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Abstract 

Background:  To investigate the correlation between pleural fluid interleukin-33 (IL-33) and adenosine deaminase 
(ADA) and peripheral blood tuberculosis T cell spot detection (T-SPOT.TB), and the combined value of the three tests 
for the diagnosis of tuberculous pleurisy.

Methods:  79 patients with pleural effusion admitted from June 2017 to December 2018 were enrolled. They were 
divided into tuberculous pleural effusion (TPE) group (57 cases, 72.2%) and malignant pleural effusion group (17 
cases, 21.5%), pneumonia-like pleural effusion group (5 cases, 6.3%). Correlation between pleural fluid IL-33, pleural 
effusion ADA and peripheral blood T-SPOT.TB was analyzed, comparison of the three separate and combined diagnos-
tic efficacy was also performed.

Results:  The levels of IL-33, ADA and peripheral blood T-SPOT.TB in patients with TPE were significantly higher than 
those in non-TPE (P < 0.001). The level of pleural fluid IL-33 was positively correlated with pleural effusion ADA and 
peripheral blood T-SPOT.TB. The Area under the ROC curve (AUC) of TPE diagnosed by pleural IL-33, ADA and periph-
eral blood T-SPOT.TB were 0.753, 0.912 and 0.865, respectively. AUC for combined detection of pleural effusion IL-33, 
ADA and peripheral blood T-SPOT.TB is the largest, with a value of 0.962. Specificity is 100% and sensitivity is 88.5%.

Conclusion:  Combined detection of pleural effusion IL-33, ADA and peripheral blood T-SPOT.TB can improve the 
diagnostic efficacy of tuberculous pleurisy.
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Background
Tuberculous pleurisy is a common form of extrapulmo-
nary tuberculosis. Pleural biopsy and bacteriological test-
ing are the gold standard for diagnosis of tuberculous 
pleurisy. However, it is difficult to diagnose because of 
the invasive procedure of pleural biopsy and the difficulty 

in cultivating mycobacterium tuberculosis [1, 2]. With 
the advances in enzymology and molecular biology in 
recent years, enzymes and cytokines have attracted 
more and more attention in the pathogenesis of various 
immune diseases [3]. Adenosine deaminase (ADA) is 
present in various tissues of human body and is mainly 
involved in the decomposition of purine nucleosides. It 
has been widely used in clinical diagnosis of tuberculosis 
in recent years [4]. ADA testing is currently recognized 
as an ideal indicator for the diagnosis of tuberculous 
pleurisy [5]. However, several clinical conditions may 
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increase pleural ADA levels such as parapneumonic 
effusions, lymphomas, solid tumors, connective tissue 
diseases and other infectious diseases. Therefore, new 
biomarkers are needed. Tuberculosis T cell spot detec-
tion (T-SPOT.TB) is a kind of interferon-γ release assay 
(IGRA). The number of T cells secreting interferon-γ 
(IFN-γ) can be used as an auxiliary method for early diag-
nosis of tuberculosis [6, 7]. Researches [8–10] showed 
that the level of interleukin-33 (IL-33) in pleural fluid was 
significantly higher in patients with tuberculous pleurisy 
than in other causes. Therefore, we speculate that IL-33 
may play an important role in the production of tuber-
culous pleural effusion (TPE). We believe a combination 
of diagnostic biomarkers are useful in specific situations. 
The combined value of the three tests for the diagnosis 
of tuberculous pleurisy was investigated to identify the 
correlation between pleural fluid interleukin-33 (IL-33), 
adenosine deaminase (ADA)and peripheral blood tuber-
culosis T cell spot detection (T-SPOT.TB). It is intended 
to provide a reference for the clinical diagnosis of tuber-
culous pleurisy.

Methods
Research object
This was a cross sectional observational study conducted 
over 79 patients with pleural effusions at Department 
of Respiratory Medicine, Second Affiliated Hospital of 
Wenzhou Medical University from June 2017 to Febru-
ary 2018. The patients were divided according to pleu-
ral fluid diagnosis results into; Group of TPE (57 cases, 
72.2%), and Group of non-TPE which is subdivide into; 
malignant pleural effusion group (17 cases, 21.5%), and 
pneumonia-like pleural effusion group (5 cases, 6.3%) 
(Additional file 1).

