #5352 Cholestech LDX # Reflotron £t

R R R T

FEREERHE

L- SR + 0-Fl -8 ceememcemeememamamee DA + SEM

B AL TPP Mg"

AE ~ BEE + 0.+ tHO > ZHHEE +C0+ H0:

HO;+4- BEZBHM + EFEEZZEE —-—emeeeen > THREEEN

SH%@FLIET DFA 4 ALT RIECIPERN 4-a85%E
EbH0 3,5-—SEEXFRE (DABA) FEAAELL, ZEHFEE
BB TANEANAEHTTER. ERUIRLZNI
F, REEBRN REX-BRESHRETNDOARRHORFNE
THEZFVHNIREEM MR MAAEEATFMNEER (B
BRNEAER) LUEKREHR, MEREEMARE, ST
WEREEEE (18 ~ 30°C) T#EHN, ZEETRES 18
™A

RREXERMBENEWENERFT, SMEETE
F, HEEETHEERIE, RIE DFA RILEIRIERER,
REERHZAEIRENE, HAFTRHR.

REREREAR

EERRE (K. PRE) TR ALT (LeeBio &
®) BIMEEAMB (Valley Biomedical) & =inHmR.
EITREEMRNRERNXEERRNE = MrED5
£ Hepatic Function Panel I Abaxis Piccolo Xpress F#{TT &
REEMWRI, HER—KH DFA HEFHEENE 10
o ¥ Abaxis Piccolo Al DFA HAFKNIRH BT FRE

(cv) o XTAEHHF RS BTE Abaxis Piccolo. Hepatic
Function Panel ] DFA i# 4t %1% & L#1T,

EAERFEERYE

©2019 IMPROVE MEDICAL All Rights Reserved

IMPROVE REVIEW EF83E-if30i%i%

TEIRPRRASSARMER 35 uL Microsafe E4RE (Safe-Tec)
ERBEMHFR. EAMKREMNDM (Research Blood
Components LLC) FMEBE FKMREDAEREFTVERE,
FERARENSHTKXTFE (NewClassic MF, Mettler Toledo ,
Columbus OH) MESERARMES, HEHEEFKLM
B9%CVo

EREER

ZHH 5215317 Beth Israel Deaconess Bl (BIDMC)
HMEEERRMI0E, RB #OEERAOL (MIEHE) AR
BTXIE DR, S0ARERT EAMRENNER
WOXRAES, REHERTOXRAER, HAZHERETH
ENEISES

25%

Z5% M BIDMC FHREFROMEREIIZISEE. AT
B5MR, 25FLNESRNIGRENFTIES ALT ik
(REBKZFRMA, SAFE Roche/Hitachi F & EB#ITN
i) . BEBETFUAH ALT 48, UEEEMEKREER
B¥E ALT EMESE; 5al ALT > 120 UL NEEERTRENE
RTRERTIER, RIELRERITEESENS5E#TH
¥, FREOLNBERZES. BERFEREEME5EH
iR, EREFNADSIHEE. RIENIREMNLER (8
BRIDYRN ALT KF) MAAFRNEERE GNREH) .

WA ERF

1#{EE& 1 £/ Surgilance SLN300 Mm%+ (Medipurpose)
REBS5FRMM. T4 (18E, [F/A 35 uL Microsafe
EHME (Safe-Tec) | REF—FHARMEOHBREE L, FT
R 54 BEE, BEE—BIR, BEAERE 35 uL H¥m
HEIEEL, HFERHITHEE. RERENG, MaEH
TR CRIMMERIGR ALT 10, BEE | BRTIREGAE
BASNARHEORENBE/MENEENRE (NMREHN

XEREEE | Feated Article E 19
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B o BZEBEETEFANFHEE (5itNSEMNMAREKR—
) TEAREE, BFR 2 WEALREE ALT EFH
15) MRHICRER, BFE 2 ETIEFERREEZFISINN
Be RN UL RE (OBEANZFIRIHEN 10 UL) o RMF
R 2 EET B MEENRREMNAN. FreeErmidfithhe
RAZEBENE NI BERTHEEREEEE.,

EEBSEERE, BIER 2 BIMEEHIML “FiEE
S, UETREEILE SR, XERA 2 ERRSBFENEE
B, —EHH 800 HEERBEX (=& Galaxy SII) , H—EB
HWH 200 FREERGL (AT&T z431) . WARBEFHERL
EARIXDIFN BB FHB A, FMRIIAVIRIER (R1E
R 3 M 4) FERAELEECABEERSE ENEGRERN

“CIEIER”  (BMER 3 NBERGRRBELRINER, BIE
R 4 M\BAGEREGLENER) REFA N EGESE, 1R1ER
3 #0 4 EBIHRIER 2 AR FINERTAIE.,

BRIBIKKEHM, BDMC KL RE (MF,
Roche/Hitachi &, THEEAMLISEEIPIFC) REFPRMIAIT
ALT Wik, RIRKINERERIE 49°CT™REF 5 X, ARBIRITE
DFA RAKEBM Abaxis Piccolo DY MRS, £ DFA
RBRKER FHITIMNEES — ML IRAIRIEERTT, %
REBTHIE Piccolo BRINARPURERIFIE HMLE R,

Gt

BEERER. FHERRREUR 95%H—EITH
MEAEZEN—8E, BREE SWRAKE" (Hb—#7A
AT B IR T 55— 5 AR I HARK F LT IEME) A
Bland-Altman EI®, 3F Bland-Altman 2347, fERITERETIR
BHITHE, ERESNTHENLEREEENNETERTR
RIEEN; REWNERHITRAFRUBHESLER.

