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Abstract

Background

In 2011, the Botswana National Tuberculosis Program adopted World Health Organization

guidelines and introduced Xpert MTB/RIF (Xpert) assay to support intensified case finding

among people living with HIV enrolling in care. An evaluation was designed to assess perfor-

mance under operational conditions to inform the national Xpert scale-up.

Methods

Xpert was implemented from August 2012 through November 2014 with 13 GeneXpert

instruments (GeneXpert) deployed in a phased approach over nine months: nine centralized

laboratory and four point-of-care (POC) peripheral clinics. Clinicians and laboratorians were

trained on the four-symptom tuberculosis screening algorithm and Xpert testing. We docu-

mented our experience with staff training and GeneXpert performance. Test results were

extracted from GeneXpert software; unsuccessful tests were analysed in relation to testing

sites and trends over time.

Results

During 276 instrument-months of operation a total of 3,630 tests were performed, of which

3,102 (85%) were successful with interpretable results. Mycobacterium tuberculosis com-

plex was detected for 447 (14%); of these, 36 (8%) were rifampicin resistant. Of all 3,630

Xpert tests, 528 (15%) were unsuccessful; of these 361 (68%) were classified as “error”,

119 (23%) as “invalid” and 48 (9%) as “no result”. The total number of recorded error codes

was 385 and the most common reasons were related to sample processing (211; 55%) fol-

lowed by power supply (77; 20%) and cartridge/module related (54; 14%). Cumulative
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incidence of unsuccessful test was similar between POC (17%, 95% CI: 11–25%) and cen-

tralized laboratory-based GeneXpert instruments (14%, 95% CI: 11–17%; p = 0.140).

Conclusions

Xpert introduction was successful in the Botswana setting. The incidence of unsuccessful

test was similar by GeneXpert location (POC vs. centralized laboratory). However, unsuc-

cessful test incidence (15%) in our settings was higher than previously reported and was

mostly related to improper sample processing. Ensuring adequate training among Xpert

testing staff is essential to minimize errors.

Background

The Xpert MTB/RIF (Xpert) is recommended as the initial diagnostic test among persons with

human immunodeficiency virus (HIV) associated presumptive tuberculosis (TB) or multi-drug

resistant TB (MDRTB) [1]. Botswana has the second-highest HIV infection prevalence in the

world, with one in four adults infected [2], and similar to other high HIV prevalent settings, TB

is a leading cause of mortality in this population [3, 4]. The estimated annual incidence of TB

was 385 per 100, 000 population, with a TB/HIV co-infection rate of 60% in 2015 [5].

In 2011, the Botswana Ministry of Health (MoH) adopted World Health Organization

(WHO) guidelines and incorporated Xpert into the national TB diagnostic algorithm [6].

The Xpert is a real-time fully automated molecular test, developed on the GeneXpert plat-

form (Cepheid, Sunnyvale, CA, USA), that can detect both Mycobacterium tuberculosis com-

plex (MTBC) and rifampicin (RIF) resistance within two hours [7, 8]. The GeneXpert

instrument (GeneXpert) operates with modules that are the heart of the analytic system, using

patented cartridge-based technology [9]. The module currently on the market uses a new soft-

ware and cartridge version, in combination referred to as G4, that has potential for reducing

non-determinant results and error rates than the earlier version, G3 [10].

WHO advocates for the swift and large-scale implementation of Xpert in high-HIV preva-

lence settings and settings where MDR TB is prevalent because of its improved diagnostic perfor-

mance over smear microscopy [11]. However the readiness of intended users and health systems,

both in peripheral laboratories and in clinics at the point-of-care (POC), is unclear. A Cochrane

review in 2014 by Steingart et al suggested that not all peripheral-level laboratories may be able

to satisfy the operational requirements recommended for Xpert testing, namely an uninterrupted

and stable electrical power supply, temperature control, and yearly calibration of the GeneXpert

modules[12]. Following early implementation of Xpert in nine high TB burden countries, a wide

range of challenges, including infrastructure limitations, training requirements, sub-optimal

Xpert test performance, and non-standard result recording have been reported [13].

The usefulness of Xpert for intensified case finding with high sensitivity and specificity has

been demonstrated in controlled studies [14, 15]; however, the usefulness of Xpert is depen-

dent on the GeneXpert yielding valid test results. Evaluating the introduction of GeneXpert

and its operation in routine HIV care and treatment settings is recommended before nation-

wide scale-up [16]. Emerging evidence about the GeneXpert in programmatic settings has

shown variability of performance in failure rates and accuracy [17–19]. Apart from the GeneX-

pert and environmental factors such as power supply and temperature, sputum specimen

preparation and cartridge version (G3 vs. G4) are among the factors potentially affecting Xpert

failure rate and test validity [10, 13].
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We documented our experience with staff training, GeneXpert and Xpert test performance

during phased rollout of the thirteen GeneXperts serving 22 HIV care and treatment centers

in Botswana, and aimed to address the following operational research questions: (1) what were

the challenges experienced during GeneXpert installation and training, (2) among successful