Diagnostic criteria
Group of TPE

①	Acid-fast bacilli detected in pulmonary effusion, and/
or granulomatous changes in pleural biopsy samples, 
exclude other causes of granulomatous pleurisy;

②	Exudate, pleural effusion absorption and clinical 
symptoms relieved by anti-tuberculosis treatment.

Diagnosis of TPE can be made if any one of them is 
satisfied. Suspected TB patients were with anti-tubercu-
losis drugs during hospitalization. Those patients whose 
symptoms were relieved by anti-tuberculosis treatment 
during hospitalization were also included in this study.

Group of non‑tuberculous pleural effusion (non‑TPE)
Including malignant pleural effusion group and pneumo-
nia-like pleural effusion group.

Malignant pleural effusion (MPE) group: Metastatic 
tumor cells detected with Pleural effusion exfoliative 
cytology.

Pneumonia-like pleural effusion (PPE) group: presence 
of symptoms of cough, and fever; lung exudation showed 
by chest imaging and absorption of pleural fluid after 
antibiotic treatment.

Exclusion criteria
Any one of the followings: ① Patients had chest trauma 
or received any treatment for invasive pleural exami-
nation in the previous year before hospitalization; ② 
Patients have received any anti-tumor or anti-tubercu-
losis treatment before; ③ Patients who have used glu-
cocorticoids, non-steroidal anti-inflammatory drugs, 
or immunosuppressants; ④ Unknown causes of pleu-
ral effusion; ⑤ pleural effusion caused by rheumatic 
immune diseases.

Specimen collection method
5  mL of drainage fluid was collected by ultrasound-
guided thoracentesis from patients with pleural effusion, 
and centrifuged for 10 min at 3000 r/min using heparin 
at concentration of 500 U/ml. As per the manufacturer’s 
instructions, the supernatant was collected and stored in 
a refrigerator at 80 °C below zero for less than 1 year.

Detection method
The IL-33 in pleural effusion was measured by enzyme 
linked immunosorbent assay (ELISA). The kit was pro-
vided by Abcam company (UK). The procedure was 
carried out strictly in accordance with the operating 
instructions. The levels of pleural ADA and serum lactate 
dehydrogenase (LDH), peripheral blood T-SPOT.TB were 
measured in the Second Affiliated Hospital of Wenzhou 
Medical University in accordance with the instructions.

Statistical analysis
All statistical analyses were performed using Statistical 
Package for the Social Sciences (version 22.0; IBM Corp., 
Armonk, NY, USA). It was expressed as mean ± stand-
ard deviation (x ± s) for normal distributed date. Non-
normally distributed data was expressed as median 
and interquartile range (IQR). Measurement data were 
compared using the independent sample T test. Pear-
son correlation was employed to analysis the correla-
tions between pleural fluid IL-33, pleural effusion ADA 
and peripheral blood T-SPOT. The receiver operating 
characteristic curve (ROC curve) was plotted with the 
sensitivity as the Y-axis and 1-specificity as the x-axis. 
The optimal threshold was determined according to the 
Yoden index (sensitivity + specificity − 1). P < 0.05 was 
taken as a statistically significant difference.
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Ethics statement
This study was approved by the institutional review 
board of the second affiliated hospital of WenZhou 
medical university (Approval No L-2020-1). Written 
informed consent was provided by all patients.

Results
Demographic characteristics
A total of 79 patients were included; 57 patients had 
TPE, their ages were 38 ± 18 years and 72% were male. 
17 patients had MPE, their ages were 64 ± 14 years and 
47% were male. 5 patients had PPE, their ages were 
60 ± 11  years and 60% were male. No significant dif-
ference for the distribution of age and sex among those 
three groups (Table 1).

Levels of IL‑33, ADA, LDH and T‑SPOT.TB in peripheral 
blood
The concentration of IL-33 in the TPE group 
(144.60 ± 48.10  ng/ml) was significantly higher com-
pared to the non-TPE group (99.77 ± 35.18  ng/ml; 
P < 0.01, n = 79). Meanwhile, the levels of ADA in TPE 
(48.7 ± 14.0  U/l) were also significantly higher than 
non-TPE (20.8 ± 19.5  U/l, P < 0.001). Peripheral blood 
T-SPOT.TB levels were much higher in TPE group 
(171.0 ± 121.2  pg/ml) compared to non-TPE group 
(34.2 ± 47.6 pg/ml, P < 0.001). There were no difference 
in the distribution of LHD between TPE group and 
non-TPE group (Table 2).

