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Abstract: Chronic immune activation in tuberculosis (TB) associated with human immunodeficiency
virus (HIV) infection (HIV/TB) modifies their clinical course. We prospectively measured osteopontin
(OPN)), full-length galectin-9 (FL-Gal9), and total-Gal9 (T-Gal9) levels in 32 patients with HIV/TB
coinfection treated with anti-tuberculosis and antiretroviral therapies over 6-18 months to determine
the amelioration of inflammatory conditions in response to the therapies. We observed a significant
time-dependent decrease in FL-Gal9 in both pulmonary TB (PTB, n = 20) and extrapulmonary TB
(EPTB, n = 12) patients. The levels of T-Gal9, OPN, and CRP decreased significantly after treatment
in only PTB patients. We calculated the inflammatory score (INS) indicating immunologic recovery
based on the decline in OPN, FL-Gal9, T-Gal9, and CRP levels. Baseline levels of T-Gal9 and OPN
positively correlated with INS in all TB and only PTB patients, respectively, indicating that their levels
predict better recovery. In contrast, FL-Gal9 levels at the second visit negatively correlated with INS
in EPTB patients. The decrease rate in OPN levels at the second visit also correlated positively with
INS in PTB patients. Women showed a higher INS and lower levels of FL-Gal9 than men. The patients
with moderate grade severity on chest X-ray had higher CD4 cell numbers than those with limited
grade severity. Monitoring these markers will help to predict and assess the response to therapy
as well as to devise strategies to reduce the complications caused by chronic immune activation in
patients with HIV/TB coinfection.
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1. Introduction

Human immunodeficiency virus (HIV) infection is the most potent risk factor for
developing tuberculosis (IB) by weakening immune responses against Mycobacterium
tuberculosis (MTB) [1,2]. Notably, compared to the general population, the risk of active
TB is 19% higher in people living with HIV (PLHIV) and remains higher despite their
being prescribed effective ART [3], although the incidence reduces considerably with the
duration of ART [4]. HIV-induced immunosuppression modifies the clinical presentation
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of HIV/TB coinfection [5]. PLHIV are less likely to present with pulmonary TB even if
they have CD4+ T cell counts in a normal range. Contrarily, they commonly present with
extrapulmonary manifestations such as pleural effusion or lymphadenopathy. PLHIV with
advanced disease show atypical signs and symptoms and more frequent extrapulmonary
dissemination [6]. They can present with all varieties of extrapulmonary TB (EPTB) involv-
ing various organs like the bone, liver, spleen, vertebrae, meninges, spine, and kidney. More
than 50% of patients with HIV/TB coinfection are reported to present with extrapulmonary
manifestations [7]. The treatment for HIV/TB coinfection is also challenging [8]. The
standard 6-month regimen results in the prompt sterilization of sputum and low treatment
failure rates, similar to those observed in HIV-negative persons [9]. However, studies have
documented higher rates of relapse in patients with HIV/TB coinfection who received
anti-TB therapy (ATT) for 6 months, as compared with 9-12 months [10]. Scores based on
the expression of interferon-stimulated genes (ISG) at baseline and post-treatment showed
a modest prognostic performance for recurrent TB, indicating the role of inflammatory
markers and immunological recovery in predicting TB recurrence [11].

HIV-1 infection causes a chronic inflammatory condition leading to immunodefi-
ciency [12]. Galectin-9 (Gal-9) and Osteopontin (OPN) are matricellular proteins (MCPs)
involved in inflammation and extracellular remodeling by acting as connective tissue
growth factors. The plasma levels of both Gal-9 and OPN are elevated in various infectious
diseases [13,14]. We reported that plasma Gal-9 levels were shown to have the potential
to serve as a cheaper surrogate marker of viremia in HIV-positive patients on ART with
a very high sensitivity and specificity [15]. Another group suggested that elevated Gal-9
levels are also predictive of deleterious non-acquired-immunodeficiency-syndrome (non-
AIDS) events, particularly cardiovascular complications, in people with HIV initiating
ART [16]. On the other hand, OPN levels reflect the acute response and severity of MTB
infection [17,18]. Interestingly, the levels of OPN protein expression were inversely corre-
lated with disseminated infection and the patient’s death. Therefore, it was proposed that
OPN contributes to human resistance against mycobacteria [19]. Recently, gene therapy
using an adenovirus vector encoding the OPN gene led to high immune responses against
TB infection in mice [20].

When evaluating Gal-9 and OPN functions, we need to remember that Gal-9 and
OPN are highly susceptible to proteolysis via various biological reactions, including in-
flammation and resistance against infections. The proteolysis is supposed to erase or
change the bioactivities of Gal-9 and OPN [13,14]. Therefore, we need to clarify whether
(1) full-length (FL), (2) cleaved, or (3) both FL and cleaved forms of both Gal-9 and OPN
were examined when measuring their circulating levels. Gal-9 is separated into N- and
C-terminal carbohydrate-recognition domains (NCRD and CCRD, respectively) by proteol-
ysis in the linker peptide of the molecule [21]. We reported that the plasma levels of Tr-Gal9
measured by Galpharmer Elisa and T-Gal9 measured by R&D Elisa are the most sensitive
biomarker of inflammation and severity in AIDS and HIV /TB coinfection [22,23]. Similarly,
we measured the total plasma concentration of FL and the cleaved form of OPN by R&D
Elisa [14,24]. Their levels were reported to help in monitoring the severity of HIV/TB
coinfection in a cross-sectional analytical study [21-23].