Xpert tests, what was the prevalence of MTBC and MTBC with RIF resistance, (3) what was

the incidence of unsuccessful Xpert test by reason for unsuccessful test (i.e., “error”, “invalid”,

or “no result”), (4) did unsuccessful test incidence differ between and POC-based and central-

ized laboratory-based GeneXpert, (5) among unsuccessful Xpert tests, what was the percentage

due to error and type of error, (6) did incidence of unsuccessful test and error type differ

between G3 and G4 cartridges, (7) was there notable trend over time in incidence of unsuc-

cessful test by reason for unsuccessful test, (8) was there an association between unsuccessful

test incidence and training level, and (9) what were the challenges maintaining GeneXpert and

the effect of delayed calibration on unsuccessful test incidence?

Methods

Twelve of the 28 health districts with high HIV and TB burden were prioritized by MoH for

initial Xpert implementation in routine settings following Botswana National TB guideline

revision in 2011 to include Xpert in the TB diagnostic algorithm [6]. Xpert was introduced in a

phased manner and prospectively evaluated and monitored, together with Patient enrolment

and follow-up, from August 2012 through November 2014. Installation of thirteen GeneXperts

occurred over nine months between October 2012 and June 2013 at nine centralized labora-

tory sites and four POC clinical care sites without on-site laboratory services (shown in Fig 1).

One to two GeneXperts were installed per month during this period, each with four modules

for a total of 52 modules. The order of GeneXpert placement was randomized. GeneXpert

operators included laboratorians at centralized laboratory sites and nurses at POC testing sites.

With introduction of Xpert at implementing districts, two trainings were organised.

Training for clinicians consisted of a one-day training curriculum. This curriculum covered

standard TB symptom screening, use of the Xpert-based TB diagnostic algorithm [6, 20], tech-

niques to collect good quality sputum specimens, sputum transportation, information about

the Xpert test, expected turnaround times, interpretation of test results, and a refresher on the

management of TB and MDR TB.

Training for GeneXpert operators consisted of a three-day curriculum and standard operat-

ing procedure (SOP) manual. Three to four laboratorians at each centralized laboratory site

and three to four nurses at POC sites were trained as operators. The training covered the theo-

retical basis of the Xpert test, how to operate the instrument, interpretation of results, trouble-

shooting, and GeneXpert maintenance (daily, weekly, and monthly). The third day of the

training was hands-on operational training. All trainees had to pass a competency test before

testing patient specimens from study sites.

The GeneXpert was initially installed by a local GeneXpert vendor who provided calibration

and maintenance services during the study, Xpert cartridge sales, and cartridge delivery ser-

vices. Air conditioning units were installed with each GeneXpert to ensure control of room

temperature. Uninterruptible power supply (UPS) systems were installed with each GeneXpert

to ensure sufficient electrical power to allow completion of in-process sample analysis during

power grid outages (up to 30 minutes at sites with back-up generators and up to 2 hours at

sites without generators). Xpert cartridges were procured through the same vendor at $18 per

cartridge which included the cost of the cartridge, central warehousing, and delivery to sites

when requested.
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Xpert implementing sites were visited by a laboratory supervisor or senior study staff member

quarterly and clinical sites were supervised monthly by study nurse supervisors to support imple-

mentation. For quality assurance purposes the laboratory supervisor visited the GeneXpert sites

quarterly to assess if SOPs were being followed and to conduct in-service training as needed.

Data collection and analysis

Data were collected by study staff between August 2012 and November 2014. Xpert test result

files (.gxx file format) were archived monthly by GeneXpert operators, extracted from GeneX-

pert software, and collected quarterly when laboratory supervisors from the referral laboratory

conducted supervisory visits. GeneXpert software version 4.0 was used to access test results at

a central location and results were compiled quarterly and stored in a Microsoft Excel spread-

sheet. Tests conducted for quality assurance or training purposes were excluded from the

analysis. Unsuccessful tests were defined as any result of “error”, “invalid” or “no result”. All

remaining tests were considered successful which included results as MTBC not detected,

MTBC detected plus RIF resistance detected/not detected/intermediate. The frequencies of

successful and unsuccessful tests were analyzed and described, including the type of unsuccess-

ful test by site, by Xpert cartridge version (G3 vs. G4), and by quarter of operation.

Fig 1. Thirteen GeneXpert instruments sites in Botswana.

https://doi.org/10.1371/journal.pone.0183237.g001
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Data analysis. Descriptive statistics were computed in Microsoft Excel and in STATA

14.0 [21]. Robust standard errors were estimated and used in 95% confidence intervals (CIs)

for percentages and means. We tested for differences between groups (e.g. POC vs. centralized

laboratory tests) using the STATA GLLAMM [22] procedure to fit logistic regression models

with clinic as a random effect. Interaction variables were included in these models to test for

differential effects over time between POC and centralized laboratory tests.