Correlations
The level of IL-33 in pleural fluid was both positively 
linear correlated with pleural effusion ADA and periph-
eral blood T-SPOT.TB (r = 0.343, 0.450, P < 0.05 respec-
tively, shown in Figs. 1, 2).

Diagnostic value of ADA, IL‑33 and peripheral blood 
T‑SPOT.TB for tuberculous pleurisy in pleural effusion
The area under curve (AUC) of IL-33 ADA peripheral 
blood T-SPOT.TB to differentiate TPE from all non-TB 
effusions AUC were 0.753 (95% CI 0.637–0.869), 0.912 
(95% CI 0.804–1.000), 0.865 (95% CI 0.713–1.000) 
respectively for pleural IL-33, pleural ADA and periph-
eral blood T-SPOT (n = 79, 79, 33 for pleural IL-33, 
pleural ADA and peripheral blood T-SPOT respec-
tively). The sensitivities were 49.1%, 93%, 92.3% with 
specificity of 100%, 90.9%, 71.4% respectively using 
the cut-off value of 155.96 ng/l for IL-33, 30.55 U/l for 
ADA, 25.35  pg/ml for T-SPOT.TB respectively (Fig.  3 
and Table 3).

Diagnostic value of combined detection of pleural effusion 
IL‑33, ADA and peripheral blood T‑SPOT.TB for tuberculous 
pleurisy
Combined IL-33 and ADA increased the diagnostic sen-
sitivity to 92.3% for discriminating TPE from all non-TBE 
at the cost of specificity (Table 4). Combined IL-33 and 
T-SPOT.TB. decreased the diagnostic sensitivity to 76.9% 
and increased the specificity to 100%. The sensitivity and 
specificity for combined test of ADA and T-SPOT.TB 
were 84.6%, 100% respectively. When combined IL-33, 
ADA and T-SPOT.TB, AUC was the largest with sensi-
tivity of 88%, specificity of 100% (Table 4). Both sensitiv-
ity and specificity were higher compared to the separate 
test for TPE and non-TPE, indicating that the combined 
test had a better diagnostic value than the use of a single 
index.

The positive predictive value and negative value for 
IL-33, ADA, T-SPOT.TB were 100.0%, 43.1%, 96.4%, and 
83.3%, 89.8%, 80.0% respectively. The positive predic-
tive value for combined pleural IL-33, ADA and blood 
T-SPOT.TB was 100.0%, and negative predictive value 
was 75.9%, which was the highest (Table 5).

Discussion
Tuberculous pleurisy is the most common cause of pleu-
ral effusion, accounting for 49.5 to 54.5% of the cause of 
hospitalized pleural effusion in China [11]. A rapid and 
effective detection method for early diagnosis and treat-
ment of patients with tuberculous pleural effusion is 
needed to reduce complications such as tuberculous 

Table 1  Demographic characteristics of patients with pleural 
effusion

No significant difference for age and sex among those three groups

Diagnose N Age (years, x ± s) Male (n, %) P value

TPE 57 38 ± 18 41, 72%

MPE 17 64 ± 14 8, 47%

PPE 5 60 ± 11 3, 60% 0.24

Table 2  Levels of IL-33, ADA, LDH and peripheral blood T-SPOT.
TB in pleural effusions of patients

The levels of pleural fluid IL-33, ADA and peripheral blood T-SPOT.TB were higher 
in patients with TPE (P < 0.05)

TPE Non-TPE (x ± s) P value

ADA (U/l) 48.7 ± 14.0 20.8 ± 19.5 < 0.001

LDH (U/l) 417.0 ± 188.7 562.4 ± 446.6 0.145

IL-33 (ng/l) 144.60 ± 48.10 99.77 ± 35.18 < 0.001

T-SPOT.TB (pg/ml) 171.0 ± 121.2 34.2 ± 47.6 < 0.001
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empyema and lung damage caused by tuberculous pleu-
ral effusion [12].

