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[Abstract] Objective To evaluate the status of latent tuberculosis infection (LTBID) with Mycobacterium tubercu-
losis and the risk of L'TBI activation after glucocorticoid therapy in patients with anti-neutrophil cytoplasmic antibody
(ANCA)-associated vasculitis (AAV). Methods Clinical data of AAV patients who visited Xiangya Hospital of
Central South University from May 2018 to May 2023 were retrospectively analyzed. According to the results of in-

terferon-y release assay (IGRA), they were divided into a LTBI group and a non-LL'TBI group. The LTBI group was
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subdivided into an active TB group (ATB group) and a non-ATB group according to the presence of ATB. General
conditions and biochemical indicator characteristics of the two groups were compared. The COX regression model
A total of 302 AAV patients
were included in this study, with an age of 64.0 (53.0, 71.0) years old, 169 male cases (55.96% ), and an IGRA

was used to analyze the risk factors for LTBI activation in AAV patients. Results

positive rate of 24.17% (n=73). The proportion of patients with renal insufficiency in the LTBI group was higher
than that in the non-LTBI group (79. 45% vs 60.70%), with statistically significant difference (P<C0.05). In the
LTBI group, the age of patients was 62. 0 (53.5, 72.0) years old, 44 cases were male (60.27%) , out of which 11
cases (15.07%) had ATB. In the non-LTBI group, 4 male cases (1.75%) had ATB. In the LTBI group, there
were statistically significant differences between the ATB group and the non-ATB group in terms of daily average
glucocorticoid levels, age, renal dysfunction, neutrophils, and blood creatinine (all P<C0. 05). COX univariate re-
gression analysis showed that statistically significant differences existed among the groups in terms of daily average
glucocorticoid levels, daily average glucocorticoid levels >>11. 75 mg/day, age, age >>65 years old, and blood crea-
tinine levels =150 pmol/L (all P<C0.05). COX multivariate regression analysis showed that daily average glucocor-
ticoid levels >11. 75 mg/day (OR=0. 14, 95%CI; 1.30 - 79.01) and age >>65 years (OR=10. 08, 95%CI; 0. 01 —
0. 85) were independent influencing factors for LTBI activation. Conclusion AAYV patients have a high rate of LT-
BI, and daily average glucocorticoid levels >>11. 75 mg/day is an independent risk factor for LTBI activation in AAV

patients. Age >>65 years may benefit from receiving lower doses of immunosuppressive therapy, but it is necessary

to expand sample size for further study.
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Table 1 Comparison of baseline clinical data between patients in the LTBI group and the non-LTBI group
A5 B 4k LTBI 4 (n = 229) LTBI 41 (n=73) Z/y? P
BB ] 125(54.59) 44(60.27) 0.73 0.394
AR () 64.0(52.0,71. 0) 62.0(53.5.72.0) 0.39 0. 697
S5 L ()] 25(10.92) 3(4.11) 2.96 0. 085
BVAS(4) 12.0012.0,19.0) 15.0(11.0,18. 0) 1.32 0.187
AAV G521 ] 0. 01 0. 940
MPA 200(87.34) 64(87.67)
GPA 29(12. 66) 9(12.33)
PR ] (00 ] 32(13.97) 13(17.81) 0. 64 0.423
P it 95 95 L9 € 24 ] 66(28. 82) 21(28.77) <<0. 01 0.993
B g A 2] () ] 139(60. 70) 58(79. 45) 8.58 0. 003
2.3 ATB4afdE ATBAZZ LA EZ T H ki K FEM I 77 (CTXRTX) & J7 Mtk Jiig B g g (SMZ) |
iz LTBIH B 26 k4 ATB. 40 ATB H A9k AAV 5326 BEAE R 58 OBF PR L 12 2 it 90 9 0 )

ATB 41, ATB 41 F-#4F I8 H (53.8217.44) %, 5
P8 (72, 73%) ;4 ATB 41 3 Y45 2 24 (63. 90 +

BVAS.BMI, [ 4 Jd 21 28 Ffd | 1fi 21 25 (3 ik B2 40
ECGEE D BRE O L WUEF . C & H (CRP)
10, 60) %, B PE 36 6] (58. 06 %) , A AT Bs M PLCESR) (C3.C4 g Bk 8 H (Ig) A IgG . IgM,
PIZH B8 A H B0 B B R B AR IRV F I RE A 4 CD3" T 4 i .CD4" T 40 ffil .CD8" T 4 jfg .CD4" /
rh R 20 B I LT 45 4 L3R, 2 S A GeitE CDS” B 4 NK 20 i 5 18 45 41 ek . 2 S ¥ %
B P<0.05), WABREEMN WL R TR XY P>0.05), W& 2,

F2 ATBAI 53 ATB 4185 M 34 I IR 00k HL 4

Table 2 Comparison of baseline clinical data between patients in the ATB group and the non-ATB group

75 ATB(z=11) 4k ATB(n = 62) ¥/ Z/t P

YELHI (20 ] 8(72.73) 36(58. 06) - 0.509
) 53.82£7. 44 63. 90 % 10. 60 —-3.02 0. 004
SR C(0)] 1€9.09) 3(4.84) - 0. 487
CTXLHiI (Y] 10¢90. 91) 46(74.19) = 0. 439
RTX[# (%) ] 2(18.18) 5(8. 06) - 0.283
H 5% K BT R & (mg/ D) 12.40(11. 80,24. 90) 9.95(9.15,12. 30) 2.28 0. 010
SMZLH %) ] 2(18.18) 15(24.19) - 1. 000
AAV 432[ ] = 0.129

