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Tuberculosis is again an important health problem in the
United States (5). Smears lack both sensitivity and specificity
for Mycobacterium tuberculosis, and cultures usually require
weeks before the species is definitively identified (8, 13). PCR
amplification can be rapidly performed by using primers for a
highly conserved sequence within a gene common to all mycobacterial species to amplify minute amounts of DNA (30);
specificity for M. tuberculosis is achieved during the detection
step. PCR allows the amplification of a targeted DNA sequence over 106-fold through cycles of primer annealing and
nucleotide extension of target sequences by DNA polymerase
at specific temperatures (20, 22). Research developments with
PCR for the direct detection of M. tuberculosis in clinical specimens have demonstrated the possible use of PCR in providing
a rapid diagnosis of tuberculosis (2, 10, 11, 12, 14, 17, 18,
24–26, 29). In this study, we compared the Roche Amplicor M.
tuberculosis test (Roche Molecular Systems [RMS], Branchburg, N.J.) with acid-fast bacillus (AFB) smear, culture, and
clinical history to determine the sensitivity and specificity of
direct detection of M. tuberculosis in concentrated sputum
specimens by Amplicor PCR.
(This work was completed by Mary Beth Lichty as partial
fulfillment of the requirements of an M.S. degree.)

specimen pellet (approximately 0.2 ml) was resuspended in 1 ml of phosphate
buffer and divided into three parts. One part (0.2 ml) was cultured onto Lowenstein-Jensen medium and used to make smears for auramine-rhodamine staining. The second part (0.5 ml) was used for routine BACTEC analysis. The third
part (0.5 ml) was stored at 48C in plastic aliquot tubes unless PCR testing was to
be delayed by more than 24 h, in which case the tubes were stored at 2758C for
up to 6 months. The specimens were divided into two study groups: a prospective
group and a retrospective group. The prospective group consisted of 248 consecutive specimens from 129 patients; the specimens were stored at 4 or 2758C
for less than 7 days. The retrospective group consisted of 284 specimens from 144
patients; these specimens were stored at 2758C for longer than 1 month. Three
patients had specimens in both study groups.
Preparation of samples for PCR analysis. All reagents and equipment for
performance of the Amplicor PCR assay were supplied by RMS. This test was
performed according to draft package insert instructions for the Amplicor M.
tuberculosis kit (23). The technologist was blinded to all smear and culture results
for the prospective study group. Sputum preparation, for both study groups,
consisted of the addition of 500 ml of a sputum wash solution containing TrisHCl, 0.05% sodium azide, and 1% solubilizer to 100 ml of fresh or thawed
decontaminated sputum in a 1.5-ml screw-cap tube. The tubes were vortexed and
centrifuged at 12,500 3 g for 10 min. The supernatant was aspirated, and 100 ml
of M. tuberculosis specimen lysis reagent containing 0.4% sodium hydroxide and
0.05% sodium azide was added to the pellet. The pellet was vortexed to resuspend it. Positive and negative controls were supplied with the kit; control stocks
were prepared by pipetting 100 ml of positive or negative controls into a tube with
400 ml of M. tuberculosis specimen lysis reagent and vortexing. A 100-ml aliquot
was pipetted from each control stock and placed in a 1.5-ml screw-cap tube to be
processed. The specimens and controls were incubated in a 608C dry heat block
(containing 0.5 cm of sand) for 45 min. The tubes were removed from the heat
block and pulse centrifuged for 5 s to obtain a pellet. A 100-ml aliquot of M.
tuberculosis specimen neutralization reagent containing Tris-HCl with 0.05%
sodium azide was added to the pellet and vortexed. Master mix reagent was
prepared by the addition of 100 ml of uracil N-glycosylase (UNG) enzyme
(AmpErase) to the master mix reagent containing the deoxynucleotide triphosphates dATP, dCTP, dGTP, and dUTP, biotinylated primers, and thermostable
Taq polymerase just prior to the amplification process. The genus-specific primers used amplify a 584-bp sequence located in a highly conserved region of the
16S rRNA gene of Mycobacterium spp. (3, 28). Fifty microliters of the master mix
reagent was pipetted into each reaction tube of a tray (MicroAmp; Perkin-Elmer,
Norwalk, Conn.). This was followed by the addition of 50 ml of prepared specimen or controls. Single-well amplification was performed with each sputum
specimen. The reaction tubes were sealed with plastic cap strips and placed in a