IL-33 was discovered by Schmitz in 2005 and belongs 
to the IL-1 class cytokine superfamily. It has a homolo-
gous clover-like structures [13]. The results of this study 
showed that the level of IL-33 in pleural effusion was 
significantly higher in patients with tuberculous pleu-
risy than in non-tuberculous pleural effusion. The area 
under the ROC curve for IL-33 in TPE was 0.753, and the 
sensitivity was 49.1%, specificity is 100% at the best cut-
off value of 155.96  ng/l. The level of pleural fluid IL-33 
was positively correlated with pleural effusion ADA and 
peripheral blood T-SPOT.TB. Lee and Xuan and other 
scholars [9, 10] found that the level of IL-33 in pleural 
effusion of patients with tuberculous pleurisy was signifi-
cantly higher than other causes of pleural effusion and 
serum IL-33 levels, the sensitivity was 78% and 86.96%, 
specificity was 65% and 90.48% respectively. It was also 
suggested by Lee and other scholars that pleural fluid 
IL-33 level and pleural ADA were significantly positively 
correlated [9]. Li and other scholars [8] also showed that 
the sensitivity of IL-33 in the diagnosis of tuberculous 

pleurisy was 83.9%, the specificity was 87.3%, and the 
area under the ROC curve was 0.823. Therefore, the 
above evidence shows that IL-33 is related to the patho-
physiology of TPE. Although we did not probe the spe-
cific mechanism of IL-33 in the pathogenesis of TPE, the 
significant relationship between IL-33 and tuberculous 
pleurisy observed in this study can be explained by the 
following hypothesis: IL-33 is shown to exhibit an immu-
nomodulatory effect to some extent, such as the induc-
tion of cytokines and responsive cells. A growing number 
of basic studies [14–16] have shown that IL-33 can medi-
ate and even enhance Th1 cellular immune responses 
by increasing interferon-gamma (Interferon-γ, IFN-γ). 
On the other hand, some studies also found that IL-33 
expression is up-regulated by IFN-γ and tumor necrosis 
factor-α (TNF-α) [17, 18]. IFN-γ is not only an upstream 
regulator of IL-33, but also a downstream product of 
IL-33 signaling [15, 16, 19]. Therefore, in tuberculous 
pleurisy, IL-33 and IFN-γ may form a coupled positive 
feedback loop [15–20]. Therefore, IL-33 may be involved 
in the pathogenesis and development of tuberculous 
pleurisy, and its elevated level may play a role in the 

Fig. 1  Entitled correlation between pleural fluid IL-33 level and pleural ADA level. All patients were included (n = 79). We used Pearson correlation 
to analysis the correlations between pleural fluid IL-33, pleural effusion ADA and peripheral blood T-SPOT. The result show that pleural fluid IL-33 
level and pleural ADA level were positively linear related, (r = 0.343, P < 0.05)
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stimulation of inflammation by mycobacterium tubercu-
losis. IL-33 has an important diagnostic value in the diag-
nosis of tuberculous pleurisy.

ADA is an important enzyme in the metabolism of 
purine nucleosides in various tissues of human body, 
especially lymphocytes. The pathogenesis of tuberculous 
pleurisy is delayed-type hypersensitivity caused by MTB 
infection. The tuberculosis protein of MTB enters the 
pleural cavity and causes pleural inflammatory reaction, 
which leads to lymphocyte differentiation and prolifera-
tion, resulting in increased ADA content [4]. ADA is one 
of the most widely studied and recommended biomarkers 
and has been found to have a good performance in diag-
nosing TPE. A meta-analysis of 63 studies [21] evaluated 
the value of pleural ADA activity in identifying TPE and 
non-TPE, demonstrating its high sensitivity and specific-
ity (92% and 90%, respectively). ADA is one of the highly 
recommended biomarkers and has been found to have 
good performance in diagnosing TPE. The results of this 
study showed that the ADA level in pleural effusion was 
significantly higher in patients with tuberculous pleurisy 
than in non-tuberculous pleural effusion, the sensitivity 

of diagnosis of tuberculous pleurisy was 93.0%, the speci-
ficity was 90.9%, which was similar to the previous study 
[21]. Recently, some research showed some IgG4-related 
pleuritis cases with elevated adenosine deaminase in 
pleural effusion [22]. Combined diagnostic biomarkers 
can be useful in those specific situations.

