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Abstract

:

As microbiological diagnostic techniques improve and the frequency of nontuberculous mycobacterial pulmonary disease (NTM-PD) infection increases worldwide, NTM-PD is becoming increasingly important to clinicians and researchers. Vitamin activity has been associated with the host immune response in tuberculosis; however, such information is very limited in NTM-PD. We performed a case-control study in 150 patients with NTM-PD and 150 healthy controls to investigate serum vitamin status. We measured concentrations of vitamins A, D, and E along with homocysteine and methylmalonic acid (MMA) as indicators of vitamin B12 deficiency, using high-performance liquid chromatography (HPLC) or HPLC-tandem mass spectrometry. The serum concentrations of vitamins A and E were significantly lower in patients with NTM-PD than in healthy controls (1.5 vs. 2.1 µmol/L, p < 0.01 for vitamin A; and 27.3 vs. 33.1 µmol/L, p < 0.01 for vitamin E). In contrast, the serum concentrations of vitamin D and homocysteine were not significantly different between the two groups. Vitamin A deficiency (< 1.05 µmol/L) was significantly more prevalent in patients with NTM-PD than in healthy controls (p < 0.01) and was associated with an 11-fold increase in risk of NTM-PD. Multiple vitamin deficiencies were only observed in patients with NTM-PD (7.3% of all NTM-PD patients). Positive correlations were observed among vitamins (vitamins A and D; r = 0.200, p < 0.05; vitamins D and E, r = 0.238, p < 0.05; vitamins A and E, r = 0.352, p < 0.05). Serum vitamin status, demographic variables, and biochemical indicators were not associated with treatment outcomes. Vitamin A deficiency was strongly associated with patients with NTM-PD. Our study suggests that altered vitamin status is associated with mycobacterial disease. Future well-designed prospective studies with large patient cohorts addressing these issues are needed to clarify the significance of vitamins in NTM-PD.
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1. Introduction


The incidence and prevalence of nontuberculous mycobacterial pulmonary disease (NTM-PD) are increasing worldwide, as those of tuberculosis (TB) are decreasing [1,2,3]. Among NTM species, the most frequent human pathogen in many countries is Mycobacterium avium complex (MAC), followed by M. abscessus (MAB) [1,2]. MAC mainly consists of M. avium and M. intracellulare, and MAB is predominantly composed of M. abscessus subspecies abscessus (hereafter referred to as M. abscessus) and M. abscessus subspecies massiliense (hereafter referred to as M. massiliense) [4,5]. In the past, NTM-PD cases were relatively neglected compared to those of pulmonary TB. However, as microbiological diagnostic techniques improve and the frequency of NTM infection increases worldwide, NTM-PD is becoming increasingly important to clinicians and researchers [1,2].



Associations between vitamin status and host immune response to TB have been reported. For example, we previously reported that serum concentrations of vitamin A, vitamin D, and vitamin E in patients with TB were significantly lower than in healthy controls [6]. Also, Pasaki et al. reported that severe TB is associated with vitamin A deficiency [7], and Aibana et al. showed that vitamin A deficiency and low concentrations of vitamin E are associated with increased risk of TB [8,9]. Similarly, other studies have shown concentrations of vitamin E to be lower in patients with TB compared to healthy controls [6,10,11]. Vitamin D has been the most widely investigated vitamin in relation to TB, and patients with TB have lower concentrations of vitamin D than healthy subjects [12,13,14,15,16,17,18]. Additionally, a likely role of vitamin B12 metabolism in pathogenesis of TB was suggested by Gopinath et al. and Young et al. [19,20]. Although studies on vitamin status and pulmonary TB are numerous, there has not yet been a study to evaluate reliable biomarkers for vitamin status in patients with NTM-PD. Considering the clinical significance and increasing incidence of NTM-PD, a study investigating the association between nutritional status and NTM-PD was needed. Thus, this study aimed to investigate vitamin status in patients with NTM-PD and various parameters associated with vitamin status as well as the relationship between vitamin status and NTM treatment outcome.