MATERIALS AND METHODS
Specimens. A total of 532 sputum specimens from 270 patients at Thomas
Jefferson University Hospital and Episcopal Hospital, Philadelphia, Pa., were
submitted for AFB culture. All sputum specimens submitted for AFB culture
were decontaminated and concentrated according to Centers for Disease Control and Prevention guidelines for mycobacteriology (13). The concentrated
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We evaluated the Amplicor PCR assay (Roche Molecular Systems, Branchburg, N.J.) for direct detection of
Mycobacterium tuberculosis in sputum. A total of 532 specimens from 270 patients were decontaminated and
stored at 4 or 275&C until assayed by PCR. This assay used three-step sample preparation, biotinylated primer
pairs, AmpErase, and a microtiter format for amplicon capture and detection. Amplicor PCR results were
compared with clinical history, culture from a Lowenstein-Jensen slant, and results from the BACTEC TB-460
system. Eighty-seven cultures from 15 patients grew M. tuberculosis; of these, 83 (95%) were positive with the
Amplicor PCR test. The false negatives were most likely due to sample variation and inhibitors. Of the 445
specimens from which M. tuberculosis was not isolated, 428 (96%) were negative with the Amplicor PCR test.
Of the 17 M. tuberculosis culture-negative, Amplicor-positive specimens, 15 were reclassified as true positives
because previous cultures grew M. tuberculosis. Of the 445 specimens which did not grow M. tuberculosis,
Mycobacterium spp. other than M. tuberculosis were isolated from 150 specimens. Three of these 150 specimens
were Amplicor positive; two were from a patient with a history of tuberculosis, and one specimen gave a
false-positive result. We do not feel that this represents cross-reactivity, because repeated Amplicor testing of
the isolate gave negative results. The microtiter plate has 96 wells. Allowing for six controls, 90 decontaminated
specimens can be tested by one technologist in 7.5 h. This PCR assay took 7.5 h to complete and is a sensitive
and specific, rapid method for the direct detection of M. tuberculosis from sputum.
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RESULTS
A total of 532 decontaminated sputum specimens were
stained for AFB with auramine-rhodamine and tested for the
presence of M. tuberculosis by Amplicor PCR and culture.
Because the data for the prospective and retrospective groups
were essentially the same, the data were combined. Eightyseven specimens from 15 patients were culture positive for M.
tuberculosis; 83 of these 87 specimens were Amplicor PCR
positive (Table 1). Of the 445 specimens that were M. tuberculosis culture negative, 428 were PCR negative. When Amplicor PCR is compared only with culture for the detection of
M. tuberculosis, the sensitivity and specificity for the combined
study groups were 95 and 96%, respectively. In our study, we
found that prolonged freezing of specimens, as in the retrospective group, did not seem to affect the sensitivity and specificity of the Amplicor PCR assay.
Of the 17 specimens that were M. tuberculosis culture negative and Amplicor PCR positive, 15 specimens (Table 2, specimens 5 to 11 and 13 to 20) were from four patients with a
history of tuberculosis. All of these patients had had cultures
positive for M. tuberculosis within the past 2 months, and all
had been started on antituberculosis medications. Because of

TABLE 1. Culture, Amplicor PCR, and smear results
AFB culture result (no. of specimens)

M. tuberculosis (84)
M. tuberculosis and other AFB (3)
M. avium-M. intracellulare complex (77)
M. gordonae with prior M. tuberculosis-positive
culture (1)
M. gordonae (42)
Other AFB and mixed nontuberculosis AFB (30)
No growth (295)
Total (532)

