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Abstract

A novel technology, photonic ring immunoassay (PRI), for detecting 12 autoantibodies

simultaneously in whole blood in less than 15 minutes was evaluated by comparing results

from 235 clinically diagnosed patients with standard laboratory tests. The overall agreement

was greater than 91% for 10 of the 12 assays, with positive percent agreement greater than

89% for 9 of the assays and negative percent agreement greater than 91% for 10 of them.

Thus, the clinical sensitivities and specificities were similar for the 2 methods. In addition,

199 normal blood donors were tested on the ANA 12 PRI, yielding specificities greater than

97.5% for all assays. This proof of concept study shows that this new system is suitable for

point of care testing for clinically useful autoantibodies, allowing the doctor to have test

results in minutes rather than days.

Introduction

There has recently been discussion that point of care testing for markers of autoimmune rheu-

matic diseases, with results reported in real time, would be beneficial to patients [1–4]. The algo-

rithm to search for autoantibodies to extractable nuclear antigens (anti-ENA) in patients

showing clinical symptoms of a connective tissue disease (CTD) usually starts with the test for

anti-nuclear antibodies (ANA) by indirect immunofluorescence on HEp-2 cells[2,5,6]. When a

positive fluorescence pattern is observed with a given serum, it is necessary to determine the

specificity of those autoantibodies by determining the autoantigens that are bound to them

using any of several commercially available single-plex tests like ELISAs, or multiplex systems

such as bead immunoassays or immunoblotting, or both. This follow up testing is necessary

since a positive ANA can be caused by many autoantibodies that are not clinically relevant [7],

as well as certain autoantibodies that are strongly correlated with specific autoimmune diseases

[6,8,9] including some that are part of the diagnostic criteria[10–13]. In rare cases samples that
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are negative for immunofluorescence on HEp-2 cells are positive on follow up tests [14,15].

Anti-SS-A and anti-SS-B are related to Sjögren’s syndrome[10]; anti-dsDNA, anti-nucleosome,

anti-Sm, anti-Ribosome P and anti-PCNA autoantibodies are associated with systemic lupus

erythematosus (SLE)[11,16,17]; anti-RNP autoantibodies are correlated with mixed connective

tissue disease[12]; anti-centromere, anti-Scl-70 and anti-Ku are associated with systemic sclero-

sis, and anti-Jo-1 autoantibodies are found in myositis [13,18,19]. Anti-SS-A and anti-RNP are

also associated with SLE.

Most single-plex autoantibody assays are designed to be performed in a batch on a serum

sample. Thus, the drawn blood has to be transported to a lab where it is centrifuged to separate

serum from the blood, the serum is aliquoted into separate tubes for each test and then run on

the separate tests. These steps lead to delays of a day or longer in the delivery of results to the

physician and the patients.

Genalyte has developed a novel multiplex detection technology based on flowing diluted

whole blood over a silicon chip that yields results in 15 minutes. This allows the doctor to receive

results while the patient is still in the office or clinic. The technique uses photonic ring resonance

to measure binding of macromolecules to sensors on a miniature silicon chip[20–22]. The Mav-

erick Detection System detects changes in resonance wavelength as macromolecules such as anti-

bodies, other proteins or nucleic acids bind to the sensors. The technology is therefore suitable

for the detection of autoantibodies when specific antigens are bound to the sensors.

Here we show in a proof of concept study that the use of a photonic ring immunoassay

(PRI) enables the detection of anti-ENA in whole blood within a short period leading to rapid

diagnostic test results in near patient or point of care testing conditions. Comparisons of the

results from the PRI are made to both the results of standard laboratory tests and the clinical

diagnosis of the patients.