The study protocol was approved by the Botswana Health Research and Development

Committee (May 16, 2012), the US Centers for Disease Control and prevention Institutional

Review Board (IRB) (July 19, 2012), and the University of Pennsylvania IRB (June 24, 2012).

Patients at study sites were enrolled in the study following the IRB-approved, written, in-

formed consent process. The trial was registered to clinicaltrials.gov (NCT02538952) retro-

spectively based on the realization of the importance of trial registration.

Results

Procedures implemented and challenges experienced during GeneXpert

installation and training

A total of 254 clinical personnel at study sites were trained at study initiation to implement

the Xpert-based TB diagnostic algorithms using the day-long training curriculum. Of those

trained, 77 were medical officers, 126 were registered nurses, 28 were laboratorians, and 23

were staff of other cadres.

The initial three-day trainings for GeneXpert operators at each study site were conducted

simultaneously with GeneXpert installation. Forty-six GeneXpert operators were trained,

among whom 17 (37%) were nurses at POC sites. During the supervisory visits, an additional

32 GeneXpert operators, including 12 nurses, were trained per request from the implementing

sites, resulting in a total of 78 who received the three-day standard MoH-recommended train-

ing. During supervisory visits we found that 21 staff members (20 laboratorians and one

nurse) who did not receive the standard three-day training were conducting Xpert testing. The

reason provided was that qualified staff (i.e., those who received the three-day Xpert training

and passed the proficiency test) were not available for Xpert testing due to rotation of labora-

torians or nurses. During these instances, where qualified laboratorians or nurses were not

available for Xpert testing, laboratories allowed one of the laboratorians or nurses to do the

Xpert testing after receiving hands-on half-day training, referred to hereafter as in-house train-

ing, without a need to formally pass the competency test.

During our supervisory visits we observed and documented that: (1) every three months

laboratorians were rotating from one laboratory section to another and every two years from

one laboratory to another, and this led to Xpert testing sites with qualified staff constraints; (2)

at two sites, out of the laboratorians conducting Xpert, more than half received only in-house

training; (3) operators did not always adhere to SOPs, with frequently observed mistakes

including: variable sample and reagent mixing time, inconsistent daily, weekly and monthly

GeneXpert maintenance, and inconsistent daily room temperature monitoring. Reminders

and demonstrations by supervising study staff were necessary to improve adherence to SOPs;

(4) GeneXpert operation at the four POC sites was interrupted more than once because a

nurse was not available for testing. Reasons encountered included: (a) heavy nursing work-

loads and short staffing in busy clinics making it difficult for the nurses to break away to per-

form the test; (b) inadequate coverage during night shift rotations and leave (night off the

following day) schedules; and (c) reluctance to operate the GeneXpert because it was initially

perceived as a non-nursing duty.
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Xpert test results

A total of 3630 Xpert tests were performed over 276 instrument-months of operation. Of

these, 3102 (85%) were successful. Among all tests run, 447 (12%) resulted in a positive test for

MTBC (Table 1), ranging from 1–23% depending on the testing site. Among all 3102 success-

ful tests, MTBC was positive in 14%. Among samples that were positive for MTBC, the propor-

tion with RIF resistance was 8% (36) and 3% (15) were indeterminate.

Incidence and type of unsuccessful Xpert tests

A total of 528 (15%, 95% CI, 12–17%) Xpert test results were recorded as unsuccessful and the

cumulative unsuccessful test incidence varied from 8–20% across sites (Table 1). Among all

tests conducted, the majority of unsuccessful tests were errors, 361/3630 (10%, 95% CI,

7–13%). Invalid results made up 119/3630 (3%, 95% CI, 2–5%) of all tests conducted and no

result were obtained in 48/3630 (1%, 95% CI, 1–3%). The error, invalid, and no result inci-

dence percentages varied by site, ranging from 4–17%, 0–8% and 0–5%, respectively (Table 1).

Cumulative incidence of errors was higher than the manufacturer predicted error rate of 5% in

12 out of the 13 sites [23].

Incidence of unsuccessful Xpert test at POC and centralized laboratory

sites

When results were stratified by type of site, unsuccessful test incidence was similar, POC (181/

1082, 17%, (95% CI, 11–25%) vs. centralized laboratory (347/2548, 14%, 95% CI, 11–17%),

(p = 0.140).

Error, invalid, and no result cumulative incidence percentages were similar between POC

and centralized laboratory sites (Table 2).

Incidence of error by type

Table 3 displays the error codes by category based on the most common underlying causes of

unsuccessful tests: sample processing, power supply, cartridge/module related, temperature-

related, other GeneXpert related [9]. Overall, 385 total errors codes were recorded from 361

error results; for 24 tests more than one type of error code was recorded. The most common

type of errors were related to sample processing (codes 2008, 5006 and 5007) (55%), followed

by power supply (code 2127) (20%), cartridge/module-related (code 2032 and 5011) (14%),

temperature-related (codes 1001, 1002, and 2014) (5%) and other GeneXpert errors (code

2034, 2035 and 1006) (6%). The type of error did not differ significantly between POC and

centralized laboratory sites (Table 3).