No.
No. Amplicor
smear
PCR positive
positive

81
2
0
1

79
2
7
1

1
1
14

0
2
8

100

102

the prior positive cultures, 15 of the 17 M. tuberculosis culturenegative, PCR-positive specimens were reclassified as true positive. Additional testing of these specimens by RMS included
repeating the 16S rRNA PCR twice as well as amplification of
the SOD primer. Spike back analysis was performed for two of
the specimens (specimens 5 and 16) because the additional 16S
rRNA amplification was negative in duplicate. When M. tuberculosis was added to the specimens, the amplification gave a
positive result, indicating that an inhibitor was probably not
present. The most likely explanation for the duplicate negative
results from a specimen which was initially positive is clumping
of organisms and sampling artifact.
With another specimen, the Amplicor PCR result was positive, but Mycobacterium gordonae, not M. tuberculosis, was
isolated (Table 2, sample 21); this specimen was from a patient
without clinical evidence of tuberculosis and is a false positive.
No remaining specimen was available for testing, but when
Amplicor PCR on the M. gordonae isolate was performed, it
was repeatedly negative. The other PCR-positive, culture-negative specimen (Table 2, sample 12) was also from a patient
lacking clinical evidence of tuberculosis. Repeat Amplicor
PCR in duplicate was negative; this specimen is also a false
positive.
Four specimens were M. tuberculosis culture positive and
PCR negative; Amplicor PCR was repeated in duplicate (Table 3). One specimen (Table 3, sample 1) was positive in
duplicate with repeat Amplicor PCR testing, and the patient
had a past history of tuberculosis; this specimen is a false
negative, which is probably due to sampling variation. This
specimen was also one of the two specimens which on initial
testing gave an equivocal OD450 reading of 0.545. Although
this would have been considered a positive result according to
the package insert, we repeated the PCR according to our
study protocol. Our repeat OD450 was 0.272, and the specimen
was classified as negative by PCR because the repeat test value
was less than 0.350.
Duplicate repeat Amplicor PCRs on sample 2 gave one
positive and one negative result; spike back analysis showed a
lack of inhibitors. This false-negative result was also due to
sampling variation.
One specimen (Table 3, sample 3) was still negative with
duplicate repeat Amplicor PCR testing. Spike back analyses in
duplicate were negative, indicating the possible presence of a
PCR inhibitor. Phenol extraction to remove inhibitors was also
performed on the specimen; the results with the Amplicor test
and SOD alternate primer assay following phenol extraction
were all positive in duplicate, providing additional evidence
that the false-negative result was due to an inhibitor. This
patient also had a past history of tuberculosis.
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Perkin-Elmer 9600 thermocycler programmed for 2 cycles of 20 s of denaturation
at 988C, 20 s of annealing at 628C, and 45 s of extension at 728C followed by 35
cycles of 20 s at 948C, 20 s at 628C, and 45 s at 728C. After amplification, 100 ml
of denaturation solution containing 1.6% sodium hydroxide and EDTA was
added to each PCR tube and incubated at room temperature for 10 min. A
100-ml aliquot of hybridization solution was added to each well of a 96-well
microtiter plate coated with specific oligonucleotide probes for M. tuberculosis.
This was followed by the addition of 25 ml of denatured amplification sample.
The plate was incubated for 1.5 h at 378C and then washed five times with a
buffered wash solution by using a microwell plate washer. A 100-ml aliquot of
avidin-horseradish peroxidase conjugate was added to each well and incubated
for 15 min at 378C. The microtiter plate was again washed five times as described
above. A 100-ml aliquot of prepared substrate containing 12.0 ml of substrate A
(hydrogen peroxide) and 3.0 ml of substrate B (tetramethylbenzidine) was added
to each microtiter well and incubated at room temperature for 10 min. Following
incubation, each well received 100 ml of stop reagent (4.9% sulfuric acid). The
optical density at 450 nm (OD450) was measured for each well, and samples were
initially classified as negative (OD450, ,0.300), equivocal (OD450, 0.300 to 0.600,
inclusive), or positive (OD450, .0.600). Amplicor PCR was repeated once for
specimens in the equivocal range; if the repeat value was $0.350, the specimen
was positive, and if the repeat value was ,0.350, the specimen was negative.
(According to the draft of the package insert, specimens with OD450 readings of
less than 0.35 are negative and specimens with readings of 0.35 or greater are
positive.)
Resolution of discrepant samples. Amplicor PCR results were classified as
true positive or true negative on the basis of patient clinical history and culture
correlation. Discrepancy analysis testing, performed by RMS, was used to gather
additional information about the specimens’ characteristics but not to determine
the classification of specimens.
Amplicor PCR on M. tuberculosis culture-positive, PCR-negative samples was
repeated in duplicate. If either of the repeat PCRs was positive, the initial
Amplicor PCR result was confirmed as false negative. If the repeat Amplicor
PCRs were negative, further discrepancy analysis was performed by RMS by
using spike back analysis, DNA phenol extraction, and a PCR assay utilizing an
alternate primer pair targeting the superoxide dismutase (SOD) gene. Spike
back analysis was used to detect the presence of possible inhibitors to PCR in the
specimen. In spike back analysis a known quantity of M. tuberculosis is added to
the specimen; a negative PCR result following addition of M. tuberculosis to the
specimen indicates the possibility of inhibitors interfering with amplification of
M. tuberculosis.
Amplicor PCR on M. tuberculosis culture-negative, PCR-positive samples was
repeated in duplicate. If either of the repeat Amplicor results was also positive,
the sample was classified as a true positive, provided that the patient had prior
cultures positive for M. tuberculosis. When the repeat Amplicor PCRs were
negative, spike back analysis, DNA phenol extraction, and PCR with primers to
SOD were performed as required to better characterize the sample. Patient
follow-up and chart review were used to classify these discrepant results. SOD
PCR was performed by RMS for all M. tuberculosis culture-negative, Amplicor
PCR-positive specimens by using a modification of a previously described assay
(33). The SOD alternate primer targeted DNA sequences specific to only a few
of the Mycobacterium species, including M. tuberculosis; the detection step was
specific for M. tuberculosis.
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TABLE 2. Analysis of culture-negative, Amplicor-positive specimens
OD450 (interpretationa) with the following analysis:

Additional 16S rRNA PCR
testing

Sample no.

Prior culture with
M. tuberculosis

SOD alternate primer

Test 1

Test 2

Test 1

Test 2

Test 1

Test 2

0.089 (2)
0.084 (2)
4 (1)
4 (1)
4 (1)
4 (1)
3.923 (1)
0.078 (2)
4 (1)
4 (1)
4 (1)
0.079 (2)
4 (1)
4 (1)
4 (1)
4 (1)
ND

0.111 (2)
1.577 (1)
4 (1)
4 (1)
4 (1)
4 (1)
2.725 (1)
0.113 (2)
4 (1)
4 (1)
4 (1)
0.074 (2)
4 (1)
4 (1)
4 (1)
4 (1)
ND

3.951 (1)
NDb
ND
ND
ND
ND
ND
4
ND
ND
ND
3.042 (1)
ND
ND
ND
ND
ND

3.036 (1)
ND
ND
ND
ND
ND
ND
4
ND
ND
ND
3.316 (1)
ND
ND
ND
ND
ND

0.092 (2)
0.103 (2)
4 (1)
4 (1)
4 (1)
4 (1)
1.583 (1)
0.113 (2)
4 (1)
4 (1)
4 (1)
0.086 (2)
4 (1)
4 (1)
4 (1)
4 (1)
ND

0.76 (1)
0.080 (2)
4 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4 (1)
4 (1)
0.055 (2)
4 (1)
4 (1)
4 (1)
4 (1)
ND

Yes
Yes
Yes
Yes
Yes
Yes
Yes
No
Yes
Yes
Yes
Yes
Yes
Yes
Yes
Yes
No

2, negative; 1, positive.
ND, not done.
c
No specimen was available for additional studies; repeat Amplicor PCR on the isolate was negative.
a
b

Duplicate repeat Amplicor PCR testing on specimen 4 (Table 3) gave one positive and one negative result. Spike back
analysis was negative in duplicate, indicating the possible presence of a PCR inhibitor. Phenol extraction followed by Amplicor and SOD PCR testing gave mixed results. The falsenegative result for this specimen was probably due to both
sampling variation and an inhibitor. This specimen is the second of the two specimens which initially gave an equivocal
reading. The initial reading was 0.339; the repeat reading was
0.295, and the specimen was classified as negative by initial
PCR testing.
Table 1 presents the smear results, AFB species identification,
and Amplicor results. Mycobacteria were isolated from 237 of
the 532 specimens; 102 of the 237 specimens (43%) were smear
positive. Of the 87 specimens culture positive for M. tuberculosis, 81 (93%) were smear positive; three of the specimens
which were smear negative and from which M. tuberculosis was
isolated were Amplicor PCR positive. PCR was negative for all
77 specimens containing Mycobacterium avium-M. intracellulare complex, which is frequently isolated from AIDS patients.
Two of the 43 specimens culture positive for M. gordonae were
Amplicor PCR positive. One of these specimens came from a
patient with a clinical history of and cultures positive for tu-