Methods

Patients and samples

Routinely drawn whole blood from 235 consecutive patients followed-up between March and

June 2016 at the Pitié-Salpétrière hospital (Paris, France) was analyzed in the clinical lab. One

aliquot of blood was processed into serum for testing with the routine laboratory procedures

as described below, and a paired whole blood sample and serum sample were both tested on

the ANA 12 PRI. One hundred forty two patients had systemic lupus erythematosus (SLE), 13

had Sjögren’s syndrome, 10 had primary anti-phospholipid syndrome, 6 had ANCA associated

vasculitis, 4 had Raynaud’s phenomenon, 4 had rheumatoid arthritis, 5 had systemic sclerosis

and 3 had myositis. Forty eight other patients had a final diagnosis different from CTD. CTD

diagnosis were made by the clinicians. All patients fulfilled the international consensus criteria

for those diseases [10–13]. All 235 samples were tested on the ANA 12 PRI, while some sam-

ples were not tested for all 12 analytes with the routine laboratory procedures because of the

algorithm for testing used in the lab.

One strength of the above patient population is that both the serologic evaluation and the

diagnosis are known. Most of the patients were diagnosed with a CTD, predominately SLE,

which is the population the ANA 12 PRI tests were designed to help diagnose. However, this

population limits the ability to test for the specificity of the new technology in a non-disease

population. To better evaluate clinical specificity of the ANA 12 PRI, 199 serum samples from

presumptively normal donors were purchased from serum vendors (PromedX, Bioreclama-

tion) and tested in the research laboratory at Genalyte, Inc. We should note that antibodies to

help diagnose ANCA associated vasculitis, such as MPO and PR3, and rheumatoid arthritis,

like RF and CCP, were not tested.
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Because this was a method comparison study with blinded samples for in vitro diagnostic

testing for widely accepted biological parameters, this non-interventional study did not require

review by a local ethical board or formal written consent.

Routine laboratory autoantibody testing procedures

For a given sample, the search for anti-nuclear antibodies aims at detecting diagnostically

important autoantibodies recognizing autoantigens residing either in the nucleus or the cyto-

plasm or both of HEp-2 cells to aid in the diagnosis of CTD[2,3,6,8,9,14,15]. To this end, indi-

rect immunofluorescence is performed first on HEp-2 cells. When positive, the tests to detect

specific antibodies were performed through a multiplex ENA assay on the FIDIS instrument

(Theradiag, France), anti-DNA ELISA (DiaSorin), Farr assay (Trinity Biotech) and/or anti-

nucleosome ELISA (Werfen). Discrepancies between the findings made by immunofluores-

cence and specific tests mentioned above can occur. For example, a sample showing a course

speckled immunofluorescent pattern on HEp-2 cells that is consistent with the presence of

anti-Sm or anti-RNP autoantibodies might be negative for these autoantibodies on the FIDIS

ENA assay. In this case, immunoblotting tests (D-tek) are performed to draw a definite conclu-

sion about the autoantibody reactivity in that sample. In addition, anti-dsDNA is evaluated on

the FIDIS, ELISA and Farr assays. The algorithm in the lab to determine reactivity to dsDNA

considers the results form the Farr assay as the gold standard. Thus, the final conclusion con-

cerning the autoantibody profile of a given patient may employ several immunological tech-

niques. In this algorithm not every sample is tested for every autoantibody. For example, a

sample with a speckled ANA pattern is not necessarily tested for anti-dsDNA antibodies.

ANA 12 photonic ring immunoassay

The ANA 12 Photonic Ring Immunoassay (PRI, Genalyte Inc.) has been designed to enable

the detection of IgG autoantibodies recognizing SS-A 60, SS-B, Sm, RNP, Ribosome P, PCNA,

Scl-70, Centromere protein B, Ku, Jo-1, dsDNA and nucleosome in a single multiplexed im-

munoassay using whole blood or serum. The ANA 12 PRI assay is based on the Maverick™
Detection System (Genalyte, Inc. USA) which performs multiplexed detection of autoantibody

binding events by measuring the shift in wavelength of ring resonance as the antibodies bind

to the antigens on the surface above the rings[20,22].