WARLEGAMBEHIESR. RAKRMEMELR DFA HAFK
MRETF 250 UL @FAI§eH, Bland-Altman SFFIEFEEE
& DFA IBREMA, —ME > 250 U/L BYEIR SR HBRTE
DRZI, URRELHMERS . AFIHERERFH
IR ERT. AT RSN S5ini A R AR R B L
XS BT

ERALMRANERERTF (BEAE) , BIdRELR
HAFERTNMBEF RHAAFER (ERLEOETRAN
DFA REFNERNME ALT REBANELTE,

H#R

MABERNES5E

2 E} Wigktsik | Featured Article

2014 £ 2 BE 6 A#AiE], M BIDMC FFAEA /00 BIDMC
BRFRZABET 96 8558, S5BNWPUERRA 56 %
el 22 ~ 79 ) , 8% NB M. RlgK ALT &
(Roche/Hitachi) 7994 UL GEE 18 ~752 ULL) - 60 &5
ERRTAREFLRS, 8 BRETURS, 2 BRRTZ
BR&HES, ZABTPHUFFENFERCEBSS 2B ML
(n=2), MBRF (n=2), EEEMEEHEFR (0 =
3) , ol FIBEEHBERIE 0 =2) , URESBLTHWAT
HRBMRFINEERIE (h=1) .

i ey

RAEXRMWEBFRUEER 227°C GEE 195 ~
25.9°C) , HALTEN 26% CEE 15% ~ 47%) o FEEUEEE
EMPCRER 23°C GERE 22 ~ 26°C) , FALEER 21%

GEE 15% ~47%) o & MR MR M EiEE2E &R
RENAYFE B Z MRS BYRRIBY AN 2 43 30 7). ARIBREEAREL
REESFEXEEREELYMNSNEKE (B 1D) ; HE
BIEFHEIREPRRE (%) , REBESHNER 25 9%

(GEE 22 ~25 D) o

ARSI BEERSEARME MG ENE I NGRS E 1T
FeBkRIM, DEBEERKRMEMZ AT ITERER, REBLT
I PRES B ZHEVIEIR , TERRISETIHTERBR SR (M FiXLEfE3k
MWEE, ERERBIE 2 NRBITERSR) . TG
BE, BBKMBEARAE—XRTE RocheHitachi & (IR1E
BIDMC IaFREM) Mid. BE/SEEMA DFA WK Abaxis
Piccolo BEpFE (%) XIUEHITHRMAS; EizEsbu
W2 El, KiEEEPARE s XEE UIEREHRRETX
AR o

96 BE5EHE 3 BRMANE, BRELRHITEHIKD
ALT Wi BPATIEFTEM KL, — DN ARNFHKERRIE Y
FTEFEMER, RTFRAMENBRRAETEY, KE=TARK
HIFRERAFVAR~ELTHER (B 1B) . REUR
BT A MR RAMS BB, &L, 91 2F



ERETEROARBEMLESAT ALT MILHERRK AR
(Roche/Hitachi) o RARMIMBERTATFX 91 ZEEPH 88 &
(BT DFA #4E£M Abaxis Piccolo Midk) o RI/EEMAT

REMH

REFMBARCNE ALT WERELEE

NIRRT Z A, X Abaxis Piccolo 47{XH DFA
HASFMRHITT NEEREMT; ZTNERINE | T
#ERIA Abaxis Piccolo 1 DFA IR KIEMRE LR, Hr~
ERAEEMER, AT HAFNHELEEFEENS, FHit
FERIA K SN (5 Abaxis ML) REBI%CY BEE, T

=I=1—N="I

Abaxis Piccolo JE BEZ Mo

IMPROVE REVIEW EZFIFE- LIRS

WMLEFR (53%) , WFaET 42 BEE, WEE KM
MmFRAF DFA HAFNiH. FAANYPERELRARMKM
HERAFWATHNNMBLER (TE) , HEEA—L (B
FELE) FEMMES ZEIERE B MR LGS REND
SHHERR, BITABTETR 4 BBENERF, BEE—
B, RESZBMRHMATUL. AT IHEREMRE
EREPHXMEUEENRINNEREERRNE, #H1T7WE
7 ¢ I LILEER DFA {48 (R#EML) 0 Abaxis Piccolo (Ifl
B WHERZENFHER. BITERFLRN p BN
0.65, REATHERSTZHMREREFTUNZTM; Hit, &
ANMEFRNEREHATOM.

F1. BT MERENDFARALTIIRNF] Abaxis Piccolo ALTIRBIFEHEE

ALT (U/L) Abaxis Piccolo, mean + SD (%CV)

ALT (U/L) DFA paper, mean =+ SD (%CV)

ML

61.8+3.77 (6.10)

60 + 10.54 (17.57)

MERAE2 IEHRAE3

1524 £2.51(1.65)  264.8 +5.26(1.99)

141+9.94 (7.05) 254 +8.43 (3.32)

(DFA, 2%Mht; ALT, AEBRIEREE; SD, fEE; CV, TRERK)

DFA #EMARME IS R M5 R ALT 2R, #Riks#
TR, HASEEBENEMLTFES LMK mENERHTR
(B2%13) » B2 BRTIWRE—PAERZHHEHRRE ALT
ZERMWEZLLRER: DFA BREMERS DFA RINEFLER
SFtt (B 2A) , DFA HARMEMLERS Abaxis Piccolo [iEL:
Fxitt (B 2B) , DFA KIMELERS Abaxis Piccolo MiELE
B3ftk (B 2C) , LUK Roche/Hitachi FAMBFLERS Abaxis
Piccolo MiELERIEL (B 2D) »

2A BIR, DFA 4RSI ALT £R A2 43T DFA
MR MERE R ALT &R, ASEHRESMTHESLEZ
o FBAH, FRABMAER ALT ERESHHIET Abaxis Piccolo
mE#RNER (B 2B) , ZBEHUFAERLBERE
DFA HNiX, ATHEREMRBEMERER, RINEET
EMENFERENERE, UERETERNAMMRETR, 7k
PEREMTEFIN 356 uL, %CV 7 2.79% (n=100) , I
PEREMTIYEFAIN 33.9 ul, %CV 78 2.97% (n=100) , &
BRI SIS AR AR 16 & L TRER AR AN [ B AT £2AY,

ST IMiERESR, B DFAs iIFFMIR ALT £RER
5 Abaxis Piccolo DXL RIEE—K (B 20) . BHEMW

©2019 IMPROVE MEDICAL All Rights Reserved

&, Abaxis Piccolo B9 ALT &R AFMEKT Roche/Hitachi
& MRS ALT £R (B 2D) »