berculosis; this amplification result was classified as a true
positive. Additional discrepancy testing could not be done for
the other specimen with M. gordonae and a positive Amplicor
result because additional specimen was not available; however,
as mentioned above, Amplicor PCR testing of the M. gordonae
isolate from this specimen was repeatedly negative, and so the
initial Amplicor PCR result for the specimen was a false positive.
DISCUSSION
The BACTEC TB system (Becton Dickinson Instrument
Systems) and Septi-Chek AFB (Becton Dickinson Microbiology Systems) are AFB culture systems that can detect positive
specimens more rapidly than does conventional culture (31).
However, the time needed to detect growth can be up to 15 to
22 days with BACTEC or Septi-Chek and 22 to 26 days with
conventional culture (31). The Centers for Disease Control
and Prevention is recommending that growth of mycobacteria
be detected within 14 days of specimen receipt in the clinical
laboratory (4), emphasizing the increased demand for rapid
diagnostic tests for M. tuberculosis. The College of American
Pathologists recommends that acid-fast stain results be re-

TABLE 3. Analysis of culture-positive, Amplicor-negative specimens
OD450 (interpretationa) with the following analysis:
Sample
no.

Additional 16S rRNA
PCR testing
Test 1

1
2
3
4
a
b

2.406 (1)
0.07 (2)
0.085 (2)
0.065 (2)

1, positive; 2, negative.
ND, not done.

Test 2

.3.00 (1)
0.739 (1)
0.108 (2)
0.527 (1)

Spike back

Phenol extraction
and 16S PCR

Phenol extraction
and SOD PCR

Test 1

Test 2

Test 1

Test 2

Test 1

Test 2

b

ND
4
0.14
0.083

ND
ND
4 (1)
1.021 (1)

ND
ND
4 (1)
0.065 (2)

ND
ND
0.76 (1)
1.822 (1)

ND
ND
1.157 (1)
1.637 (1)

ND
4
0.09
0.069

Past M.
tuberculosispositive culture

Yes
Yes
Yes
Yes
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5
6
7
8
9
10
11
12
13
14
15
16
17
18
19
20
21c

Spike back

VOL. 33, 1995

AMPLICOR PCR TO DETECT M. TUBERCULOSIS FROM SPUTUM

with vortexing and specimen-lysing procedures. In addition,
the small sample volume (0.1 ml) used contributed to sampling
variations with the Amplicor PCR assay.
Fifteen of the 17 PCR-positive, M. tuberculosis culture-negative specimens were from four patients with a history of antituberculous therapy. All four of these patients had had cultures positive for M. tuberculosis within 2 months of producing
specimens which were culture negative and PCR positive. Kolk
et al. (15) also found that most of the PCR-positive, culturenegative samples were from patients who responded to antituberculosis therapy. Successful therapy will kill the organisms
and cause subsequent cultures to be negative; the remnants of
these killed organisms can still be amplified and detected by
PCR. Cultures are designed to detect viable organisms by
providing necessary nutrients for metabolism, survival, and
replication. PCR, however, is capable of amplifying DNA from
viable as well as nonviable organisms; M. tuberculosis can still
be detected by PCR after therapy has been initiated. It will be
important to decide when to perform M. tuberculosis PCR
testing in addition to routine cultures; both systems have different objectives with their own limitations. The lack of a ‘‘gold
standard’’ for diagnosing M. tuberculosis infection makes the
evaluation of a new diagnostic technique very complex (17).
Patients with a history of tuberculosis will not always give
uniformly positive PCR results; one patient in our study had a
history of M. tuberculosis but had mixed Amplicor PCR results.
The usefulness of this assay will be in the initial positive diagnosis of tuberculosis; once the assay is qualitative, rather than
quantitative, one can explore the hypothesis that the assay
would be useful for tracking the efficacy of antituberculous
therapy.
AFB smears can detect the organism, but for patients who
have a small number of organisms, the smear loses sensitivity.
In our study, 87 cultures were positive for M. tuberculosis; 81
(93%) were smear positive, and 83 (95%) were PCR positive.
Six samples were smear and culture negative but PCR positive;
all of these patients had prior cultures with M. tuberculosis.
In summary, the Amplicor PCR assay should be very useful
for the rapid detection of M. tuberculosis respiratory infections.
The microtiter plate has 96 wells. Allowing for six controls, 90
decontaminated specimens can be tested by one technologist
in 7.5 h; the technique will be particularly useful in laboratories
serving populations with a high incidence of tuberculosis. It
will also be very useful for populations with a high incidence of
other mycobacterial respiratory infections; a reliably negative
Amplicor PCR result for a specimen with a positive smear
could save needless therapy and patient isolation. The assay
provides a very sensitive and specific, rapid method of detecting M. tuberculosis.
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of the organism makes it difficult to get uniform sampling even