For each sample, a small aliquot of whole blood (10μl) or serum (5μl) is mixed with 250μl of

diluent in the sample well of the consumable array, which is then placed in the Maverick instru-

ment. The same buffer is used for sample diluent, running buffer, wash and anti-IgG diluent. It is

0.15M phosphate buffered saline with 1% human serum albumin (SeraCare), 0.5% Tween 20 and

0.09% sodium azide. The instrument performs all subsequent steps automatically and results for

each sample are obtained in less than 15 minutes. Briefly, the chip is equilibrated with buffer for a

minute to get a raw baseline resonance for every ring on the chip. At this stage of the assay all

rings are set to zero resonant wavelength. Then the diluted blood or serum is flowed over the chip

for 2.5 minutes to allow binding of any specific autoantibodies to the antigens on the chip, fol-

lowed by a rinse for 1.5 minutes to wash away non-specifically bound molecules and the average

of the last 30 seconds of this rinse is the initial baseline for the next step. At this stage of the assay

the total of specific IgG and non-specific binding of macromolecules to the antigen above the

rings is measured. In the detection step, 0.1 mg/ml of goat anti-human IgG (Jackson Immunore-

search) is flowed over the chip for 3.5 minutes and allowed to bind to any IgG from the patient

that is on any of the antigens. A shift in resonant wavelength is observed as the anti-IgG binds to

any human IgG that is bound to the antigen. This significantly amplifies the signal from the IgG
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bound to the antigen. The average of the last 30 seconds is used as the ending baseline. The spe-

cific IgG signal is the difference between the initial baseline and the ending baseline.

The change in the resonant wavelength, expressed in Genalyte Response Units (GRU) is pro-

portional to the mass bound above the ring resonators. A specific cutoff in GRU is determined

for each antigen for every lot of the ANA 12 chip, and the measured GRU for each autoantibody

are divided by the value of the corresponding specific cutoff to yield Arbitrary Units (AU), with

<30 AU negative, 30–40 AU indeterminate, and>40 AU positive. Expressing results as a ratio

yielding arbitrary units is common in most commercial ELISA and Luminex tests that measure

autoantibodies that do not have international standards. Another advantage of this technique is

that all cutoffs between positive and negative can be made uniform in AU even when the GRU

for the cutoff are different. For all calculations in this paper the indeterminate results were con-

sidered to be negative because in the clinical lab all indeterminate results on the FIDIS are con-

sidered negative. There were very few samples in the indeterminate range, so the conclusions

would not change if the indeterminate samples were excluded or considered positive.

Method comparison with results from the clinical laboratory

The performance of the ANA 12 PRI assay using whole blood was evaluated by comparing

results to those obtained using serum for the routine testing procedures in the lab. All samples

were anonymized. True positive and true negative refer to the final conclusion from the stan-

dard laboratory tests. False positive and false negative results are those where the ANA 12 is

positive when the routine lab result is negative, and when the ANA 12 PRI is negative when

the routine lab result is positive, respectively. Positive, negative and total agreements were cal-

culated for each of the autoantibodies as follows:

Positive agreement = True Positive / (True Positive + False Negative);

Negative agreement = True Negative / (True negative + False Positive);

Total agreement = (True positive + True negative) / (True Positive + True Negative + False

Positive + False Negative).

In addition to the qualitative comparison, the quantitative results were compared by per-

forming linear regression analysis on the results from the ANA PRI on Maverick compared to

FIDIS or Farr assays.

Diagnostic comparison

The performances of both the routine laboratory procedures and the ANA 12 PRI were also

evaluated by comparing results to the clinical diagnosis of the patients:

Sensitivity = Number positive for an antibody/Number with the associated disease.

Specificity = (Number with non-associated disease—Number positive for antibody) / Num-

ber with non-associated disease.

Comparison of whole blood and serum on the maverick

Both qualitative and quantitative analyses were performed comparing results from whole

blood to those from serum on the ANA 12 PRI.

Results

Comparison of qualitative results of whole blood on ANA 12 PRI to results

from the laboratory

The results from the ANA 12 PRI showed excellent total, positive and negative percent agree-

ment when compared to the conclusions drawn from the routine testing procedures in the
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laboratory (Table 1). For Sm, Scl-70, Jo-1, SS-A 60, and Ku antigens the total, positive and neg-

ative percent agreement were all above 93%. PCNA was above 92% and Centromere and SS-B

were above 89%. For RNP, total agreement was 91%, positive was 100% and negative was 88%.