Comparing incidence of error between G3 and G4 cartridges

The error proportion was similar for tests using G3 and G4 cartridges, (41/432, 9% vs. 320/

3198, 10%, p = 0.855). However, the proportion of errors of type 5011 (loss of tube pressure) &

2032 (ultrasonic horn could not be tuned properly) was significantly higher with G3 (14/41,

34%) than with G4 (40/344, 12%), p = 0.002.

Trend over time in incidence and type of unsuccessful test

The overall cumulative unsuccessful test incidence varied by quarter of operation but these differ-

ences were not significant (p = 0.570). As shown in Fig 2, there was a linear decrease (p<0.001) for

the percentage of invalid test and an increase for error tests (p = 0.008) across the eight quarters.

The percentage of tests with “no result” increased slightly but the difference was not significant
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(p = 0.099). There was no significant difference between the incidence of unsuccessful test over

time for POC sites compared to centralized laboratory sites (interaction p = 0.338).

Evaluating association between training level and incidence of

unsuccessful test or incidence of “error”

Twenty-one percent (21/99) of GeneXpert operators were trained in-house. We examined the

effect of in-house operator training on incidence of unsuccessful tests and error, categorizing

percentages as 0–10,>10–20, >20–30, >30–40, >40–50 and > 50. The omnibus (overall)

tests were not significant for either unsuccessful tests (p = 0.061) or for error (p = 0.241), so we

did not do pairwise comparisons between training levels.

GeneXpert maintenance and the potential effect of delayed calibration

on incidence of unsuccessful test

During the course of the study, Xpert testing was interrupted for a number of reasons includ-

ing: laptop computer stolen, computer not functioning, trained staff not available to operate

Table 2. Type of unsuccessful tests by Xpert testing sites.

POC* N = 1082 (100%) Centralized laboratory N = 2548 (100%)

Type of unsuccessful test n % 95% CI n % 95% CI p value

Error 116 11% 5–21% 245 10% 6–14% 0.870

Invalid 43 4% 1–13% 76 3% 2–6% 0.078

No result 22 2% 0–13% 26 1% 1–2% 0.310

* POC = Point-of-Care

https://doi.org/10.1371/journal.pone.0183237.t002

Table 3. Type of Xpert error by GeneXpert site in Botswana, October 2012 to November 2014.

Error types by site Total n = 385* 100% POC‡ n = 123 100% Laboratory n = 262 100% OR§ 95% CI p value

1 Sample processing 211 55% 52 42% 159 61% 1.81 (0.91, 3.58) 0.089

2008, 5006 and 5007 n (%)

2 Power supply 77 20% 38 31% 39 15% 0.53 (0.08, 3.64) 0.520

2127 n (%)

3 Cartridge/module 54 14% 16 13% 38 15% 0.33 (0.01, 9.62) 0.521

2032 and 5011 n (%)

4 Temperature 20 5% 17 14% 3 1% 0.69 (0.18, 2.64) 0.586

1001, 1002 and 2014 n (%)

5 Others 23 6% 0 0.0% 23 9% N/A**

1006, 2034 and 2035 n (%)

* Error codes were 385 since more than one error code was recorded from an error test result

**Insufficient number of error to allow significance testing

§ OR = Odds Ratio

‡ POC = Point-of-Care

Note for Table 3. Xpert unsuccessful tests were defined according to the manufacturer’s specifications, as follows: 1001 = High temp in module, heater

component failure, broken fan, dust on filter near fan; 1002 = the actual temp has drifted too far away from set-point; 2008 = pressure exceeds maximum

pressure acceptable, or failure of Xpert module, mostly caused by sample viscosity; 2014 = The heater/module’s/optical block thermistor failed;

2032 = Ultrasonic horn current could not be tuned properly; 2034 = optical signal from detector n/LED n did not reach expected value; 2035 = ultrasonic

failure occurred with n% duty cycle; 5006/5007/2008 = failure of probe check control; mainly associated with sputum viscosity and/or volume, incorrect filling

of reaction tube or detection of probe integrity problem; 5011 = loss of tube pressure; invalid = results that occur if the user fails to comply with the advice

provided; no result = insufficient data were collected because the test was stopped voluntarily or due to electrical failure. Cepheid Jun 2012 [9].

https://doi.org/10.1371/journal.pone.0183237.t003
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the test, and power supply/electricity outages. Multiple UPS devices failed over the study

period. During 276 GeneXpert instrument-months of operation, 6/13 (46%) UPS devices

failed and required replacement. All failed UPS devices were located at centralized laboratory

sites except one, at KAD clinic that is a POC site. Error code 2127 (n = 77) resulting from

power interruptions during a test run occurred among 9/13 (69%) Xpert testing sites. At KAD

despite reported UPS failure no power-related error was reported. Fifty (50/77, 65%) test

errors with code 2127 occurred at sites where the UPS devices had no record of failure.