TR, XA Bland-Altman S 5EP (5%, B 3) o
WEFTR, DFA REZMIAREM ALT BRFAHET DFA
BREFMWAMBENE (RE-23.6 UL, 3A, & 2) ¥
Abaxis [MERIE (fRE-184 UL, B 3B, & 2) . 3Fm
A, IRMARLERM Abaxis LR ZBEERTH—KE, RE
AILLRBERIT (+4.5 UL, B 3C, & 2) o MER Abaxis &5
FRFI9EL Roche/Hitachi £5R1K 8.6% (B 3D, & 2) ; ERFE
BENE, XEFEZENEMAAES O EAFRILETAH
KW EHITHNRRLENILHFIIES (www.api-pt.com; JiT
) o {NXF Abaxis 5 Roche/Hitachi LhIRFEEIEEEIR (B
3D; BRAE) o« ATEFEELLK DFA HEHKM Abaxis
FEMMAE. Abaxis FEIESH Roche/Hitachi [M7ERIAEIT R
EME, KITEIHET DFA MAKIIES Abaxis BISTEIRE T
WREMRE-FHRALHENLER (R 2) . DFA HEFK
MR MEFIMELE Abaxis & 2.4%, BXSERELEEE
8 (95% CI fRE: 24% ~ 7.6%) , M Abaxis #l
Roche/Hatachi ZBIFEEEER (FIRE-8.6%, 95% CI
-10.7% ~-6.5%) (% 2)
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(51

Serum ALT (U/L), DFA

400 600 800

200

200 400 600 800
Fingerstick ALT (U/L), DFA

800

i

600

400

A

200

Sernm ALT (U/L), Abaxis

0

200 400 600 800

Serum ALT (U/L), DFA

Serum ALT (U/L), Abaxis

Serum ALT (U/L), Roche

T

200 400 600
Fingerstick ALT (U/L), DFA

800

800

400

200

200 400 600
Serum ALT (U/L), Abaxis

<=1

800

2. AMEMFMBEFERFFRFE ALT ERE, ARARNRTESL. A FMELSWREMEN DFA HMIXLERLLIR, B. DFA HAFREMERS Abaxis
Piccolo MMIXLERELIR, €. MEH DFA HNIRLERSMBEN Abaxis Piccolo MIRLERELIR. D. MEH RN NESNFE (Abaxis Piccolo

Roche/Hitachi) HYZERELIR,

Average Values (L/L)

3 4 5 6
Average Values (natural log scale)
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3. Bland-Altman 2 EIHERE TP AREMRMBRAR ALT ERZEN—EE. SMEPNELARBHSEZEN “RE HTHER. T4K

= 95%PR o

FERTEMEL. A. DFA BRMMAMBEFINAERZENES, B. KM DFA LENIHNLERH Abaxis Piccolo MRMAELERZ

BIER. C. M5 DFA FMIRLERSIME Abaxis Piccolo MIALERZIEER. D. BMEGIFE (Abaxis Piccolo F Roche/Hitachi) M I1/ER &
R EFIRZ ENER,
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SHFMEES, RE DFAs RAXMRAN ALT £ERETR
5 Abaxis Piccolo DTYMVERIEE— (B 20) . HEH
&, Abaxis Piccolo B9 ALT ZERALFKMKT Roche/Hitachi F
& LMt EEERN ALT £8 (B 2D)

TR, XA Bland-Altman 945752 (F57%; E3)
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Abstract
Background

A paper-based, multiplexed, microfluidic assay has been developed to visually measure al-
anine aminotransferase (ALT) in a fingerstick sample, generating rapid, semi-quantitative
results. Prior studies indicated a need for improved accuracy; the device was subsequently
optimized using an FDA-approved automated platform (Abaxis Piccolo Xpress) as a com-
parator. Here, we evaluated the performance of the optimized paper test for measurement
of ALT in fingerstick blood and serum, as compared to Abaxis and Roche/Hitachi platforms.
To evaluate feasibility of remote results interpretation, we also compared reading cell phone
camera images of completed tests to reading the device in real time.

Methods

96 ambulatory patients with varied baseline ALT concentration underwent fingerstick testing
using the paper device; cell phone images of completed devices were taken and texted to a
blinded off-site reader. Venipuncture serum was obtained from 93/96 participants for routine
clinical testing (Roche/Hitachi); subsequently, 88/93 serum samples were captured and ap-
plied to paper and Abaxis platforms. Paper test and reference standard results were com-
pared by Bland-Altman analysis.

Findings
For serum, there was excellent agreement between paper test and Abaxis results, with neg-
ligible bias (+4.5 U/L). Abaxis results were systematically 8.6% lower than Roche/Hitachi
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results. ALT values in fingerstick samples tested on paper were systematically lower than
values in paired serum tested on paper (bias -23.6 U/L) or Abaxis (bias -18.4 U/L); a correc-
tion factor was developed for the paper device to match fingerstick blood to serum. Visual
reads of cell phone images closely matched reads made in real time (bias +5.5 U/L).

Conclusions

The paper ALT test is highly accurate for serum testing, matching the reference method
against which it was optimized better than the reference methods matched each other. A
systematic difference exists between ALT values in fingerstick and paired serum samples,
and can be addressed by application of a correction factor to fingerstick values. Remote
reading of this device is feasible.

Introduction

Point-of-care (POC) diagnostics are particularly desirable for diagnosis and medical manage-
ment in resource-constrained settings. In such settings, the centralized laboratory testing upon
which clinicians in resource-rich settings rely may be unavailable or cost-prohibitive. If central-
ized testing is available, lengthy results turn-around time can lead to patients becoming lost to
follow-up, adversely impacting outcomes. With these barriers in mind, there has been a recent
explosion in the development of POC diagnostics for many applications [1-3].

One example of a defined need for POC testing is for monitoring of transaminases for diag-
nosis and management of drug-induced liver injury (DILI). Transaminase testing is particular-
ly necessary for persons on medications for treatment of HIV and TB, as many of these
medications are known to be hepatotoxic [4,5]. Transaminase monitoring is also valuable to
evaluate those with underlying liver diseases such as hepatitis B or hepatitis C. Collectively,
these diseases disproportionately affect those in resource-limited settings, and with limited or
no access to transaminase testing in many of these settings, patients are put at increased risk of
complications of DILIL. Typically, transaminase monitoring requires equipment for a venous
blood draw, a trained phlebotomist, centrifugation to separate serum or plasma, and testing on
a large automated platform. Such platforms are expensive and require highly trained techni-
cians for testing and maintenance, making them impractical for use and scale-up in many de-
veloping countries. Because of these obstacles, in many resource-limited settings, patients on
potentially hepatotoxic medications receive minimal or no monitoring during treatment. Auto-
mated platforms for POC transaminase testing have been developed (Roche Reflotron and
Alere Cholestech); however, the Choletech ALT test is currently off the market worldwide and
the Reflotron is currently off the market in the US.