MPA 8(72.73) 56(90. 32)

GPA 3(27.27) 6(9.68)
BRI L) ] 2(18.18) 11(17.74) - 1.000
5 M il L] (60 ] 3(27.27) 18(29. 03) = 1.000
B LA 2] () ] 8(72.73) 60(96.77) - 0.022
BVAS(4H) 12.0(11.0,18. 0) 16.0(12.0,20. 0) -1.28 0.199
BMI 21.56 2. 80 21.07+3.14 0. 48 0. 630
F1 41 (X 10 /1) 9.30(7.00,13. 80) 7.50(6.00,10. 28) 1.88 0. 060
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%% 2 (Table 2, Continued)

s ATB(n=11) 4 ATB(n=62) XQ/Z/t P
ZIAAME (X102 /1) 3.38%0.71 3.04£0.69 1.51 0.135
1218 1 (g/L) 97. 64 £20.17 88.32+19. 35 1. 46 0. 148
PRI A (X 102 /1) 7.80(5.30,12.80) 5.65(4.25,7.70) 1.97 0. 048
TR B 40 i C X 102 /1) 1.10€0.90,1.50) 1.25(0.70,1.60) =0.06 0. 951
WHHEMAE/L) 34.00+5.05 32.60+5.08 0. 84 0. 403
BRI (g/L) 29,74+ 4,16 30.96 6. 13 - 0. 64 0.526
IﬂlHJlM(/lmol/L) 238.90(69. 00,385. 00) 364.95(167.50,596. 13) -2.08 0. 037
CRP(mg/L) 45.30(9.46,126. 00) 16.65(3.47,74.71) 1. 66 0. 097
ESR(mm/h) 71.00048. 00,110, 00) 88. 00(45. 00,120, 00) -0.53 0.596
C3(mg/L) 872.00(719.00,1 110. 00) 822.00(681.25,991.75) 1.24 0.214
C4(mg/L) 275.00(239.00,347.00) 265.000196. 00,334, 00) 0. 96 0.335
IgA(mg/L) 2 594,18 £ 744, 34 2 584.53£1 169. 05 0.03 0.979
1gG(mg/L) 111.90(10. 30,14. 40) 13.45(11.00,16.03) - 1. 11 0.267
IgM(mg/L) 1 060. 00(609. 00,1 500. 00) 1 010.000697. 00,1 370. 00) =0.02 0. 982
CD3* T 41 it (4> 744. 000630, 00,910, 00) 812.50(600. 25,1 108, 00) =0.40 0. 688
CD4" T 4 ifd (4> 382.00(251. 00,590. 00) 428.00(316. 75.637. 00) 0.92 0. 355
CD8* T 4l g () 311.00(281. 00,488. 00) 335.00(224. 25,443, 25) 0.38 0. 706
CD4* T/CD8* T 1.36(0.63,1.98) 1.43(0.92,1.81) =0.62 0.532
B 401 () 123. 00(50. 00,326. 00) 174.00(109. 00,307.75) -1.35 0.177
NK 4i s (4> 103. 00(64. 00,159. 00) 122.50(80.50,226. 00) -1.16 0. 244
U+ = # R 1 Fisher B U 3% 3% .
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LTBI 21 /835 H B8 je B &= 5 4F ROC £k, &3 /
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Figure 2 ROC curve of daily average glucocorticoid dose for

LTBI activation in AAV patients
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®3 OBIRGERIEMER N R COX BIH3H (n=73)

Table 3 COX regression analysis on risk factors for LTBI activation (n=73)

PR B/ 4 0.61 1.83(0. 49~6.91) 0.372

i >65 B -2.23 0.11€0.01~0.85) 0.034 -2.51 0. 08(0.01~0. 85) 0.036

CTX 1.10 3.01(0. 38~23.52) 0. 294

H Y5k B S i 3R 0.21 1.24(1.12~1.37) <0.001

SMZ —0.10 0.91(0.20~4.21) 0.900

IR IR =0.00 1.00€0.22~4.63]) 0.999 0.02 1.02(0. 17~6.08) 0.983

BVAS =0.08 0.92(0.82~1.04) 0.185 =0.09 0.91€0.80~1.04) 0.153

24 iy 0.10 1.10€0. 97~1. 25) 0. 137

I/ 0.01 1.01(1.00~1.01) 0.076 =0.00 1.00(1. 00~1.01) 0. 396

e L 4 i 0.10 1.10€0.97~1.26) 0.127

HEA 0. 06 1. 06(0. 94~1.19) 0.346

1 L =0.00 1..00€0. 99~1. 00) 0.108

CRP 0.01 1.01(1.00~1.02) 0. 160

C3 0. 00 1. 00(1. 00~1.00) 0.070

(=]

1.00(1. 00~1.00) 0.516

IgA 0. 00 1. 00(1. 00~1.00) 0.920

1gM 0. 00 1. 00(1. 00~1.00) 0.939

CD4* T 4 0. 00 1. 00(1. 00~1.00) 0.992

CD4* T/CD8* T —0.12 0.88(0.37~2.11) 0.782

NK 41 i =0.00 1. 00(1. 00~1.00) 0.302
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