From October 2012 through November 2014, annual calibrations were done for 15 GeneX-

perts, each with four modules (13 GeneXperts received their first annual calibration, and 2 out

of the 13 GeneXperts received their second annual calibration). Among these 5/15 (33%) were

calibrated on-time and 5/15 (33%) within one month of the calibration due date. We defined a

calibration as “delayed” if calibration was done beyond one month of the due date. Delayed

calibrations occurred for 5/15 (33%), with delays ranging from 1–11 months. Within the

delayed calibration period, a total of 175 (5%) Xpert tests were conducted yielding 32/175

(18%) unsuccessful test incidence, 95% CI 7–42%) vs. 510/3502 (15% unsuccessful test inci-

dence, 95% CI 12–17%) recorded using GeneXperts with no delay of calibration (p = 0.134).
Error incidence was 14% (24/175), 95% CI 3–45% vs. 10% (337/3455), 95% CI 7–13%, among

samples tested with GeneXpert calibration that was delayed and not delayed, respectively,

(p<0.050). Error codes recorded with tests conducted with delayed calibration were: Five 2008

Fig 2. Error, invalid, and no result rates by quarter following initial implementation October 2012 to November 2014. Error rates showed

increasing trend over 8 quarters, p = 0.008. Invalid rates showed decreasing trend over 8 quarters, p<0.001. No result showed increasing trend

over 8 quarters, p = 0.099. Note for Fig 2. By the time of analysis all 13 sites have experienced at least four quarters. Q5 –eleven sites (ATH, WC,

BOB, BK8, DRM, EXT, GAN, KAD, LMH, NRH and SDA). Q6 –ten sites (ATH, AWC, BOB, BK8, DRM, GAN, KAD, LMH, NRH and SDA). Q7. Five

sites (ATH, AWC, BK8, KAD and LMH). Q8 –two sites (ATH and KAD).

https://doi.org/10.1371/journal.pone.0183237.g002
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(sample processing related), six 2032 (cartridge/module related) seven 2127 (power supply

related), one 5006 and five 5007 (both sample processing related).

Calibrations were contracted out to the sole local Cepheid vendor who was unable to deliver

on-time service because of human resource constraints and inadequate maintenance tracking.

Six modules failed over the course of the study and all were replaced with refurbished

modules.

Discussions

Before countrywide scale-up, we implemented Xpert and assessed its performance prospec-

tively under programmatic conditions in service of HIV care and treatment centres in

Botswana. While integrating Xpert into routine systems required considerable investment in

human resource training and infrastructure, and was associated with several challenges, several

of which were difficult to anticipate. Xpert implementation in Botswana was feasible in both

POC and laboratory settings. Obstacles included failed UPS systems, rapid and regular rota-

tion of personnel leading to the need for “in-house” training curricula, and delayed calibration

of GeneXperts by local vendors. Lessons learned during this pilot implementation of Xpert

continue to inform nation-wide scale-up with the expectation that implementation challenges

will decline as the health system adjusts to the new diagnostic assay. However, continued mon-

itoring is necessary to inform the long term use of Xpert in Botswana.

In this study the cumulative incidence of unsuccessful Xpert tests on sputum from HIV-

infected presumptive TB patients was 15%. Recent publications, involving multiple countries

with high TB burden in Africa, Asia, and Europe, demonstrated overall Xpert unsuccessful test

incidence of 5–10% [12, 17, 24, 25]. Two of these studies reported Xpert test results from labo-

ratory settings. The other two included POC facilities in their report, one programmatic and

the other in a controlled trial setting. Overall, unsuccessful test incidence in our study was one

and half-fold higher than incidence reported from programmatic settings and three-fold

higher than incidence reported in a multicentre clinical trial from Southern Africa [13, 24].

Similar to Creswell et al and Ardizzoni et al [13, 25], about two-thirds of the unsuccessful

tests in our study were recorded as error, followed by invalid (22%) and no result (9%). More

than half of the errors were related to sample preparation processing or wrong sample volume

added to the cartridge, suggesting that most of the unsuccessful tests were related to GeneXpert

operators, rather than the instrument. In the present study there was a non-significant higher

error rate when in-house trained operators were testing specimens possibly suggesting opera-

tor-related error might partly explain high incidence of unsuccessful test. We are in agreement

with Raizada et al that such errors could be minimized if trained Xpert operators follow SOPs

correctly, handle sample preparation appropriately, and improve transfer of required mini-

mum sample volumes into the Xpert cartridge. Regular monitoring visits from Xpert trainers

is critical to prevent potential errors [17].

On the other hand, despite back-up generators and UPS, one in five errors were linked to

power supply suggesting that alternative sources of reliable power supply should be explored.