2585

2586

BEAVIS ET AL.

20.

21.

22.
23.
24.

25.

26.

27.

28.

29.

30.
31.
32.
33.

Faussett, S. Cho, T. Shinnick, S. Svenson, S. Wilson, and J. van Embden.
1994. Sensitivity and specificity of PCR for detection of Mycobacterium
tuberculosis: a blind comparison study among seven laboratories. J. Clin.
Microbiol. 32:277–284.
Persing, D. 1993. In vitro nucleic acid amplification techniques, p. 51–59. In
D. H. Persing, T. F. Smith, F. C. Tenover, and T. J. White (ed.), Diagnostic
molecular microbiology. American Society for Microbiology, Washington,
D.C.
Pierre, C., D. Lecossier, Y. Boussougant, D. Bocart, V. Joly, P. Yeni, and A.
Hance. 1991. Use of a reamplification protocol improves sensitivity of detection of Mycobacterium tuberculosis in clinical samples by amplification of
DNA. J. Clin. Microbiol. 29:712–717.
Piper, M., and E. Unger. 1989. Nucleic acid probes: a primer for pathologists,
p. 67–69. ASCP Press, Chicago.
Roche Molecular Systems. 1993. Roche Amplicor Mycobacterium tuberculosis test draft insert, p. 1–11. Roche Molecular Systems, Branchburg, N.J.
Savic, B., U. Sjobring, S. Alugupalli, L. Larsson, and H. Miorner. 1992.
Evaluation of polymerase chain reaction, tuberculostearic acid analysis, and
direct microscopy for the detection of Mycobacterium tuberculosis in sputum. J. Infect. Diseases 166:1177–1180.
Shawar, R., F. El-zaatari, A. Nataraj, and J. Clarridge. 1993. Detection of
Mycobacterium tuberculosis in clinical samples by two-step polymerase chain
reaction and nonisotopic hybridization methods. J. Clin. Microbiol. 31:61–
65.
Sjobring, U., M. Mecklenburg, A. Andersen, and H. Miorner. 1990. Polymerase chain reaction for detection of Mycobacterium tuberculosis. J. Clin.
Microbiol. 28:2200–2204.
Soini, H., M. Skurnik, K. Liippo, E. Tala, and M. Viljanen. 1992. Detection
and identification of mycobacteria by amplification of a segment of the gene
coding for the 32-kilodalton protein. J. Clin. Microbiol. 30:2025–2028.
Stahl, D., and J. W. Urbance. 1990. The division between fast- and slowgrowing species corresponds to natural relationships among the mycobacteria. J. Bacteriol. 172:116–124.
Victor, T., R. du Toit, and P. van Helden. 1992. Purification of sputum
samples through sucrose improves detection of Mycobacterium tuberculosis
by polymerase chain reaction. J. Clin. Microbiol. 30:1514–1517.
Watson, J., M. Gilman, J. Witkowski, and M. Zoller. 1992. Recombinant
DNA, p. 79–90. Scientific American Inc., New York.
Woods, G. 1993. Tuberculosis testing—what now? ASCP Draft Prac. Parameter. 7:1–6.
Woods, G., and F. Witebsky. 1993. Current status of mycobacterial testing in
clinical laboratories. Arch. Pathol. Lab. Med. 117:876–884.
Zolg, J. W., and S. Philippi-Schulz. 1994. The superoxide dismutase gene, a
target for detection and identification of mycobacteria by PCR. J. Clin.
Microbiol. 32:2801–2812.