Tuberculous pleurisy is mainly mediated by cellular 
immunity. After stimulation by MTB antigen, T cells get 
activated to secrete cytokine IFN-γ to participate in the 
immune response. There are corresponding specific T 
cells in the peripheral blood of patients [23]. The prin-
ciple of T-SPOT.TB detection is to isolate MTB-specific 
T cells in peripheral blood, which can secret IFN-γ after 
in  vitro culture and antigen re-stimulation, so we can 
diagnose the presence of MTB infection by examining 
the IFN-γ concentration with the corresponding anti-
body. Its diagnostic value is not affected by the patient’s 
sex, age, tumor, immunosuppression, etc. It can be used 
not only for the diagnosis of extrapulmonary tubercu-
losis, but also as a tool for therapeutic effect evaluation, 
which has a high practical value [24]. The results of this 
study showed that the level of T-SPOT.TB in peripheral 

Fig. 2  Entitled correlation between IL-33 level in pleural fluid and peripheral blood T-SPOT.TB level. 33 patients were tested for peripheral blood 
T-SPOT (n = 33). TB and included. Pearson correlation was employed to analysis the correlations between pleural fluid IL-33, pleural effusion ADA 
and peripheral blood T-SPOT. The result show that pleural fluid IL-33 level and peripheral blood T-SPOT.TB were positively related, (r = 0.450, P < 0.05)
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blood of patients with tuberculous pleural effusion 
was significantly higher than that of patients with non-
tuberculous pleural effusion. The sensitivity of peripheral 

blood T-SPOT.TB for diagnose of TPE was 92.3% and the 
specificity was 71.4%. However, studies have shown that 
peripheral blood T-SPOT.TB has its own defects because 
it is affected by the number of peripheral blood T lym-
phocytes [25], especially in immunodeficient patients 
[26], which may cause false negative results. Moreover, 
peripheral blood T-SPOT.TB cannot differentiate MTB 
latent infection from active tuberculosis, which further 
limits its use.

The results showed that the combined detection of 
these three indices, which required at least one of these 
measurements to be positive, resulted in an optimal 
sensitivity of 100%, whereas a specificity of 88.5% was 
found in a combination that required both of these three 
measurements to be positive. This study found that the 
combined detection of pleural effusion IL-33, ADA and 
peripheral blood T-SPOT.TB could further improve the 

Fig. 3  ROC curve of pleural effusion ADA, IL-33 and peripheral blood T-SPOT.TB. The receiver operating characteristic curve (ROC curve) was plotted 
with the sensitivity as the Y-axis and 1-specificity as the x-axis. AUC were 0.753, 0.912, 0.865 respectively for pleural IL-33, pleural ADA and peripheral 
blood T-SPOT (n = 79, 79, 33 for pleural IL-33, pleural ADA and peripheral blood T-SPOT respectively)

Table 3  Diagnostic value of IL-33, ADA and peripheral blood T-SPOT.TB in pleural effusion for tuberculous pleurisy

AUC were 0.753, 0.912, 0.865 respectively for pleural IL-33, pleural ADA and peripheral blood T-SPOT. The sensitivities were 49.1%, 93%, 92.3% with specificity of 100%, 
90.9%, 71.4% respectively using the cut-off value of 155.96 ng/l for IL-33, 30.55 U/l for ADA, 25.35 pg/ml for T-SPOT.TB respectively

Cut-off value Sensitivity (%) Specificity (%) AUC (95% CI)

IL-33 155.96 ng/l 49.1 100.0 0.753 (0.637–0.869)

ADA 30.55 U/l 93.0 90.9 0.912 (0.804–1.000)

T-SPOT.TB 25.35 pg/ml 92.3 71.4 0.865 (0.713–1.000)

Table 4  Diagnostic value of combined detection of pleural 
effusion IL-33, ADA and peripheral blood T-SPOT.TB for 
tuberculous pleurisy

Diagnostic value of combined detection of pleural effusion IL-33, ADA and 
peripheral blood T-SPOT.TB for tuberculous pleurisy. Combined IL-33, ADA, 
TSPOT.TB, the diagnostic specificity was 100%, and the sensitivity was 88.5%

Combined detection AUC​ Sensitivity (%) Specificity (%)

IL-33 + ADA 0.940 92.3 85.7

IL-33 + T-SPOT.TB 0.923 76.9 100

ADA + T-SPOT.TB 0.945 84.6 100

IL-33 + ADA + T-SPOT.TB 0.962 88.5 100
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sensitivity and specificity of TPE diagnosis. The area 
under the ROC curve was the largest at 0.962 when com-
bined those three.