The use of solar panels has been successfully piloted in India and Uganda and might work well

in Botswana [17, 26]. One in seven errors was cartridge or module-related. Creswell et al
reported 11–44% incidence of errors due to loss of signal or tube pressure (5011 code), and

these results were from data collected before version G4 was widely available (March 2013) in

the market [13]. Recent publications, however, reported that cartridge-related errors, particu-

larly code 5011 due to signal loss error, were considerably reduced following introduction of

the G4 cartridge [10, 25]. Consistent with the recent studies, error incidence was 34% with G3

but 12% with G4 in our study. This improvement is reassuring but further reductions in error
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rates are still needed. There were relatively few temperature-related errors (5%) in spite of

summer temperatures regularly reaching >35˚C in Botswana. Sites were well-prepared in

advance by equipping the Xpert locations with air conditioning; however improved monitor-

ing and documentation of testing room temperature and GeneXpert maintenance (daily,

weekly, and monthly) would be helpful to ensure optimal operating conditions.

There are only a few studies that have compared POC and centralized laboratory-placed

GeneXpert performance. Theron et al in the Southern African trial reported a similar unsuc-

cessful test incidence at a POC and centralized laboratory (5% vs. 6%, p = 0.22) [21]. Similarly,

the present study did not find any difference between POC and centralized laboratory. In the

present study we were able to document further the type of unsuccessful test by testing site; the

overall proportion of test with an error, invalid or no result was similar in both settings.

The 17% unsuccessful test incidence at POC in our setting, in contrast, was higher than that

reported from Cambodia, which reported 12%. In Cambodia, unlike our study, the POC Gen-

eXpert was operated by laboratorians [13].

Furthermore, in our study, power supply and temperature related issues (i.e., environmen-

tal factors) were lower at the centralized laboratory sites while sample processing issues (i.e.,

operator-related factors) were higher at the centralized laboratory sites. None of the differences

were statistically significant (Table 3). To clarify factors affecting GeneXpert performance at

POC vs. centralized laboratory, further studies focusing on potential determinants of GeneX-

pert performance are warranted.

Over time, within eight quarters following introduction of Xpert testing, the error rate

increased and the rate of invalid result rate decreased. The incidence of unsuccessful test over

time was not affected by testing sites. It is possible that the continuous training offered to

study clinicians on quality specimen collection techniques improved their ability to collect

quality specimens and minimized invalid test results, which are often related to poor sample

quality (e.g., food particles or blood in the sample). The inadequacy of maintaining trained

Xpert operators, expressed by the need for more training, may explain increasing error rates

over time. Creswell et al and Ardizzoni et al emphasized the need for retraining of GeneXpert

operators due to staff turnover [13, 25]. Likewise, during the two-year study period the initially

trained GeneXpert operators in our study were largely not retained, mostly due to transfer to

other sections of the laboratory or to other facilities. We observed that more than half of Gen-

eXpert operators had to be trained during follow-up supervision or trained in-house. Opera-

tors need for retraining or additional training included troubleshooting and error

interpretation, suggesting performance and operator skill could be improved. A one-time (ini-

tial) Xpert training is unlikely to be sufficient. Refresher training and annual competency

assessments could be incorporated into supervision visits. New staff should receive adequate

training and it should be planned in anticipation of regular staff turnover.

About five percent of the total specimens were tested using GeneXpert with delayed calibra-

tion. While there was no significant difference in the overall unsuccessful test incidence, the

actual error incidence was higher when specimen was tested using GeneXpert with delayed

calibrationFurther evaluation of the effect of delayed GeneXpert calibration on Xpert perfor-

mance could provide useful information on the importance of on-time calibration.

Our study has some limitations. First, although we controlled for clustering by specifying

random effect for study facilities, we did not control for other site- and operator-specific fac-

tors. For example, there may have been an association between unsuccessful test and certain

GeneXpert operator. We were not able to assess the type and frequency of individual test

results by GeneXpert operators because operators often shared the same password so there

was no reliable identifying record available. Second, information about interruptions of Xpert

testing while processing, down time when the GeneXpert was not functioning, and reasons for
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interruption of testing and for how long interrupted were not systematically recorded. Third,

room temperature at Xpert testing sites was not consistently recorded. Although a log sheet

was placed at each site to capture this information and GeneXpert operators were taught how

to fill out the form, information was rarely recorded sufficiently to allow quantification of

downtime and causes. Fourth, six of our modules that had not passed calibration were replaced

by refurbished modules. South Africa has reported concerns about the performance of refur-

bished modules being associated with a higher incidence of unsuccessful tests [27]. However,

we did not track which specimens were tested by refurbished modules and therefore are unable

to evaluate if refurbished modules had higher incidence of unsuccessful tests than other mod-

ules. Last but not least, where qualified laboratorians or nurses were not available for Xpert

testing due to staff turnover in-house trained Xpert operators, without a need to formally pass

the competency test, conducted some tests that might have negative effect on Xpert test results.

In conclusion, Xpert was successfully introduced in the Botswana programmatic setting,

with all sites fully set up per required timelines and site infrastructure. During Xpert imple-

mentation challenges associated with introducing a new POC diagnostic test into the health

system were observed, particularly nurses not always available to perform Xpert testing at

POC or showed occasional reluctance, as operating the GeneXpert was perceived as a non-

nursing duty, until the task-sharing role was received well with further consultation. The other

critical factors needing attention were on-time maintenance and operation support of the new

equipment at all testing sites. The observed unsuccessful test incidence was high compared to

other published reports. Repeating tests from leftover specimens has potential to provide valid

test results, with correct adherence to SOPs, especially for sample processing errors. Ensuring

adequately trained staff are retained and scheduling regular refresher trainings including com-

petency assessments at testing sites will be important to minimize errors.