We have recently developed a paper-based, multiplexed, microfluidic assay to visually and
semi-quantitatively measure alanine aminotransferase (ALT) in a fingerstick sample [6-8].
This device is based on “patterned-paper” technology, in which a wax-based printer is used to
create a series of hydrophobic barriers and hydrophilic channels that guide fluid wicking
through the paper both laterally and vertically. As fluid flows directionally through the layers
of patterned paper, it contacts zone-specific assay reagents, allowing multiple reactions to be
performed in parallel on a single sample. Our assay has been designed to yield a rapid (~18-
30’), semi-quantitative, visual result; moreover, it is portable, disposable, requires no power,
and is anticipated to cost ~$0.10/test, making it ideal for resource-limited settings. Similar
paper-based microfluidic technology is being evaluated for a wide range of applications,
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including (as examples) glucose and protein measurement, detection of bacteria, detection of
hepatitis C antibody, detection of cancer biomarkers, and blood typing [9-15]. To our knowl-
edge, within this emerging class of paper-based microfluidic platforms, our paper-based ALT
test is currently the closest to actual clinical application.

Early pre-clinical testing on clinical serum and whole blood specimens demonstrated that
the paper-based device could yield visual measurements with >90% accuracy [6] and was
therefore ready for field testing. Thereafter, the first fingerstick evaluation of the test was per-
formed in 600 HIV-infected persons receiving care in a busy HIV clinic in Vietnam [7], consid-
ered an ideal target setting for application of this test. That evaluation study demonstrated that
the device operation and reading process were both feasible and extremely reproducible in this
target setting, but highlighted the need for further device optimization to reduce hemolysis
rates and improve accuracy. The device subsequently underwent extensive optimization, in-
cluding sourcing of a new plasma separation membrane, treatment of this membrane with an
anti-hemolytic coating to reduce hemolysis rates, reformulation of assay chemistry, and recali-
bration against an automated reference standard, Abaxis Piccolo [16].

Here, we present results of a validation study of the optimized ALT test as performed in am-
bulatory outpatients with liver disease or on hepatotoxic medications, each of whom required
ALT monitoring as part of routine care. The goals of this study were to evaluate the perfor-
mance of the optimized paper-based test for measurement of ALT levels in both fingerstick
blood and venipuncture serum for patients with a range of baseline ALT levels, as compared to
results of testing the serum on two FDA-approved automated platforms in wide clinical use. As
a result, we were able to evaluate the impact of sample type on results of the paper test, as well
as to compare performance of the paper test to that of each automated platform. We also as-
sessed the potential utility of cell-phone cameras to allow remote interpretation of the paper
test results.

Materials and Methods
Device Design, Production and Storage

The “patterned paper” ALT tests are created using wax-based printing technology; after print-
ing, paper layers are heated to 110°C, which melts the wax and allows it to permeate through
the thickness of the paper (GE Whatman Chromatography Grade 1, Piscataway, NJ), creating
microfluidic, hydrophilic detection zones surrounded by hydrophobic wax barriers [17-20].
The ALT test is constructed by stacking two such patterned paper layers, along with a plasma
separation membrane disc (Primecare NX-membrane, International Point of Care Inc. To-
ronto, CA) and lamination films, to create a 3D device (Fig 1A). A cover film (2MIL low densi-
ty polyethylene, Warp Bros, Chicago IL) providing protection against sample evaporation is
added to devices to be used with fingerstick whole blood samples; this cover film is not applied
to devices to be tested using serum. The layers are adhered together using patterned pressure-
sensitive adhesive films (Flexcon Inc, Spencer, MA). The plasma separation membrane sepa-
rates red and white blood cells from plasma within fingerstick whole blood, allowing plasma to
wick to the detection zones. The plasma separation membrane is treated with an anti-hemolyt-
ic coating to prevent hemolysis of cells during filtration.

The ALT test utilizes a peroxidase-based colorimetric assay [6], producing a red color in the
presence of elevated ALT. The intensity of the red color of the test spot is directly proportional
to the concentration of ALT in the sample, allowing semi-quantitative, visual interpretation of
the results by comparison with a reference color chart or “read guide” (Fig 1B). The read guide
also allows the user to place the ALT result in one of three clinically relevant bins [<3X upper
limit of normal (ULN), 3-5X ULN, and >5X ULN] used in the management of patients at risk
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Fig 1. Schematic of the 3-Zone DFA paper-based alanine aminotransferase (ALT) test. A. The DFA ALT test is constructed by assembling two
patterned paper layers, a plasma separation membrane disc, and protective lamination films to create a 3-dimensional device. A cover film is applied to
devices to be used with fingerstick whole blood samples; this cover film is not applied to devices to be used with serum samples. All layers are adhered
together using patterned, pressure-sensitive adhesive films. B. The test utilizes a peroxidase-based colorimetric assay to provide a semi-quantitative ALT
result determined through visual comparison with a reference color chart. The color chart also allows the user to place the ALT result in one of three
categorical bins: <3X upper limit of normal (ULN), 3-5X ULN, and >5X ULN. C. A fingerstick blood sample is applied to the sample port on the “sample
application side” of the test. Blood cells are separated by the plasma separation membrane, allowing plasma to wick into the device and react with reagents
dried onto individual detection zones; results are viewed on the “read side.” D. The results are read after an incubation time that corresponds to the ambient
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temperature. E. Two control zones on the test are used to determine the validity of the test results. Examples of valid devices are shown in the two images on
the left. Four invalid examples are shown on the right, as follows: i. Insufficient sample volume, evident by the lack of a yellow color in the negative control
zone. ii. Insufficient sample volume (as in i) and positive control failure, latter indicating inactive reagents at the time of testing. iii. Positive control failure. iv.
Hemolyzed sample, indicated by the presence of a red color in the negative control zone.

doi:10.1371/journal.pone.0128118.9001

for DILI. The negative control spot serves as an indicator for sample adequacy (adequate sam-
ple volume, no hemolysis), and the positive control spot serves as an indicator for reagent activ-
ity at the time of testing (Fig 1C and 1E). In this assay, as in any other enzymatic reaction, the
rate of the reaction is temperature-dependent. Therefore, the time window within which the
test must be read is determined using a temperature/read-time chart (Fig 1D). Each control
zone is interpreted as either “‘VALID’ or INVALID’. An INVALID’ on either control zone in-
validates the device [7] (Fig 1E).