For Ribosome P, the overall agreement and specificity were greater than 90%, but the sensitiv-

ity was lower. The anti-nucleosome and anti-dsDNA results from the ANA 12 PRI displayed

lower agreement with the conclusion of the lab than the other antigens. For the detection of

anti-DNA antibodies, several techniques were utilized: FIDIS (n = 130), ELISA (n = 60), or

Farr (n = 141), because the discrepancies between those techniques to measure anti-dsDNA

antibodies are well known[23,24].

Comparison of quantitative results between ANA 12 PRI, Fidis, ELISA and

Farr assays

The results from most autoantibody tests, including the ANA 12 PRI, are expressed in semi-

quantitative units (AU/mL). A high positive result can give the doctor more confidence that

the result is a clinically relevant positive compared to a result just above the cutoff between

negative and positive. Linear regression analysis shows that some antigens, such as SS-A 60,

SS-B, Ribosome P, Scl-70 and Centromere B have good quantitative correlation with the corre-

sponding results on FIDIS, with r2 greater than 0.72 (Table 2). The slope of the line can be

greater than 3, showing that even though there is good agreement between high and low posi-

tive samples, the absolute values are different. Most of the other assays showed moderate

agreement. The anti-dsDNA results on the ANA 12 PRI did not show quantitative agreement

with the Farr assay, yielding r2 of 0.23. This result was expected given the wide variation

shown by different technologies to detect anti-dsDNA.

Results of normal blood donors on ANA 12 PRI

The results from testing samples from normal human donors show high levels of specificity

for each analyte from 97.0 to 100% (Table 3). Thus, each of the 12 assays is highly specific.

Comparison of whole blood to serum on the ANA 12 PRI

In terms of positive and negative results, whole blood and serum gave virtually identical results,

with agreement between 97%-100% for all tests except Sm and dsDNA at 96% and 95% respec-

tively. Discrepant results were all near the cutoff. The qualitative results were also comparable,

yielding correlation coefficients greater than 0.90 for 9 of the antigens (Table 4). Two of the

exceptions, PCNA and Ku, had a very small number of positive samples, so noise in the negative

samples contributed to the lower r2 values. Nucleosome was in between with r2 of 0.86. Correla-

tion between whole blood and serum results when all are combined is r2 = 0.95 (Fig 1)

Table 1. Positive and negative percent agreement with laboratory results.

Laboratory Conclusion ELISA Farr

Conclusion vs PRI Sm RNP SS-A 60 SS-B Ribo P PCNA Scl-70 Centromere B Jo-1 Nucleosome Ku dsDNA

True Positive (++) 23 50 60 16 11 5 3 8 1 38 3 43

False Negative (+-) 0 0 0 2 8 0 0 1 0 8 0 9

False Positive (-+) 14 20 2 7 1 10 0 2 0 13 0 24

True Negative (—) 194 161 169 206 105 113 227 215 229 55 1 65

Positive Agreement 100% 100% 100% 89% 58% 100% 100% 89% 100% 83% 100% 83%

Negative Agreement 93% 89% 99% 97% 99% 92% 100% 99% 100% 81% 100% 73%

Overall Agreement 94% 91% 99% 96% 93% 92% 100% 99% 100% 82% 100% 77%

https://doi.org/10.1371/journal.pone.0202736.t001

Near patient diagnosis of connective tissue diseases

PLOS ONE | https://doi.org/10.1371/journal.pone.0202736 August 30, 2018 5 / 11

https://doi.org/10.1371/journal.pone.0202736.t001
https://doi.org/10.1371/journal.pone.0202736


Correlation of discrepant results with clinical diagnosis

The results from the routine testing procedures in the lab were shared with the physicians and

were used to help diagnose the patients. In contrast, the results from the ANA 12 PRI were

never shared with the clinicians. As expected from the good correlation between the general

lab results and those from the ANA 12 PRI, the ANA 12 showed the expected clinical sensitiv-

ity and specificity (Table 5) compared to the lab results. However, there were a few autoanti-

bodies that showed differences.