Our study presented GeneXpert performance, described error linked with codes to help

elucidate causes, stratified the result by type of testing site, and examined trends over time.

Identified successes and challenges in our setting were important when Botswana MoH was

considering countrywide scale up of Xpert. Over 116 countries in the world have already

invested in Xpert implementation by December 2014 [28] and these findings contribute to ini-

tial reports of GeneXpert operation in resource-limited settings.

Acknowledgments

Disclaimer: The findings and conclusions in this report are those of the authors and do not

necessarily represent the official position of the U.S. Centers for Disease Control and

Prevention.

The authors gratefully acknowledge the service of the research nurses, health educators, lab-

oratory technicians, data manager and data clerks who carried out the day-to-day work of the

evaluation of initial Xpert implementation. The authors also would like to thank the Botswana

MoH, health care workers at district health facilities and partners (African Comprehensive

HIV/AIDS Partnerships and Botswana-UPenn Partnership) for their collaboration and gener-

ous cooperative work that made the success of the study possible.

Presented in part at: The 44th Annual Meeting of the International Union against Tubercu-

losis & Lung Diseases, Paris, France. November 2, 2013. HIV/TB late breaker.

Author Contributions

Conceptualization: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld, Sam-

bayawo Nyirenda, Sherri Pals, Anand Date, Heather Alexander, Alyssa Finlay.

Xpert MTB/RIF, implementation, Botswana experience

PLOS ONE | https://doi.org/10.1371/journal.pone.0183237 August 17, 2017 12 / 14

https://doi.org/10.1371/journal.pone.0183237


Data curation: Tefera Agizew, Rosanna Boyd, Andrew Auld, Sambayawo Nyirenda, Sherri

Pals, Anand Date, Heather Alexander, Thomas Kuebrich, Alyssa Finlay.

Formal analysis: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld, Sambayawo

Nyirenda, Sherri Pals, Anand Date, Heather Alexander, Alyssa Finlay.

Investigation: Tefera Agizew, Joyce Basotli, Sambayawo Nyirenda, Zegabriel Tedla, Anikie

Mathoma, Unami Mathebula, Chawangwa Lesedi.

Methodology: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld, Sambayawo

Nyirenda, Sherri Pals, Anand Date, Heather Alexander, Alyssa Finlay.

Project administration: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld, Joyce

Basotli, Sambayawo Nyirenda, Zegabriel Tedla, Anikie Mathoma, Unami Mathebula, Cha-

wangwa Lesedi, Alyssa Finlay.

Software: Sherri Pals.

Supervision: Tefera Agizew, Rosanna Boyd, Andrew Auld, Joyce Basotli, Sambayawo Nyir-

enda, Zegabriel Tedla, Anikie Mathoma, Unami Mathebula, Chawangwa Lesedi, Thomas

Kuebrich, Alyssa Finlay.

Validation: Tefera Agizew, Andrew Auld, Joyce Basotli, Sambayawo Nyirenda, Zegabriel

Tedla, Anikie Mathoma, Unami Mathebula, Chawangwa Lesedi, Sherri Pals, Anand Date,

Heather Alexander, Alyssa Finlay.

Writing – original draft: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld,

Joyce Basotli, Sambayawo Nyirenda, Zegabriel Tedla, Anikie Mathoma, Unami Mathebula,

Chawangwa Lesedi, Sherri Pals, Anand Date, Heather Alexander, Thomas Kuebrich, Alyssa

Finlay.

Writing – review & editing: Tefera Agizew, Rosanna Boyd, Ndwapi Ndwapi, Andrew Auld,

Joyce Basotli, Sambayawo Nyirenda, Zegabriel Tedla, Anikie Mathoma, Unami Mathebula,

Chawangwa Lesedi, Sherri Pals, Anand Date, Heather Alexander, Thomas Kuebrich, Alyssa

Finlay.

References
1. World Health Organization., Xpert MTB/RIF assay for the diagnosis of pulmonary and extrapulmonary

TB in adults and children: Policy update WHO. 2013. Avaiable from: http://apps.who.int/iris/bitstream/

10665/112472/1/9789241506335_eng.pdf

2. Botswana Aids Impact Survey IV report. Botswana 2013.

3. Ansari N, Kombe A, Kenyon T, Hone N, Tappero J, Nyirenda S, et al. Pathology and causes of death in

a group of 128 predominantly HIV-positive patients in Botswana, 1997–1998. Int J Tuberc Lung Dis.