This study had several flaws, too. First of all, this study 
is a cross-sectional observational study; we didn’t follow 
up the patients and measure them again after TB treat-
ment. Second, we did not analyze serial IL-33 levels or 
measure Th2 and Th1 cytokines such as IFN-γ in pleural 
effusion. Thirdly, we did not work on the detail mecha-
nism. Further studies aiming to investigate the detailed 
mechanism can be carried out to confirm our findings in 
future.

In summary, this study compared the AUC, sensitivity 
and specificity of pleural effusion IL-33, ADA and blood 
TSPOT for the diagnosis of tuberculous pleurisy. We 
found that IL-33 has the highest specificity of 100%. It 
can be used for the exclusion of tuberculous pleurisy, but 
the sensitivity of IL-33 is not high, only at 49.1%. How-
ever, the diagnostic sensitivity was increased to 76.9% 
when combined with TSPOT.TB. Combined IL-33, ADA, 
TSPOT.TB, the diagnostic specificity was 100%, and 
the sensitivity was 88.5%, suggesting that the combined 
detection has a higher diagnostic value for tuberculous 
pleurisy. Gene xpert is widely used nowadays, but low 
sensitivity in pleural effusion limits its use in the diagno-
sis of tuberculous pleurisy. It is a cheap method to meas-
ure to IL-33, ADA, and blood TSPOT.TB with rapidity 
and convenience. It prevent missed diagnosis with so 
high specificity and sensitivity so we can treat patients 

without any delay. Those findings suggest that the com-
bined test can be clinically utilized as an efficient diag-
nosis strategies for tuberculous pleurisy in clinics when 
we measure pleural effusion IL-33, ADA and peripheral 
blood T-SPOT.TB together.

Conclusion
Combined detection of pleural effusion IL-33, ADA and 
peripheral blood T-SPOT.TB can improve the diagnostic 
efficacy of tuberculous pleurisy.

Abbreviations
IL-33: Interleukin- 33; ADA: Adenosine deaminase and; T-SPOT.TB.: Peripheral 
blood tuberculosis T cell spot detection; TB: Tuberculosis; IGRA​: Interferon-γ 
release assay; TPE: Tuberculous pleural effusion; PPE: Pneumonia-like pleural 
effusion; MPE: Malignant pleural effusion; ELISA: Enzyme linked immunosorb-
ent assay; LDH: Lactate dehydrogenase; ROC: Operating characteristic curve; 
SPSS: Statistical Product and Service Solutions; IQR: Interquartile range; MTB: 
Mycobacterium tuberculosis.

Supplementary Information
The online version contains supplementary material available at https://​doi.​
org/​10.​1186/​s12879-​021-​06575-w.

Additional  file 1. Raw data of patients, all characteristics of patients 
included.

Acknowledgements
Thanks to Ms. Chen haiyan, Ms. Xu anqi for their assistance in data collection.

Disclosures
We declare that we have no conflicts of interest. All authors made a substan-
tial contribution to the information or material submitted for publication. All 
read and approved the final manuscript.

Authors’ contributions
HW and JFH researched literature and conceived the study. WDH was involved 
in protocol development, gaining ethical approval, patient recruitment and 
data analysis. LH and XXD wrote the first draft of the manuscript. All authors 
reviewed and edited the manuscript. All authors read and approved the final 
manuscript.

Funding
ELISA kit of IL-33 was funded by grants of Wenzhou science and Technology 
Bureau (Grant No. Y20160251). The grant was also used in data collection, 
designing of the study, laboratory analysis cost and proposal development.

Availability of data and materials
All data generated or analyzed during this study are included in this published 
article and its supplementary information file, Additional file 1.

Declarations

Ethics approval and consent to participate
The protocol was approved by the second affiliated hospital of Wenzhou 
Medical university research ethics committee with Certificate number 
L-2020-01. Written consent was provided by TB patients for whom clinical and 
demographic data were extracted.

Consent for publication
Not applicable.

