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ABSTRACT

An indirect immunoperoxidase (IP) test was developed for the detection of
genus-specific anti-leptospiral antibodies. Paired sera from 320 patients with
clinically suspected pyrexia of unknown origin were tested with both the IIP test and
the microagglutination (MA) test, and the results compared. Overall, the IIP test
recognized all 78 proven MA-positive patients with leptospirosis. On acute sera
testing as a screening test (IIP titer at 1:100 or greater), the sensitivity and specificity
of 1IP were 47.4 and 91.3%, respectively. The positive and negative likelihoods were
55 and 0.6, respectively. The IIP test was more sensitive than the MA test
(sensitivity = 47.4% versus 19.4%, respectively). On convalescent sera testing as a
confirmatory test (1P titer at 1:400 or greater), the sensitivity and specificity of IIP
were 100.0 and 98.8%, respectively. The positive and negative likelihoods were 80.6
and OC, respectively. All patients demonstrated seroconversion in the paired sera.
False positives obtained from the sera of each of 21 acute and convalescent controls
had an IIP antibody titer of up to 1:200.

On serial testing, the I[P antibody first appeared during the first week of iliness,
peaked by the second and third weeks, and generally declined by five and a half
months.

Regarding the clinical utility of the IIP test in terms of calculations by
predictive values and post-test probabilities of disease, the greatest incremental gain
occurred when the prevalence of disease or the pre-test probability was in an
intermediate range, 10-50%.

The IIP test was compared to the IFA test, using the MA test as a gold standard.
With a study group including 78 patients with leptospirosis and 242 patients with
pyrexia of unknown origin for controls, the sensitivities of the 2 tests in the acute

phase were 47.4% and 44.9%, respectively, and the specificities were 91.3% and
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90.9%, respectively. In the convalescent phase, the sensitivities of the IIP and the
IFA tests were 100.0% and 100.0%, respectively, and the specificities were 91.3%
and 91.7%, respectively. The 2 tests were highly correlated (correlation coefficient >
0.8 for all isotypes).

In conclusion, the IIP test would offer an earlier diagnosis than the standard
MA test and was comparable in accuracy to the IFA test for serodiagnosis of human

leptospirosis. However, the IIP test is practical for use as a routine service n

hospitals with limited facilities.
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