Downloaded from http://jcm.asm.org/ on September 27, 2020 by guest

4. Centers for Disease Control. 1992. Report and recommendations. Meeting
the challenge of multidrug-resistant tuberculosis: summary of a conference.
19 June 1992.
5. Centers for Disease Control. 1993. Tuberculosis morbidity—United States,
1992. Morbid. Mortal. Weekly Rep. 42:696–704.
6. Clarridge, J., III, R. Shawar, T. Shinnick, and B. Plikaytis. 1993. Large-scale
use of polymerase chain reaction for detection of Mycobacterium tuberculosis
in a routine mycobacteriology laboratory. J. Clin. Microbiol. 31:2049–2056.
7. College of American Pathologists. Microbiology Commission on Laboratory
Inspection: section 4. Accreditation inspection checklist 1994. College of
American Pathologists, Waukegan, Ill.
8. Daniel, T. 1990. The rapid diagnosis of tuberculosis: a selective review. J. Lab
Clin. Med. 116:277–281.
9. De Wit, D., L. Steyn, S. Shoemaker, and M. Sogin. 1990. Direct detection of
Mycobacterium tuberculosis in clinical specimens by DNA amplification. J.
Clin. Microbiol. 28:2437–2441.
10. Eisenach, K., J. Crawford, and J. Bates. 1988. Repetitive DNA sequences as
probes for Mycobacterium tuberculosis. J. Clin. Microbiol. 26:2240–2245.
11. Eisenach, K., M. Sifford, M. Cave, J. Bates, and J. Crawford. 1991. Detection
of Mycobacterium tuberculosis in sputum samples using a polymerase chain
reaction. Am. Rev. Respir. Dis. 144:1160–1163.
12. Hermans, P., D. van Soolingen, J. Dale, A. Schuitema, R. McAdam, D. Catty,
and J. van Embden. 1990. Insertion element IS986 from Mycobacterium
tuberculosis: a useful tool for diagnosis and epidemiology of tuberculosis. J.
Clin. Microbiol. 28:2051–2058.
13. Kent, P., and G. Kubica. 1985. USDHHS public health mycobacteriology. A
guide for the level III laboratory. Centers for Disease Control, Atlanta.
14. Kocagoz, T., E. Yilmaz, S. Ozkara, S. Kocagoz, M. Hayran, M. Sachedeva,
and H. Chambers. 1993. Detection of Mycobacterium tuberculosis in sputum
samples by polymerase chain reaction using a simplified procedure. J. Clin.
Microbiol. 31:1435–1438.
15. Kolk, A., A. Schuitema, S. Kuijper, J. van Leeuwen, P. Hermans, J. van
Embden, and R. Hartskeerl. 1992. Detection of Mycobacterium tuberculosis
in clinical samples by using polymerase chain reaction and a nonradioactive
detection system. J. Clin. Microbiol. 30:2657–2575.
16. Miller, N., S. Hernandez, and T. Cleary. 1994. Evaluation of Gen-Probe
Amplified Mycobacterium Tuberculosis Direct Test and PCR for direct
detection of Mycobacterium tuberculosis in clinical specimens. J. Clin. Microbiol. 32:393–397.
17. Narita, M., Y. Matsuzono, M. Sibata, and T. Togashi. 1992. Nested amplification protocol for the detection of Mycobacterium tuberculosis. Acta
Paediatr. 81:997–1001.
18. Narita, M., M. Shibata, T. Togashi, and H. Kobayashi. 1992. Polymerase
chain reaction for detection of Mycobacterium tuberculosis. Acta Paediatr.
81:141–144.
19. Noordhoek, G., A. Kolk, G. Bjune, D. Catty, J. Dale, P. Fine, P. Godfrey-

J. CLIN. MICROBIOL.