400 devices were fabricated in parallel at Diagnostics For All (DFA) using established tech-
niques [6,7]. The paper test measures ALT via its enzymatic activity in a three-step reaction.
The test zone contains L-alanine and o-ketoglutarate in the first layer (as substrates) and ALT,
present in the sample, catalyzes the transfer of an amino group from L-alanine to o-ketogluta-
rate producing pyruvate and glutamate. In the second step, pyruvate oxidase, contained in the
second layer of the ALT test zone, oxidizes the pyruvate to acetylphosphate and hydrogen per-
oxide. In the final step of the reaction, horseradish peroxidase (HRP) catalyzes the reaction of
the hydrogen peroxide with 4-aminoantipyrine and m-tolyldiethanolamine (TDA) to produce
a red/pink colored dye complex that correlates to the ALT concentration in the sample. This
enzymatic reaction is similar to that used in other ALT tests, specifically Cholestech LDX
(Alere, Inc.), and Reflotron System (Boehringer Mannheim Corp.).

The chemical reactions are as follows:

Alanine Aminotransferase

L — alanine + o—ketoglutarate ————————=— pyruvate + glutamate

Pyruvate Oxidase

TPP, Mg2+
pyruvate + phosphate + O, + H,O ————————=— acetylphosphate + CO, + H,O,

H,O, + 4—aminoantipyrine + m — tolyldiethanolamineH—Rf Red/Pink Dye Complex

This formulation produces a stronger color change and larger linear dynamic range when
compared to the formulation relying on 4-aminoantipyrine and 3,5-diaminobenzoic acid
(DABA) used in previous versions of the DFA paper ALT test [6-8].

In the optimized paper test, spotting of alanine and o-ketoglutarate in a separate layer from
the remaining reagents improved stability and performance of the paper test. A stabilizer (bo-
vine serum albumin) was added to all reagents to extend shelf life. Accelerated stability studies
showed that the device is stable for approximately 18 months when stored at the recommended
temperature range (18-30°C).

The devices were pouched individually in foil-lined aluminum pouches, each with a pillow
pack of desiccant, and stored at room temperature for the duration of the study. Devices were
quality-tested prior to release for use in this study, per DFA’s standard operating procedures.

Within-run precision study

Three standards were prepared by spiking normal human serum (Valley Biomedical Inc, Win-
chester, VA) with purified ALT (LeeBio Solutions, St. Louis, MO) at target concentrations
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(low, medium and high). These samples were blinded to the operator running the precision
studies. The three standards were each tested in five replicates on the Hepatic Function Panel,
Abaxis Piccolo Xpress (Abaxis, Union City, CA)) [16] and in 10 replicates on the DFA paper
tests on the same day. The % coefficient of variation (CV) was calculated for both Abaxis Picco-
lo and DFA paper tests. This precision study was performed on one lot each of Abaxis Piccolo
Hepatic Function Panels and DFA paper devices.

Capillary tube dispensation volume accuracy

A 35uL Microsafe capillary tube (Safe-Tec Inc, Ivyland, PA) was used to collect and dispense
fingerstick samples in the clinical study. The dispense volume accuracy of the capillary tube
was tested using freshly collected whole blood (Research Blood Components LLC, Brighton,
MA), and de-ionized water. The weight of the dispensed volume was measured using a cali-
brated, analytical balance (NewClassic MF, Mettler Toledo, Columbus OH). %CV was calculat-
ed for both de-ionized water and whole blood.

Ethics Statement

This study was approved by the Beth Israel Deaconess Medical Center (BIDMC) Institutional
Review Board. The IRB approved use of verbal (rather than written) consent for this minimal
risk study; a verbal consent script describing study purpose and procedures was read to each in-
dividual, verbal consent was obtained and documented, and the subject was given a study in-
formation sheet to keep.

Participants

Participants were recruited from the BIDMC Liver Center and Infectious Diseases outpatient
clinics. To be considered for study participation, participants had to be receiving ALT testing
that day per clinical routine (collection of venipuncture blood, followed by testing on Roche/
Hitachi platform). Recruitment was based on previous ALT results, in order to include patients
with ALT values throughout the clinical range; patients with prior ALT >120 U/L were priori-
tized for recruitment when possible. Participants were sampled consecutively based on the
above selection criteria, and verbal informed consent was obtained. Data on each participant
were collected via chart review, and included basic demographic information, results of recent
laboratory testing (including ALT levels on the day of enrollment) and primary cause of liver
disease if known.

Testing procedure

Fingersticks were performed on study participants by operator 1 using a Surgilance SLN300
lancet (Medipurpose, Duluth, GA). For the first 42 patients, the first drop of fingerstick blood
was collected [using a 35uL Microsafe capillary tube (Safe-Tec Inc, Ivyland PA)] and dispensed
on the device. For the next 54 patients, the first drop of blood was wiped away and the 35uL
sample was collected from the second drop of blood using the capillary tube and dispensed on
the device. A count up timer was started after the application of sample. After the fingerstick,
patients were sent to the phlebotomy laboratory for venipuncture for routine clinical ALT test-
ing. Operator 1 performing the fingerstick recorded the degree of difficulty (if any) in obtaining
the required sample volume and the temperature/relative humidity of the fingerstick room on
a study form specific to the study ID number. The device was placed in a petri dish and brought
(along with timer and study form) to the incubation room where a second operator (blinded to
any prior patient ALT values) interpreted and recorded the results. Operator 2 selected a read
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time based on the temperature of the incubation room. Results were reported in U/L (rounded
to the nearest 10 U/L). Operator 2 also noted the validity of the device by visually inspecting
the control zones for hemolysis, incomplete filling, and reagent function. Incubation room
temperature and relative humidity were also recorded.

Following reading of device results, operator 2 photographed the device and read guide to-
gether to allow remote reading of the test images. The photographs were taken using two cell
phones, one with an 8 mega pixel camera (Samsung Galaxy SII) and another with a 2 mega
pixel camera (AT&T Z431). Both sets of camera phone images were texted to two separate
email addresses. Two separate operators (operators 3 and 4) read the two image sets using the
read guide captured in the images (operator 3 read images from the 2 mega pixel camera and
operator 4 read images from the 8 mega pixel camera) on standard laptop monitors. Both oper-
ators 3 and 4 were blinded to the results noted by operator 2 in real time.