2. Subjects and Methods


2.1. Study Design, Diagnosis, and Definitions


We performed a case-control study in 150 patients with NTM-PD and 150 healthy controls to investigate serum vitamin status. The study was approved by the Institutional Review Board of Samsung Medical Center (IRB No: SMC-2008-09-016). Patients with NTM-PD were recruited consecutively from April 2014 to January 2017, and the subjects provided written consent for participation in this study. All patients satisfied the diagnostic criteria for NTM-PD described in the American Thoracic Society/Infectious Diseases Society of America statement [21]. The exclusion criteria were as follows: (a) patients with cancers; (b) patients who tested positive for human immunodeficiency virus; (c) patients with hepatic or renal impairment (total bilirubin > 2.5 mg/dL, aspartate aminotransferase (AST) or alanine aminotransferase (ALT) > 3 times the upper limits of the reference range, alkaline phosphatase > 5 times the upper limits of the reference range, serum creatinine > 1.8mg/dL); (d) patients with uncontrolled bleeding disorders; (e) patients with life-threatening disease; and (f) patients with concurrent NTM infection and pulmonary TB. We used the AdvanSure Mycobacteria GenoBlot assay (LG Life Science, Seoul, Korea) to identify NTM species [22,23,24]. Patients enrolled in this study had NTM-PD caused by four major pathogens: M. avium, M. intracellulare, M. abscessus, and M. massiliense. Control groups without current or prior diagnosis of NTM-PD were randomly selected from healthy individuals who visited a health promotion center for regular health checkups. We obtained demographic data from electronic medical records, and cases and controls were individually matched for age and sex. We defined a body mass index (BMI) less than 18.5 kg/m2 as underweight [25]. The status of vitamin A, vitamin D, vitamin E, homocysteine and MMA (as a vitamin B12 status indicator) was compared between patients with NTM-PD and healthy controls. In addition, serum vitamin concentrations were also measured after treatment in patients with NTM-PD to confirm correlation with treatment outcome. The treatment outcome of NTM-PD was assessed at 12 months after antibiotic treatment initiation. Treatment success was defined as culture conversion with three consecutive negative sputum cultures and maintenance of negative culture status until the end of treatment [26].




2.2. Analytical Procedures


Blood samples were collected before the start of treatment during the first visit, with the patient in the fasting state. Vitamin A and E concentrations were determined using an Agilent 1200 series high-performance liquid chromatography (HPLC) system (Agilent Technologies, Waldbronn, Germany) using commercial reagent kits (Chromsystems Instruments & Chemicals GmbH, München, Germany). An Agilent 1260 Infinity LC (Agilent Technologies) coupled to an Agilent 6460 Triple Quadrupole mass spectrometer (MS) was used for measurement of vitamin D concentration. We measured homocysteine and MMA concentrations using a Xevo TQ-S tandem MS (Waters Corporation, Milford, MA, USA) equipped with an Acquity UPLC system (Waters Corporation). All assays showed good repeatability, with all the coefficients of variation below 10%. We routinely participate in external quality assurance programs such as the Proficiency Testing/Quality Management program of the College of American Pathologists (CAP) survey and the Vitamin D External Quality Assessment Scheme (DEQAS) to verify the accuracy of our assay. Serum chemistry parameters of albumin, C-reactive protein (CRP), total protein, total cholesterol, AST, and ALT were measured for assessing biochemical status by a Roche modular analyzer (Roche Diagnostics Corp., Indianapolis, IN, USA).



The vitamin deficiency status groups were defined as previously described, i.e., serum vitamin A < 1.05 µmol/L, vitamin D deficiency as a serum 25(OH)D < 20 ng/mL, vitamin E < 11.6 µmol/L, and vitamin B12 deficiency as a homocysteine concentration > 15 µmol/L plus an MMA concentration > 300 nmol/L [6,27,28].




2.3. Statistical Analysis


Continuous variables were presented as median and interquartile range (IQR). P values less than 0.05 were regarded as statistically significant. The assessment of normality was conducted by the Shapiro-Wilk test. We used the Wilcoxon Mann-Whitney test for continuous variables to determine the significance of differences. We calculated proportions for categorical variables, and the Chi-square test and Fisher’s exact test were used to assess equality of proportions as appropriate. The Kruskal-Wallis rank sum test with Bonferroni’s post hoc test was performed to evaluate the significance of differences in serum vitamin concentrations by etiology in NTM-PD. To investigate the associations among vitamin status, demographic data, and biochemical results, Spearman’s correlations were used. We performed logistic regression analysis on the factors associated with NTM-PD, and we conducted multivariable linear regression analysis to examine factors related to serum vitamin concentrations. These analyses were performed using IBM SPSS software v24.0 (IBM Corp., Armonk, NY, USA), MedCalc v11.5.1.0 (MedCalc Software, Mariakerke, Belgium), and SAS version 9.4 (SAS Institute, Cary, NC, USA).