For some autoantibodies, such as Sm, RNP, SS-B and PCNA, the PRI had more positive

results than the standard lab tests. When correlating the results obtained with ANA 12 PRI

with the clinical diagnosis, we found that 13 of 14 samples that were positive for Sm using the

ANA 12 PRI but negative by the lab test were from patients diagnosed with SLE. All 13 of

these Sm positive SLE patients were also positive for RNP. Thus, there was higher sensitivity

with only 1 clinical false positive for Sm.

The same observation was true for RNP. That is 19 of the 20 samples that were positive for

RNP by ANA 12 PRI but negative by the lab conclusion were diagnosed with SLE, and the

other sample was from a Sjögren’s syndrome patient. It should be pointed out that the

Table 2. Comparison of quantitative values from FIDIS.

Antigen Slope and intercept Correlation (r2)

Sm Y = 1.8x+28.2 r2 = 0.69

RNP Y = 3.1x+93.8 r2 = 0.55

SS-A 60 Y = 3.2x+2.5 r2 = 0.82

SS-B Y = 2.8x+1.3 r2 = 0.76

Ribosome P Y = 1.4x+1.0 r2 = 0.83

dsDNA
�

Y = 1.8x+36.0 r2 = 0.28

Scl-70 Y = 2.2x+2.5 r2 = 0.72

Centromere B Y = 1.7x+6.9 r2 = 0.82

Jo-1 Y = 0.7x+8.2 r2 = 0.48

Note:

� dsDNA is compared to Farr

https://doi.org/10.1371/journal.pone.0202736.t002

Table 3. Clinical specificity of ANA 12 PRI.

N = 199

Antigen

Mean (AU/mL) Number True Negative Specificity

Sm <2 198 99.5%

RNP 9.4 195 98.0%

SS-A 60 6.8 199 100.0%

SS-B <2 197 99.5%

Ribosome P 4.6 198 99.5%

PCNA <2 198 99.5%

Scl-70 7.4 198 99.5%

Centromere 6.0 198 99.5%

Jo-1 3.7 199 100.0%

Nucleosome 4.4 199 100.0%

Ku <2 198 99.5%

dsDNA 3.0 193 97.0%

https://doi.org/10.1371/journal.pone.0202736.t003
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immunofluorescent pattern for these samples was consistent with the presence of Sm/RNP

autoantibodies. In addition, both of these tests showed greater than 99% specificity when

tested on samples from normal blood donors. Only 1 of the 93 patients without SLE in the clin-

ical group was positive for anti-Sm, yielding 99% clinical specificity in this group as well. Thus,

these positive results are likely to be caused by the presence of specific Sm and RNP autoanti-

bodies in these patients and not non-specific binding.

There were only 2 discrepant results for anti-SS-A 60 autoantibodies, both positive for ANA

12 PRI but negative by lab tests, and both had lupus. Similar results where the ANA 12 PRI was

positive but the conclusion of the lab was negative were found for SS-B, Ribosome P and PCNA

where all 7, 1 and 10 discrepant samples, respectively, had lupus. Since these autoantibodies are

all associated with lupus, the added sensitivity could be useful. On the other hand there were 3

lupus patients where the ANA 12 PRI was positive for Centromere B and the lab results were

negative. These would be considered clinical false positive results since anti-Centromere B are

associated with scleroderma. However the presence of anti-Centromere B has already been

described in 1.9% of patients with SLE, indicating that the Maverick system has the same sensi-

tivity for anti-Centromere B in SLE as the systems used in a previous study[25].

For Ribosome P the PRI had less positive results than the laboratory test. However, all cases

with false negative results for Ribosome P with the ANA 12 PRI showed positive results for

other specific autoantibodies associated with SLE. Therefore, no diagnosis of SLE would have

been missed by using the ANA PRI 12. There were no discrepant results between the ANA

PRI 12 and the conclusion of the lab for Jo-1, Scl-70 and Ku.