ALT testing of venipuncture blood was performed by the BIDMC clinical laboratory
(serum, Roche/Hitachi platform, without pyridoxal phosphate activation [21]) as per clinical
routine. The clinical serum sample was held at 4°C for 5 days and then de-identified and pro-
vided to DFA for testing on the DFA paper device and the Abaxis Piccolo analyzer [16]. Test-
ing on the DFA paper devices was performed by another trained reader blinded to both the
Piccolo results and to all other results collected in the study.

Statistical Analysis

Agreement between methods of measurements was assessed graphically and through the esti-
mation of the mean difference, or bias, and 95% limits of agreement. Graphs included “diagonal
plots” (where one method was simply plotted against the other and evaluated relative to the line
of equality) and Bland-Altman plots [22]. For Bland-Altman analysis, logarithmic transforma-
tion was used for comparisons in which the mean and standard deviation of the differences
were not constant throughout the range of measurement; results were then back-transformed
to give percentage differences.

For diagonal plots, all data points were included. Because the DFA paper test is not reliably
linear above 250 U/L for fingerstick blood samples, for all Bland-Altman analyses for platform
comparisons which included the DFA paper test, pairs of data points in which one of the values
was >250 U/L were excluded from analysis, so as not to inappropriately distort the analysis of
difference. Data for calculation of the correction factor was similarly truncated. Data for com-
parison of real-time vs remote results reading was not truncated in this manner.

A correction factor (calibration equation) was fitted using linear regression to predict the
paper test result for a serum sample from a paper test result for a fingerstick sample (linear re-
gression was used because the outcome, serum ALT concentration as measured by the DFA
paper test, was treated as a continuous variable.)

Results
Study Setting and Participants

96 participants were recruited from the BIDMC Liver Center and the BIDMC Infectious Dis-
eases clinic between February and June 2014. The median age of participants was 56 (range 22
to 79), and 68% were male. The median clinical ALT value (Roche/Hitachi) was 94 U/L (range
18 to 752 U/L). Sixty participants had hepatitis C virus infection, 8 had HIV infection, and 2
had hepatitis B virus infection. Other etiologies of liver disease in this population included au-
toimmune hepatitis (n = 2), hemochromatosis (n = 2), non-alcoholic fatty liver disease (n = 3),
alpha-1 antitrypsin deficiency (n = 2), and acute liver failure secondary to medication (n = 1).
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Study testing

The median temperature in the room where the fingerstick was performed was 22.7°C (range
19.5°C to 25.9°C), with median humidity of 26% (range 15% to 47%). Median temperature in
the room where the device was read was 23°C (range 22°C to 26°C), with median humidity of
21% (range 15-47%). The median time that elapsed before devices were transported from the
room where the fingerstick was performed to the room where the device was read was 2 min-
utes and 30 seconds. All devices were incubated for the appropriate total length of time per the
temperature/read-time chart (Fig 1D); incubation time was based on temperature in the read-
ing room (Methods), and median incubation time was 25 min (range 22 to 25 min).

Most patients proceeded directly to the clinical laboratory for venipuncture immediately
after providing a fingerstick sample. A small number had their venipuncture done immediately
prior to fingerstick, or while waiting for their clinic visit due to delays in clinic schedules (for
these latter patients, venipuncture was performed within 2 hours of fingerstick). For all pa-
tients, the venipuncture sample (serum) was tested on the Roche/Hitachi platform (per
BIDMC clinical routine) on the same day that it was drawn. The serum was subsequently cap-
tured for research testing with both the DFA paper test and the Abaxis Piccolo automated plat-
form (Methods); the serum was stored for a median time of 5 days (almost all samples were
tested within 7 days) prior to this additional testing.

Three out of the 96 participants were initially enrolled but ultimately did not have ALT test-
ing performed on venipuncture blood; two forgot to get labs done, and one was unable to get
labs done due to difficulty with venipuncture. Fingerstick samples from three individuals gen-
erated invalid results on the paper test due to filling failure in the negative control zone (Fig
1E). No invalid tests due to hemolysis or positive control failure were observed. Ultimately, 91
patients provided both a valid fingerstick sample and a venipuncture serum specimen for ALT
testing (Roche/Hitachi). Discarded serum was available for capture on 88 of these 91 patients
(for testing on the DFA paper test and the Abaxis Piccolo). No adverse events were reported.

Comparative performance of paper and automated tests for
measurement of ALT

Prior to our clinical evaluation, a within-run precision study was performed on both the Abaxis
Piccolo analyzer and the DFA paper test; results of this evaluation are shown in Table 1. The
data indicate that the Abaxis Piccolo and the DFA paper test are comparable in performance
and generate reproducible results. The slightly higher %CVs reported for the paper test (vs
Abaxis) are expected as the paper test is a colorimetric, semi-quantitative test, whereas the
Abaxis Piccolo assay is a quantitative test. \

As noted (Methods), for the first 42 patients, the first drop of fingerstick blood was collected
and applied to the DFA paper test. Because initial results already suggested that fingerstick re-
sults were systematically lower than paired serum results (below) and because some (but not
all) fingerstick testing protocols suggest wiping away the first drop of blood to avoid collection
of excess tissue fluid, we adjusted our procedure for the next 54 patients so that the first drop of

Table 1. Precision of the DFA paper-based ALT test and the Abaxis Piccolo ALT test, as performed on serum standards.

Serum Standard 1 Serum Standard 2 Serum Standard 3
ALT (U/L) Abaxis Piccolo, mean * SD (%CV) 61.8 +3.77 (6.10) 152.4 + 2.51 (1.65) 264.8 £ 5.26 (1.99)
ALT (U/L) DFA paper, mean * SD (%CV) 60 + 10.54 (17.57) 141 £ 9.94 (7.05) 254 + 8.43 (3.32)

(DFA, Diagnostics For All; ALT, alanine aminotransferase; SD, standard deviation; CV, coefficient of variation)

doi:10.1371/journal.pone.0128118.t001
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blood was wiped away and the second of drop of blood was collected and applied to the test. To
evaluate whether this change in fingerstick procedure had any impact on our results, a two-
sample t-test was performed to compare the average differences between DFA paper (finger-
stick) and Abaxis Piccolo (serum) test results in the groups undergoing the two different proce-
dures. The p-value for that comparison was 0.65, indicating that the average difference was
unaffected by the change in the sample collection procedure; therefore, results from the two

procedures were pooled for analysis.

