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Comparison of quantiferon gold and Mantoux test
in adults with serpiginous-like choroiditis in

northern India

People with ocular tuberculosis can develop anterior, intermediate
and posterior uveitis. The posterior uveitis may mimic serpiginous
choroiditis. However, all patients with serpiginous-like choroiditis
are not due to tuberculosis. It is difficult to isolate Mycobacterium
tuberculosis from ocular tissues. Few studies have used Mantoux or
quantiferon gold test alone to make a diagnosis of presumed ocular
tuberculosis and the results of these tests have been used as evidence
to start antitubercular therapy.1,2 Mantoux and quantiferon gold tests
indicate latent and/or active tubercular infection. The available
commercial tests cannot differentiate between latent or active
tuberculosis.3 In India, apart from Mantoux, Quantiferon Gold test
has also been used to detect latent tuberculosis in suspected cases of
tubercular uveitis.4 However, perspectives vary on the utility of this
test in countries such as India.5

We analysed the importance of positive Mantoux and quantiferon
gold tests in the clinical setting. The results of these tests in 50
patients with serpiginous uveitis seen at our uveitis clinic were
analysed. Any use of steroids prior to the testing was noted. We
calculated the kappa value to evaluate the amount of agreement
between the two tests.

Thirty (60%) patients were quantiferon gold-positive and 28
(56%) were Mantoux-positive; 19 patients (38%) were positive for
both tests (=0.18). This shows poor agreement between the tests.
Overall, 39 (78%) patients tested positive with either the Mantoux or
quantiferon gold test and 11 (22%) were negative with either of the
two tests. Twenty-one patients had used steroids prior to Mantoux
and quantiferon gold testing. Of these 21 patients, Mantoux test was
positive in 5 (24%) and quantiferon gold test was positive in 9 (43%)
patients. Five patients were found to have lesions compatible with
tuberculosis on computerized tomography of the chest and were
started on antitubercular therapy (ATT). Of the patients who were
started on ATT, 3 were Mantoux-positive and all 5 were positive on
quantiferon gold test. Thus, overall 10% (5/50) of patients were
found to have evidence of active systemic tuberculosis.

We found a high rate (55%–60%) of positivity of Mantoux or
quantiferon gold test in cases of serpiginous choroiditis. Such high
rates of Mantoux positivity in the Indian population have been shown
in other studies.6 The use of steroids can affect the results of Mantoux
and quantiferon gold tests. In our study, 21 patients were on steroids.
Thus, the actual incidence of positivity of these tests if done in
treatment-naïve cases may be even higher. The agreement between
the two tests was also found to be low. Thus, in a clinical setting it may
not be correct to correlate the result of these two tests.

Clinicians initiating ATT in cases of serpiginous choroiditis
based only on the results of these tests run the risk of over-treating a
number of patients. Also, the clinician is in a dilemma if one of these
tests is positive and the other one is negative.

Whether treatment should be initiated in cases of latent tuberculosis
in an area endemic for tuberculosis is a matter of debate.7

Considering the high positivity rate of these tests in patients with
serpiginous choroiditis and the evidence in the literature which
suggests caution in interpretation of the results of Mantoux and
quantiferon gold tests in areas endemic for tuberculosis, we would
not recommend making a diagnosis of presumed ocular tuberculosis
only on the basis of these tests.
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Comment on ‘Routine health check-ups’

We read with interest the paper by Honnikeri et al. entitled ‘Routine
health check-ups: A boon or a burden?’ published in the Journal.1

The authors need to be complimented for putting forth
recommendations for routine health screening in asymptomatic adults
in India. They have rightly pointed out that though various guidelines
are available for screening and management of dyslipidaemia in the
USA and Europe, following western guidelines is not an ideal
practice. Indian patients have diverse socioeconomic, cultural, lifestyle
and genetic differences that influence the prevalence of dyslipidaemia
among them and none of the western guidelines would take these
aspects into consideration.

The authors advise routine screening for dyslipidaemia in men
>45 and women >55 years of age. They further state that in the
presence of risk factors for atherosclerosis, screening for dyslipidaemia
is advisable for men 35–45 years and women 45–55 years of age.
Atherosclerotic cardiovascular disease (CVD) occurs at a younger
age among Indians and surveys have shown that the prevalence of
coronary artery disease in urban Indians older than 35 years is about
10%.2 Moreover, rapid escalation of CV risk factors (such as smoking,
hypertension, dyslipidaemia, diabetes and metabolic syndrome) has
been noted in urban Asian Indians by 30–39 years of age.3 Due to an
earlier onset of CVD in Indians, prediction of CV risk is challenging
and many of the conventional risk assessment tools underestimate the
CV risk in Indians.
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Health checkups: Boon or burden?—Authors’reply

We thank Anoop Kapoor and Shiridhar Kashyap for liking our
article.1 We recommend routine screening for dyslipdaemia in men
>45 years and women >55 years of age, to minimize unwarranted
investigations. Increasingly, especially in urban India, coronary
artery disease (CAD) occurs in younger people. Data on the same is
limited and the prevalence has never been established as being more
than 12%–16%.2 We cannot recommend universal screening for this
in the younger population. We suggest individualizing the need to
assess CAD in men <45 years and women <55 years of age based on
preliminary non-invasive screening for modifiable and non-modifiable
CAD risk factors (such as family history of CAD, hypertension,
smoking, obesity, pre-existing diabetes mellitus and lifestyle factors).
The INTERHEART study recruited 30 000 participants including a
number of Indians. They found that nine potentially modifiable risk
factors accounted for an overwhelmingly large (>90%) proportion of
the risk of an initial acute myocardial infarction.3 We recommend
health education and primary prevention as the most cost-effective
CAD preventive intervention in the younger age group, given the
limitation of resources in our setting.
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Hence, we suggest that for Indian patients an even lower age
threshold of screening for dyslipidaemia may be justified, i.e. all men
>35 years and all women >45 years of age. This should include only
a complete lipid profile (total cholesterol, triglycerides, low-density
lipoprotein-cholesterol [LDL-C] and high-density lipoprotein-
cholesterol [HDL-C]). Routine estimation of Apo B and Apo A-1
levels should not be part of general health screening for dyslipidaemia.
Estimation of non-HDL-C may provide a more accurate estimate of
CV risk than LDL-C alone, since it provides a fairly accurate estimate
of various atherogenic lipid molecules, viz. very low-density
lipoprotein (VLDL), intermediate-density lipoprotein (IDL),
chylomicrons, chylomicron remnants and lipoprotein (a) (Lp[a]).

The consensus statement on management of dyslipidaemia in the
Indian population has also recommended performing lipid estimations
as a routine in all adults above 30 years of age.4 It further suggested
that in patients younger than 30 years, a lipid estimation needs to be
individualized, based on the presence or absence of concomitant risk
factors and/or pre-existing CVD.
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