3. Results


3.1. General Characteristics of the Study Population


This study comprised 150 patients with NTM-PD and 150 healthy controls, with 44 men and 106 women in each group. Of the 150 patients with NTM-PD, 64 (42.7%) had sputum specimens that were smear-positive for acid-fast bacilli. On chest radiograph, 52 (34.7%) patients had cavitary lesion(s). The etiologic organisms were M. intracellulare (35.3%), followed by M. avium (34.0%), M. massiliense (18.7%), and M. abscessus (12.0%).



The general characteristics of the patients with NTM-PD and healthy controls are summarized in Table 1. Patients with NTM-PD were more frequently underweight than were healthy controls (p < 0.001). The median concentrations of total protein, albumin, and CRP were higher in patients with NTM-PD than in healthy controls, whereas total cholesterol concentrations were significantly lower in the NTM-PD patients than in healthy controls.




3.2. Vitamin Status in the Study Population


The serum vitamin concentrations of the study populations and the vitamin deficiency status groups, defined as described above, are shown in Table 2 and Figure 1. Serum concentrations of vitamins A and E in patients with NTM-PD were significantly lower than in healthy controls (p < 0.001). Serum MMA concentration was higher in patients with NTM-PD than in healthy controls (p < 0.001). However, serum concentrations of vitamin D and homocysteine were not significantly different between the two groups. In the analysis of vitamin deficiency status, vitamin A deficiency was significantly more prevalent in patients with NTM-PD than in healthy controls (11/150 (7.3%) vs 0/150 (0%), p < 0.001). Except for vitamin D, vitamin deficiency status was observed only in patients with NTM-PD. Multiple vitamin deficiencies were only observed in patients with NTM-PD (7.3% of all NTM-PD patients), with combined vitamin A and D deficiency being common. An additional analysis of the association of severe vitamin D deficiency (serum 25(OH)D level < 10 ng/mL) and patients with NTM-PD did not show a significant result. Bivariate logistic regression analysis revealed that serum concentrations of vitamin A, vitamin E, and MMA were related to NTM-PD as shown in Table 2. However, vitamin E or vitamin B12 deficiency status was not associated with NTM-PD (Table 2). In an analysis by etiology of NTM-PD, only serum concentrations of vitamin A showed a significant difference (M. avium, 1.7 µmol/L; M. intracellulare, 1.5 µmol/L; M. abscessus, 1.3 µmol/L; and M. massiliense, 1.6 µmol/L, p = 0.010).




3.3. Factors Associated with Vitamin Concentrations of the Study Population


Table 3 shows the correlations among concentrations of vitamins, demographic data, and biochemical results. Positive correlations among vitamins (vitamins A with D, r = 0.200; vitamins D with E, r = 0.238; and vitamins A with E, r = 0.352, p < 0.05) were observed in the study population. Homocysteine and MMA were also positively correlated (r = 0.247, p < 0.05).



BMI and total cholesterol were positively correlated with vitamin A and/or vitamin E concentrations. The strongest correlation found in the study population was between vitamin E and total cholesterol (r = 0.593, p < 0.05). Vitamin A showed positive correlations with total cholesterol (r = 0.314, p < 0.05) and BMI (r = 0.367, p < 0.05) and a negative correlation with CRP (r = −0.374, p < 0.05). Multivariable regression analysis showed that, BMI, albumin, total protein, total cholesterol, and ALT were related to vitamin A. Vitamin D and homocysteine were associated with age, and vitamin E was associated with age, sex, and total cholesterol.




3.4. Associations between Vitamin Concentrations and Treatment Outcome of NTM-PD


Twenty-nine patients with NTM-PD did not have an antibiotic treatment record, but 121 patients received antibiotic treatment and regular sputum culture tests. Among these 121 patients, 11 were lost to follow up and 110 patients were finally reviewed for treatment outcome analysis. Seventy-seven patients (70%) achieved sputum culture conversion within 12 months of treatment. Serum vitamin concentrations were increased in the treatment success group but not significantly (Table 4). As shown in Table 4, serum vitamin status, demographic variables, and biochemical indicators did not show significant differences between the sputum culture conversion group and the treatment failure group.