As expected when anti-dsDNA tests are performed on different technologies, there were

more discrepant results than found in the other tests [23,24]. The conclusion of many studies

performed in the 1990s was that the different types of dsDNA assays presented different epi-

topes on DNA for binding, and many people have an anti-DNA response that is restricted to a

limited number of epitopes. Thus, the fact that the dsDNA results are the most different

between the lab and ANA 12 PRI was expected. All 10 samples that were positive for the con-

clusion of the lab but negative on ANA 12 PRI had SLE, while 19 of the 23 samples that were

positive on ANA 12 PRI but negative by the conclusion of the lab had SLE. Since there are 93

patients in this group who do not have SLE, the clinical specificity of the dsDNA PRI is 96%.

If we only compare the 141 samples tested by the Farr assay, 43 were positive on both, 65

negative on both, 9 positive on Farr but negative by PRI, and 24 positive by PRI but negative

by Farr (Table 1).

Table 4. Whole blood vs serum correlations for ANA 12 PRI.

Autoantibody Equation R2

Sm Y = 1.03x+5.7 0.94

RNP Y = +1.1x+1.4 0.97

SS-A 60 Y = 1.1x+4.0 0.97

SS-B Y = 1.0x+2.0 0.97

Ribosome P Y = 1.1x+1.2 0.98

PCNA Y = 1.3x+3.9 0.68

Scl-70 Y = 0.9x+3.3 0.97

Centromere Y = 1.2x+1.1 0.95

Jo-1 Y = 0.8x+3.6 0.90

Nucleosome Y = 1.1x+0.67 0.86

Ku Y = 0.9x+3.0 0.77

dsDNA Y = 0.99x+3.7 0.90

https://doi.org/10.1371/journal.pone.0202736.t004
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For nucleosome, all 8 samples positive on the lab conclusion but negative on the ANA 12

PRI had lupus, and 9 of 13 that were positive on the ANA 12 PRI but negative by lab conclu-

sion had lupus. The other 4 had Sjögren’s syndrome. Thus, the overall clinical sensitivities and

specificities for anti-dsDNA and anti-nucleosome were similar for the PRI and the lab tests.

Discussion

In this study, we have demonstrated that the ANA 12 PRI was efficient in detecting diagnosti-

cally important anti-nuclear antibodies in whole blood. There was excellent correlation with

Fig 1. Combined whole blood vs serum correlation.

https://doi.org/10.1371/journal.pone.0202736.g001
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the predicate devices used in the lab, and the clinical sensitivity and specificity were as

expected. The contribution of the ANA 12 PRI to the global diagnosis of CTD, either positive

or negative, was as good as the global routine laboratory procedures for specific autoantibod-

ies. The obvious difference between the use of the ANA 12 PRI assays and the use of the whole

routine laboratory algorithm is the speed in obtaining the results. The ANA 12 PRI enables the

delivery of the results within 15 minutes from drawing the blood. Therefore, the system is suit-

able for point of care testing in rheumatology clinics or doctors’ offices. More generally, this

technology could be useful for clinical settings requiring rapid results i.e. near patient diagno-

sis such as critical care situations.

Because most symptoms associated with CTD such as joint pain, skin rash, or fatigue are

poorly specific for any disease, it is necessary to perform diagnostic tests to rule out or rule in

the diagnosis of CTD. Obtaining test results in minutes rather than days allows the physician

to potentially diagnose the patient during the same visit that the blood was drawn. Patient sat-

isfaction may be increased since there is no need to return for another appointment to discuss

lab results and the duration of anxiety while waiting for a diagnosis may be decreased.

Because the goal of the study was to verify the diagnostic performance of the ANA 12 PRI,

no impact on the clinical care strategy nor on the socio-economic level have been evaluated.

We therefore aim at evaluating the impact of the near patient use of the ANA 12 PRI in routine

clinical settings prospectively.

Supporting information
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