ALT results from testing fingerstick and paired serum samples on the DFA paper test were
compared to each other and to results from testing serum on the two automated platforms
(Figs 2 and 3). The plots in Fig 2 show results for direct comparison of ALT results from two
different tests performed on samples from one individual: fingerstick blood on the DFA paper
test vs serum on the DFA paper test (Fig 2A), fingerstick blood on the DFA paper test vs serum
on the Abaxis Piccolo (Fig 2B), serum on the DFA paper test vs serum on the Abaxis Piccolo
(Fig 2C), and serum on the Abaxis Piccolo vs serum on the Roche/Hitachi platform (Fig 2D).
Fig 2A shows that ALT results for fingerstick blood tested on the DFA paper test were system-
atically lower than ALT results for paired serum samples tested on the DFA paper test, as the
majority of the data points lie above the line of equality. Similarly, ALT results for fingerstick
samples were systematically lower than results for paired serum samples tested on the Abaxis
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Fig 2. Plots of ALT results generated by different platforms for fingerstick or serum samples. The
diagonal black line represents the line of equality. A. Comparison of DFA paper test results for fingerstick
blood vs paired serum. B. Comparison of DFA paper test results for fingerstick blood to Abaxis Piccolo test
results for paired serum. C. Comparison of DFA paper test results for serum to Abaxis Piccolo test results for
serum. D. Comparison of the results of two automated platforms (Abaxis Piccolo and Roche/Hitachi) for

serum samples.

doi:10.1371/journal.pone.0128118.9002
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Fig 3. Bland-Altman plots to evaluate agreement between ALT results generated by different
platforms for fingerstick or serum samples. The blue line in each plot represents the “bias” or average
difference between the two methods. The red lines represent the 95% limits of agreement. The green line
represents the line of no bias. A. Difference between DFA paper test results for fingerstick blood vs paired
serum. B. Difference between DFA paper test results for fingerstick blood and Abaxis Piccolo test results for
paired serum. C. Difference between DFA paper test results for serum and Abaxis Piccolo test results for
serum. D. Difference between the log transformation of the results of the two automated platforms (Abaxis
Piccolo and Roche/Hitachi) for serum samples.

doi:10.1371/journal.pone.0128118.9003

Piccolo (Fig 2B), the automated platform against which the DFA paper test was calibrated dur-
ing optimization. In order to ensure that the optimal fingerstick sample volume was being re-
producibly delivered to the test by the plastic capillary tube used for sample collection
(Methods), we evaluated the precision and accuracy of the capillary tube for dispensation of ex-
pected volumes of water and blood (Methods). The mean volume dispensed for water samples
was 35.6 puL with a %CV of 2.79% (n = 100), and the mean volume dispensed for blood samples
was 33.9 pL with a %CV of 2.97% (n = 100), indicating that volumes of fingerstick blood dis-
pensed on the devices during the study were reliable.

For serum samples, ALT results from the DFA paper test showed excellent agreement with
results from the Abaxis Piccolo analyzer (Fig 2C). Interestingly, ALT results from the Abaxis
Piccolo were systematically lower than ALT results from the same sample tested on the Roche/
Hitachi platform (Fig 2D).

Next, we evaluated agreement (for the same comparisons) by Bland-Altman analysis [22]
(Methods; Fig 3). As noted, ALT values in fingerstick samples tested on the DFA paper test
were systematically lower than values in paired serum tested on the DFA paper test (bias -23.6
U/L, Fig 3A, Table 2) or Abaxis (bias -18.4 U/L, Fig 3B, Table 2). For serum, there was excellent
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Table 2. Bias values and associated 95% confidence intervals (Cl) for Bland-Altman comparisons shown in Fig 3A-3D.

A. Fingerstick, DFA—Serum, DFA

B. Fingerstick, DFA—Serum, Abaxis

C. Serum, DFA—Serum, Abaxis

D. Log Serum, Abaxis—Log Serum, Roche

n/a, not applicable.

doi:10.1371/journal.pone.0128118.t002

Mean bias value, U/L 95% CI Mean bias value, % 95% CI
-23.6 -29.7t0-17.4 n/a n/a

-18.4 -24.3t0-12.5 n/a n/a

4.5 0.6 to 8.5 2.4 -241t07.6
n/a n/a -8.6 -10.7 t0 -6.5

agreement between paper test and Abaxis results, with negligible bias (+4.5 U/L, Fig 3C,

Table 2). Abaxis results for serum were 8.6% lower than Roche/Hitachi results on average (Fig
3D, Table 2); notably, a similar systematic difference between these platforms has also been
demonstrated in proficiency testing performed by labs using these platforms (www.api-pt.com;
see discussion). Logarithmic transformation was only required for the Abaxis versus Roche/
Hitachi comparison (Fig 3D; see Methods). To facilitate a direct comparison of the relative bias
values for serum on the DFA paper test versus Abaxis and serum on the Abaxis versus Roche/
Hitachi, we also calculated the mean bias on the logarithmic scale for serum on the DFA paper
test versus Abaxis and back-transformed to give percentage differences (Table 2). Serum on the
DFA paper test was 2.4% higher on average than Abaxis, but this was not significantly different
from no bias (95% CI for bias: -2.4% to 7.6%), while there was a significant difference between
Abaxis and Roche/Hitachi (mean bias -8.6%, 95% CI -10.7% to -6.5%) (Table 2).

Given the systematic difference observed between ALT concentration ([ALT]) in fingerstick
vs serum samples from the same individual, a correction factor regression equation was calcu-
lated for the DFA paper test for future use to match fingerstick blood to serum ALT results, as
follows:

Serum paper [ALT] = 14.81 + 1.12 * Fingerstick paper [ALT)

P-values for the regression coefficients were 0.03 (for the intercept, i.e. 14.81) and <0.01
(for the fingerstick paper [ALT], i.e. 1.12). We also assessed whether inclusion of a quadratic
term would contribute significantly to the fit of the model by conducting a likelihood ratio test,
but, as it did not, our final model contains only a linear term for the fingerstick on paper ALT
value.