4. Discussion


This is the first comprehensive comparative investigation of vitamin status in patients with NTM-PD compared with age- and sex-matched healthy controls. We performed a case-control study to assess the relationship of vitamin status with NTM-PD, and we also studied possible relationships between clinical data, laboratory results, and treatment outcomes with vitamin status in patients with NTM-PD.



Micronutrients such as vitamins can affect several components of innate immunity, and vitamin deficiencies influence host immunity to various infections [29,30]. Deficiencies in vitamins A and D may reduce natural killer cell function [29], and although vitamin E deficiency is rare in healthy subjects, it causes damage to both T cells and B cells [31]. Vitamin B12 plays an important role in immune system regulation through effects on cytotoxic cells, and a previous study showed that the percentage of CD4+CD25+ regulatory T cells was lower in vitamin B12-deficient babies than in control subjects [32,33]. Absorbing and retaining essential vitamins is important to human health, and a lack of vitamins can cause problems with the immune system.



In this study, serum vitamin A concentrations in patients with NTM-PD were significantly lower than in healthy controls. In a previous study, baseline vitamin A deficiency was associated with a 10-fold increase in risk of TB disease (adjusted odds ratio, 10.53; p < 0.001) [8]. Similarly, our study found that serum concentration of vitamin A was associated with an 11-fold increase in risk of NTM-PD, demonstrating that vitamin A deficiency was more common in patients with NTM-PD than in healthy controls. Since vitamin A concentrations are lower in subjects with high serum CRP levels [34], we performed statistical analysis of vitamin A concentrations after excluding subjects with high CRP levels; the results were not significantly different. Recently, Coleman reported that a metabolite of vitamin A (all-trans retinoic acid, atRA) promotes macrophage autophagy and reduces bacterial burden in human macrophages infected with Mycobacterium tuberculosis [35]. The atRA-induced augmentation of the autophagy pathway was also observed in other respiratory infections. Moreover, Wheelwright showed that vitamin A-triggered anti-M. tuberculosis activity requires expression of Niemann-Pick disease type C2 protein [36]. These results indicate that low concentrations of vitamin A may be associated with a compromised ability of the host to inhibit mycobacterial infection. Vitamin A is thought to be important in protection against mycobacterial infection, and understanding this process will be helpful in the treatment of patients [37].



Multiple studies have examined the role of vitamin D in various infectious diseases [38]. In our study, serum vitamin D concentrations did not differ significantly between patients with NTM-PD and healthy controls. Additionally, NTM-PD was not associated with vitamin D deficiency or severe vitamin D deficiency. A similar result was reported in patients with NTM-PD (24.1 ng/mL in NTM-positive patients and 22.8 ng/mL in NTM-negative patients, p = 0.21) in a cystic fibrosis population [39]. Contrary to our findings, a lower median concentration of serum 25(OH)D and an association with severe vitamin D deficiency were previously reported in patients with NTM-PD, in a case-control study [40]. The different analytical methods used to measure vitamin D in the two studies may be the cause of the discrepancies, as serum 25(OH)D concentration was measured using an enzyme-linked immunosorbent assay (ELISA) kit (Immundiagnostik AG, Bensheim, Germany) in the previous study and by LC-MS/MS in this study. The 25(OH)D concentration measured by the ELISA was biased −14.2 ± 91.0 nmol/L (bias ± SD) from the LC-MS/MS method, and therefore, the number of patients with vitamin D deficiency could have been overestimated in the previous study [41]. In cases with strong binding of 25(OH)D to vitamin D-binding protein, the total 25(OH)D concentration may not be sufficient to accurately evaluate vitamin D status [42]. We believe that our results may be more accurate because we used the LC-MS/MS method, which is considered the gold standard of vitamin D analysis, and previous studies have shown that this method has good sensitivity and accuracy for quantifying both 25(OH)D2 and 25(OH)D3 [43,44,45,46]. Moreover, a review of factors contributing to susceptibility to NTM-PD found no direct evidence of a role for vitamin D deficiency [47], and Kim reported that a higher level of gene expression for antimicrobial peptide is more likely to be associated with NTM-PD than serum vitamin D status [48]. Several studies have shown an association between vitamin D receptor gene polymorphism and the risk of TB [49,50], but they were not conclusive in regard to NTM-PD [49,51,52]. Unlike in TB, the role of vitamin D in NTM-PD seems to be limited, possibly due to the differences in virulence of the causative organisms and the ensuing immune responses.