Table 5  The positive predictive value and negative predictive 
value of the indices, alone and in combinations

The positive predictive value and negative value for IL-33, ADA, T-SPOT.TB were 
100.0%, 43.1%; 96.4%, 83.3%; 89.8%, 80.0% respectively

PPV positive predictive value, NPV negative predictive value

Test method Gold standard

Positive Negative

IL-33 PPV 100.0% Positive 28 0

NPV 43.1% Negative 29 22

ADA PPV 96.4% Positive 53 2

NPV 83.3% Negative 4 20

T-SPOT.TB PPV 89.8% Positive 53 6

NPV 80.0% Negative 4 16

IL-33 + ADA PPV 94.6% Positive 53 3

NPV 82.6% Negative 4 19

IL-33 + T-SPOT.TB PPV 100.0% Positive 44 0

NPV 62.9% Negative 13 22

ADA + T-SPOT.TB PPV 100% Positive 48 0

NPV 71.0% Negative 9 22

IL-33 + ADA + T-SPOT.TB PPV 100.0% Positive 50 0

NPV 75.9% Negative 7 22

https://doi.org/10.1186/s12879-021-06575-w
https://doi.org/10.1186/s12879-021-06575-w


Page 8 of 8Fenhua et al. BMC Infect Dis          (2021) 21:861 

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

Competing interests
The authors declare that there is no conflict of interest.

Author details
1 Department of Respiratory Medicine, The Second Affiliated Hospital of Wen-
zhou Medical University, 109, Xueyuan Western Road, Wenzhou 325027, 
Zhejiang, People’s Republic of China. 2 Department of Nephrology Medicine, 
The Second Affiliated Hospital of Wenzhou Medical University, 109, Xueyuan 
Western Road, Wenzhou 325027, Zhejiang, People’s Republic of China. 

Received: 2 August 2020   Accepted: 13 August 2021

References
	1.	 Xie S, Lin L, Ming L, et al. The efficacy and safety of adjunctive corticos-

teroids in the treatment of tuberculosis pleurisy: a systematic review and 
meta analysis. Oncotarget. 2017;8(47):83315–22.

	2.	 Luo Y, Xue Y, Guo X, et al. Diagnostic value of pleural fluid T-SPOT 
for tuberculous pleurisy: an updated meta-analysis. Tuberculosis. 
2020;122:101941.

	3.	 Wang J, et al. The pleural fluid lactate dehydrogenase/ adenosine 
deaminase ratio differentiates between tuberculous and parapneumonic 
pleural effusions. BMC Pulm Med. 2017;17:168.

	4.	 Aggarwal AN, Agarwa LR, Sehgal IS, Dhooria S. Adenosine deaminase for 
diagnosis of tuberculous pleural effusion: a systematic review and meta-
analysis. PLoS ONE. 2019;14(3):e0213728.

	5.	 Wu Y, Ye Z, Qin S, et al. Combined detections of interleukin 27, 
interferon-γ, and adenosine deaminase in pleural effusion for diagnosis of 
tuberculous pleurisy. Chin Med J. 2013;126(17):3215–21.

	6.	 Zhu F, Ou Q, Zheng J. Application values of T-SPOT.TB in clinical rapid 
diagnosis of tuberculosis. Iran J Public Health. 2018;47(1):18–23.

	7.	 Ji L, et al. Usefulness of interferon-γ release assay for the diagnosis of 
sputum smear-negative pulmonary and extra-pulmonary TB in Zhejiang 
Province, China. Infect Dis Poverty. 2017;6:121.

	8.	 Li D, Shen Y, Fu X, et al. Combined detections of interleukin-33 and 
adenosine deaminase for diagnosis of tuberculous pleural effusion. Int J 
Clin Exp Pathol. 2015;8(1):888–93.

	9.	 Lee KS, Kim HR, Kwak S, et al. Association between elevated pleu-
ral interleukin-33 levels and tuberculous pleurisy. Ann Lab Med. 
2013;33(1):45–51.

	10.	 Xuan WX, Zhang JC, Zhou Q, et al. IL-33 levels differentiate tuberculous 
pleurisy from malignant pleural effusions. Oncol Lett. 2014;8(1):449–53.

	11.	 Jeon D. Tuberculous pleurisy: an update. Tuberc Respir Dis (Seoul). 
2014;76(4):153–9.

	12.	 Lei X, Wang J, Yang Z, et al. Diagnostic value of pleural effusion mono-
nuclear cells count and adenosine deaminase for tuberculous pleurisy 
patients in China: a case-control study. Front Med (Lausanne). 2019;6:301.