Remote results interpretation

We compared device results as read in real time to results read from images of resulted devices/
read guides captured by cell phone cameras of different resolution (2MP vs 8MP, selected as
representative of cell phone cameras commonly used in the developing and the developed
world, respectively) and texted to an off-site reader (Methods). To evaluate agreement, data
were plotted directly (Fig 4A and 4B) and differences were evaluated by Bland-Altman analysis
(Fig 4C and 4D). There was excellent agreement between the read made in real time and the
read of either the 2MP camera phone image (bias +5.5 U/L, 95% CI 0.1 to 10.9) or the 8MP
camera phone image (bias -6.2 U/L, 95% CI -12.4 to -0.0) (Fig 4C and 4D).

Discussion

The results of our study indicate that the performance of the DFA paper ALT test is compara-
ble to that of standard automated platforms widely used in clinical labs around the world. We
found that the DFA paper test was highly accurate for serum testing, matching the reference
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doi:10.1371/journal.pone.0128118.9004

method against which it was optimized (Abaxis) better than the two reference methods (Abaxis
and Roche/Hitachi) matched each other. The systematic ~9% difference we observed between
serum ALT results measured by the Abaxis Piccolo vs Roche/Hitachi platforms is very similar
to the difference observed on standardized proficiency testing performed by working clinical
laboratories utilizing these two platforms (www.api-pt.com). This observation should serve as
a reminder to clinicians that, in the absence of international standards for ALT measurement,
any given automated platform does not necessarily provide the “right answer.” We acknowl-
edge that serum was tested on the Abaxis platform after it was tested on the Roche/ Hitachi
platform (typically ~5 days later), but also note that ALT values measured in serum stored at
4°C remain stable for approximately one week [23].

Importantly, we noted a systematic difference between ALT values measured in fingerstick
vs paired serum samples, with measured ALT values in fingerstick blood consistently below
measured ALT values in paired serum. This difference suggests an inherent difference in ALT
values between capillary and venous blood, as has been observed for several other analytes, e.g.
[24-27]. Our findings may be specific to the DFA paper ALT test, as existing FDA-approved
POC platforms for measurement of ALT in fingerstick blood (Roche Reflotron [28] and Alere
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Cholestech LDX [29,30]) report no systematic bias or difference between capillary and venous
blood. However, review of available information summarizing the performance of these two
tests suggests that these tests were not actually validated with fingerstick samples from patients
with elevated ALT values, but rather only with fingerstick samples from patients with normal
to mildly elevated (e.g. maximum of 65 U/L) ALT values [28-30]. The systematic difference we
observed between fingerstick blood and serum could easily have been missed if testing had
only included patients with normal to mildly elevated ALT values. Given the absence of data
comparing ALT levels in fingerstick vs serum samples in patients with elevated ALT, we had
no apriori expectation of how well paper-based test results for these two sample types would
agree. To our knowledge, this is the first study to evaluate the performance of a POC transami-
nase test on both fingerstick and serum samples in a patient population with a wide range of
baseline ALT values. Unfortunately, our study was limited by the fact that the Alere Cholestech
LDX was recalled by the FDA just prior to the start of this study, thus preventing the direct
comparison between ALT results measured in fingerstick samples on the two platforms. Evalu-
ation of the limited additional literature on these platforms is complicated by the use of differ-
ent sample types, sample collection methods, and comparator methods. In an independent
clinical trial report [31], Green et al compared serum ALT values measured by a Roche-Hitachi
Modular Analyzer and paired whole blood ALT values measured by Cholestech LDX, and
found that ALT values measured by Cholestech were systematically lower than those measured
by Roche/Hitachi. However, another study by James et al [32] noted higher whole blood ALT
values when measured on Reflotron compared to serum ALT values measured with a reference
method. The authors observed excellent concordance of ALT results when whole blood and
plasma were both analyzed using the Reflotron, and similarly when serum was analyzed by the
Reflotron and reference method, supporting their conclusion that there was a disagreement be-
tween serum and whole blood values.

Further studies will be required to definitively conclude that there is an inherent difference
in ALT concentration between venous and capillary blood. We note that the presence of a
cover film on DFA paper devices used for testing whole blood was shown in prior experiments
during device optimization to slow evaporation that otherwise reduced ALT values measured
in whole blood compared to values measured in the same volume of serum with the same ALT
concentration. Because use of the cover film for devices used with whole blood completely cor-
rected the effect of evaporation on that sample type and equalized results obtained from whole
blood and serum, devices used for fingerstick blood (but not serum) in this study similarly had
a cover film. It is possible that the evaporation effect was not completely corrected for finger-
stick blood, thus contributing to our findings of lower ALT values in fingerstick vs serum sam-
ples, but we find this unlikely. Regardless, the systematic difference we observed between DFA
paper test results for fingerstick blood vs serum samples allowed us to calculate a correction
factor that can now be applied to fingerstick results to allow them to match serum results ob-
tained from the paper test (which in turn are in close agreement with automated platform re-
sults). Therefore, by using this correction factor to adjust the read guide, results of fingerstick
testing with the DFA paper test will be calibrated to results of testing serum on the Abaxis Pic-
colo platform. Further clinical evaluation using the newly adjusted read guide will need to be
performed in order to formally validate this correction factor.

This study has further demonstrated the feasibility of remote device reading, in which an
image of the device and read guide captured by a simple cell phone camera can be texted to a
central location and read there (on a computer screen) by a trained reader. Reads of both 2MP
and 8MP camera images were in excellent agreement with the reads of the device in real time
(Fig 4). This approach could allow the test to be performed without the need for a reader
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familiar with device results interpretation to be present on site, and thus opens the door to
home-based testing.

In conclusion, we have demonstrated excellent agreement between the DFA paper test and
automated platforms for measurement of ALT, and shown that remote reading of the paper de-
vice is feasible. Our findings also shed important light on two key aspects of clinical ALT mea-
surement: a) systematic differences in ALT levels by sample type (fingerstick vs serum), and b)
variability in ALT measurements provided by different FDA-approved automated platforms.
This POC device has significant global potential for monitoring for DILI in patients on poten-
tially hepatotoxic medications, including those for TB and HIV.
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