We found that serum vitamin E concentrations among patients with NTM-PD were lower than among healthy controls. Although no previous study has evaluated vitamin E in patients with NTM-PD, vitamin E concentrations were reportedly lower in patients with TB than in healthy subjects [6,10,53]. Vitamin E is an efficient antioxidant and plays a role in regulation of the immune system [54,55]. Oxidants play a significant role in lung injury, and a temporary vitamin E deficiency has been reported to induce reversible changes in expression of pro-inflammatory and anti-inflammatory markers [56]. Consumption of vitamin E-selenium supplements has shown potential in reducing reactive oxygen species and increasing antioxidant activities in patients with TB [57].



We used serum MMA and homocysteine as biomarkers of vitamin B12 status because they are the most sensitive and specific indicators of functional vitamin B12 deficiency [58]. Serum MMA concentrations in patients with NTM-PD were significantly higher than in healthy controls, but homocysteine concentrations did not differ between the two groups. Although both MMA and homocysteine are used to identify vitamin B12 deficiency, MMA is known to be a more sensitive and specific biomarker for diagnosis of vitamin B12 deficiency [58]. Comparison of genome sequences of M. tuberculosis with NTM species (i.e., M. marinum and M. kansasii) revealed diversity among genes associated with vitamin B12-related metabolism [20]. However, measurements of serum MMA showed a similar pattern of higher concentrations in patients with NTM-PD and TB than in healthy controls [6].



In regard to demographic characteristics, patients with NTM-PD had a lower BMI when compared to healthy controls, consistent with previous studies [59,60,61,62]. In addition, positive correlations were found between serum concentrations of vitamin A, D, and E, and BMI. This result could be due to the fat solubility of these vitamins and their known associations with BMI [63]. In our study, total protein and total cholesterol concentrations were also lower in patients with NTM-PD than in healthy controls. Low total cholesterol concentrations in patients with NTM-PD were reported in a previous study [62]. Both reduced synthesis and enhanced metabolism may be the reason for lower total cholesterol concentrations in patients with NTM-PD [64]. In our study, total cholesterol concentration showed the strongest correlation with vitamin E concentration in a correlation analysis between vitamin concentrations and nutritional status-associated parameters. It has been reported that there are significant correlations between serum cholesterol and vitamin E [65]. Vitamin A is another fat-soluble vitamin that correlates with lipids almost as strongly as vitamin E does [66,67].



There was no association of vitamin status with treatment outcome of NTM-PD in this study. To our knowledge, no studies have identified an association between vitamin status and treatment outcome of NTM-PD. However, plasma levels of vitamin A appear to increase following initiation of TB treatment [68]. The association between vitamin D status and TB treatment outcome is inconsistent in previous studies [68,69]. Future well-designed randomized controlled trials among patients with NTM-PD would be helpful to clarify this issue.



Our study had a few limitations. Serum vitamin concentrations obtained with a single measurement may not reflect long-term vitamin status, and we could not obtain data on dietary supplementation of vitamins in the study population. Future well-designed randomized controlled trials are needed to explore whether vitamin status is associated with treatment outcome in NTM-PD.




5. Conclusions


In conclusion, we report the first comparison of the status of multiple vitamins in patients with NTM-PD and healthy controls. Our study suggests that altered vitamin status is associated with mycobacterial disease, and that vitamin A might play an important role in NTM-PD. Hence, future well-designed prospective studies with large patient cohorts addressing these issues are needed to clarify the significance of vitamins in NTM-PD.
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Figure 1. Comparison of vitamins and vitamin B12 status indicator between healthy controls and patients with nontuberculous mycobacteria (NTM). (a) vitamin A. (b) vitamin D (c) vitamin E and (d) methylmalonic acid 
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Table 1. General characteristics