	13.	 Schmitz J, Owyang A, Oldham E, et al. IL-33, an interleukin-1-like cytokine 
that signals via the IL-1 receptor-related protein ST2 and induces T helper 
type 2-associated cytokines. Immunity. 2005;23(5):479–90.

	14.	 Blom L, Poulsen LK. IL-1 family members IL-18 and IL-33 upregulate the 
inflammatory potential of differentiated human Th1 and Th2 cultures. J 
Immunol. 2012;189(9):4331–7.

	15.	 Smithgall MD, Comeau MR, Yoon BR, et al. IL-33 amplifies both Th1- and 
Th2-type responses through its activity on human basophils, allergen-
reactive Th2 cells, iNKT and NK cells. Int Immunol. 2008;20(8):1019–30.

	16.	 Bourgeois E, Van LP, Samson M, et al. The pro-Th2 cytokine IL-33 directly 
interacts with invariant NKT and NK cells to induce IFN-gamma produc-
tion. Eur J Immunol. 2009;39(4):1046–55.

	17.	 Wood IS, Wang B, Trayhurn P. IL-33, a recently identified interleukin-1 
gene family member, is expressed in human adipocytes. Biochem Bio-
phys Res Commun. 2009;384(1):105–9.

	18.	 Masamune A, Watanabe T, Kikuta K, et al. Nuclear expression of interleu-
kin-33 in pancreatic stellate cells. Am J Physiol Gastrointest Liver Physiol. 
2010;299(4):G821-832.

	19.	 Xu D, Jiang HR, Kewin P, et al. IL-33 exacerbates antigen-induced arthritis 
by activating mast cells. Proc Natl Acad Sci USA. 2008;105(31):10913–8.

	20.	 Préfontaine D, Lajoie-Kadoch S, Foley S, et al. Increased expression of 
IL-33 in severe asthma: evidence of expression by airway smooth muscle 
cells. J Immunol. 2009;183(8):5094–103.

	21.	 Liang QL, Shi HZ, Wang K, Qin SM, Qin XJ. Diagnostic accuracy of adeno-
sine deaminase in tuberculous pleurisy: a meta-analysis. Respir Med. 
2008;102:744–54.

	22.	 Nagayasu A, Kubo S, Nakano K, et al. IgG4-related pleuritis with elevated 
adenosine deaminase in pleural effusion. Intern Med. 2018;57:2251–7.

	23.	 Liu XQ, Bian SN, Cheng XH, et al. Utility of T-cell interferon-γ release assays 
for the diagnosis of female genital tuberculousis in a tertiary referral 
hospital in Beijing, China. Medicine (Baltimore). 2016;95(44):e5200.

	24.	 Yan L, Xiao H, Han M, et al. Diagnostic value of T-SPOT.TB interferon-γ 
release assays for active tuberculosis. Exp Ther Med. 2015;10(1):345–51.

	25.	 Pan L, Jia H, Liu F, et al. Risk factors for false-negative TSPOT.TB assay 
results in patients with pulmonary and extrapulmonary TB. J Infect. 
2015;70(4):367–80.

	26.	 Haas MK, Daley CL. Mycobacterial lung disease complicating HIV infec-
tion. Semin Respir Crit Care Med. 2016;37(2):230–42.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.


	Diagnostic value of combined pleural interleukin-33, adenosine deaminase and peripheral blood tuberculosis T cell spot detection TB for tuberculous pleurisy
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusion: 

	Background
	Methods
	Research object
	Diagnostic criteria
	Group of TPE
	Group of non-tuberculous pleural effusion (non-TPE)

	Exclusion criteria
	Specimen collection method
	Detection method
	Statistical analysis
	Ethics statement

	Results
	Demographic characteristics
	Levels of IL-33, ADA, LDH and T-SPOT.TB in peripheral blood
	Correlations
	Diagnostic value of ADA, IL-33 and peripheral blood T-SPOT.TB for tuberculous pleurisy in pleural effusion
	Diagnostic value of combined detection of pleural effusion IL-33, ADA and peripheral blood T-SPOT.TB for tuberculous pleurisy

	Discussion
	Conclusion
	Acknowledgements
	References