2002; 6(1): 55–63. PMID: 11931402

4. Gupta R, Lucas S, Fielding K, Lawn S. Prevalence of tuberculosis in post-mortem studies of HIV-

infected adults and children in resource-limited settings: a systematic review and meta-analysis. AIDS

2015, 29:1987–2002. https://doi.org/10.1097/QAD.0000000000000802 PMID: 26266773

5. World Health Organization., Global tuberculosis report. WHO/HTM/TB/2015.22. Geneva: WHO. 2015.

6. Botswana National Tuberculosis Program., National Tuberculosis Program Manual, Ministry of Health,

Botswana 2011.

7. Banada P, Sivasubramani S, Blakemore R, Boehme C, Perkins M, Fennelly K, et al. Containment of

bioaerosol infection risk by the Xpert MTB/RIF assay and its applicability to point-of-care settings. J Clin

Microbiol 2010; 48: 3551–57. https://doi.org/10.1128/JCM.01053-10 PMID: 20720033

8. Helb D, Jones M, Story E, Boehme C, Wallace E, Ho K, et al. Rapid detection of Mycobacterium tuber-

culosis and rifampin resistance by use of on-demand, near-patient technology. J Clin Microbiol 2010;

48: 229–37. https://doi.org/10.1128/JCM.01463-09 PMID: 19864480

9. Cepheid, GeneXpert Dx System Operator Manual Software Version 4 June 2012. 2012.

Xpert MTB/RIF, implementation, Botswana experience

PLOS ONE | https://doi.org/10.1371/journal.pone.0183237 August 17, 2017 13 / 14

http://apps.who.int/iris/bitstream/10665/112472/1/9789241506335_eng.pdf
http://apps.who.int/iris/bitstream/10665/112472/1/9789241506335_eng.pdf
http://www.ncbi.nlm.nih.gov/pubmed/11931402
https://doi.org/10.1097/QAD.0000000000000802
http://www.ncbi.nlm.nih.gov/pubmed/26266773
https://doi.org/10.1128/JCM.01053-10
http://www.ncbi.nlm.nih.gov/pubmed/20720033
https://doi.org/10.1128/JCM.01463-09
http://www.ncbi.nlm.nih.gov/pubmed/19864480
https://doi.org/10.1371/journal.pone.0183237


10. FIND Report Performance of Xpert MTB RIF Version G4 Assay_v1.0_30 Nov 2011. Avaiable from.

http://www.stoptb.org/wg/gli/assets/documents/map/findg4cartridge.pdf

11. World Health Organization., Rapid implementation of the Xpert MTB/RIF diagnostic test. Technical and

operational ‘How-to’. Practical considerations. WHO/HTM/TB/2011.2. Geneva, Switzerland: WHO.

2011.

12. Steingart R, Scheller I, Horne J, Pai M, Boehme C, Dendukuri N, et al. Xpert MTB/RIF assay for pulmo-

nary tuberculosis and rifampicin resistance in adults. Cochrane Database Syst Rev, 2014. 1: p.

CD009593.

13. Creswell J, Codlin A, Andre E, Micek M, Bedru A, Carter J, et al. Results from early programmatic imple-

mentation of Xpert MTB/RIF testing in nine countries. BMC Infect Dis, 2014. 14: p. 2.

14. Boehme C, Nabeta P, Hillemann D, Nicol M, Shenai S, Krapp F, et al. Rapid molecular detection of

tuberculosis and rifampin resistance. N Engl J Med, 2010. 363(11): p. 1005–15. https://doi.org/10.

1056/NEJMoa0907847 PMID: 20825313

15. Boehme C, Nicol M, Nabeta P, Michael J, Gotuzzo E, Tahirli R, et al. Feasibility, diagnostic accuracy,

and effectiveness of decentralised use of the Xpert MTB/RIF test for diagnosis of tuberculosis and multi-

drug resistance: a multicentre implementation study. Lancet, 2011. 377(9776): p. 1495–505. https://

doi.org/10.1016/S0140-6736(11)60438-8 PMID: 21507477

16. Rachow A, Zumla A, Heinrich N, Rojas-ponce G, Mtafya B, Reither K, et al. Rapid and accurate detec-

tion of Mycobacterium tuberculosis in sputum samples by Cepheid Xpert MTB/RIF assay—a clinical

validation study. PLoS One, 2011. 6(6): p. e20458. https://doi.org/10.1371/journal.pone.0020458

PMID: 21738575

17. Raizada N, Sachdevva S, Sreeniva A, Vadera B, Gupta R, Parmar M, et al. Feasibility of decentralised

deployment of Xpert MTB/RIF test at lower level of health system in India. PLoS One, 2014. 9(2): p.

e89301. https://doi.org/10.1371/journal.pone.0089301 PMID: 24586675

18. Van R, Page-Shipp L, Scott L, Sanne I, Stevens W. Xpert MTB/RIF for point-of-care diagnosis of TB in

high-HIV burden, resource-limited countries: hype or hope? Expert Rev Mol Diagn, 2010. 10(7): p.

937–46. https://doi.org/10.1586/erm.10.67 PMID: 20964612
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