For the clinical treatment of HIV/TB coinfection, it is important to manage the prog-
nosis of the patients. In this study, we monitored the time course of the plasma levels of
T-Gal9, FL-Gal9, and OPN in AIDS patients with pulmonary TB (PTB) and EPTB. Moreover,
we assessed the degree of inflammation at the last hospital visit in each of those patients as
a single numerical value that was expressed as inflammatory score (INS). Through these
analyses, we clarified that measuring plasma FL-Gal9, T-Gal9, and OPN levels at the initial
stage of treatment can predict the recovery of inflammation at the end of therapy. We aimed
to clarify that the monitoring of plasma Gal-9 and OPN could help the management of
patients with HIV /TB coinfection in the prospective study.
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2. Materials and Methods
2.1. Study Settings and Participants

This prospective study was conducted in four ART centers in Pune, India. Adult HIV-
positive individuals, co-infected with TB and either to be initiated or within 14 days of anti-
tubercular treatment initiation, were enrolled. Individuals with PTB were microbiologically
confirmed as having tested positive by sputum acid-fast bacillus test (AFB) and/or Xpert
MTB/RIF assay. The diagnosis of EPTB was primarily presumptive and was based on
clinical signs and symptoms, as well as radiological investigations. The spectrum of EPTB
patients comprised lymphadenopathy (6), abdominal tuberculosis (5), and meningitis (1).
The experimental design is explained in Figure 1.

Experimental design

| Cohort of HIV/TB coinfected patients enrolled at the time of TB diagnosis

HIV infected individuals with pulmonary TB HIV infected individuals with extrapulmonary TB
(PTB, n=20; M:F=14:6) (EPTB, n=12; M:F=9:3)

Blood and data collection at enrolment (V1), 2 months (V2) of antituberculosis treatment initiation
and end of the treatment (V3)

l

Testing of inflammatory markers such as Osteopontin, Total Galectin-9 (T-Gal9), Full length Galectin-9 (FL-Gal9) and C-reactive
proteins levels in plasma samples at V1, V2, V3

2{&} - = = CF:} 0@ Galectin-9
= &5 D= @ Enyme @ Substrate %Si‘"al

T-Gal9 consisting full length and cleaved Gal9 detection by R&D ELISA kit FL-Gal9 detection by ELISA Genie kit

Assessment of percent decrease in the level of the markers as compared to their baseline (decrease rate > 75%: 3; 75 = decrease rate
>50%: 2; 50 > decrease rate > 25%: 1; 25 > decrease rate > -25%:0, decrease rate < -25%: -1)

l

Calculation of inflammatory score (INS) by adding the individual scores for these markers |

Figure 1. Flow chart of the experimental design: The figure explains the flow of events in terms of
the number of enrolled patients, longitudinal follow-up, and the calculation of inflammatory score.
It also explains the methodology used for detecting total Galectin-9 and full-length Galectin-9 in
plasma samples by different ELISA kits.

2.2. Sample Collection and Data Collection

Blood samples were collected at baseline (V1), at the second month (V2), and at the
end of treatment (V3). Plasma samples were separated and stored at —80 °C until testing.
Sociodemographic and clinical data were collected using a structured questionnaire and
included clinical, radiological, and laboratory findings.

2.3. Estimation of Matricellular Proteins and Other Inflammatory Markers

Inflammatory conditions of the patients were monitored by measuring the plasma
concentration of OPN, T-Gal9, FL-Gal9, and CRP. The values were determined by com-
mercially available ELISA or Luminex assay at the three aforementioned time points as
described previously [23].

2.3.1. OPN ELISA Assay

Human Osteopontin DuoSet ELISA Kits (R&D Systems, Minneapolis, MN, USA) were
used to measure plasma concentrations of OPN. The manufacturer’s instructions were
followed to process the plasma samples (dilution: 1:100) for the detection of OPN. The limit
of detection (LOD) for the OPN ELISA was 62.5 pg/mL. The kits can detect both FL and
cleaved forms of OPN [24].



Viruses 2024, 16, 664

4of 16

2.3.2. T-Gal9 ELISA Assay

Human Galectin-9 DuoSet ELISA Kits (R&D Systems, Minneapolis, MN, USA) were
used to measure plasma concentrations of T-Gal9. The manufacturer’s instructions were
followed to perform the ELISA after diluting plasma samples to 1:10 through a reagent
diluent supplied with the kit. The limit of detection (LOD) for the T-Gal9 ELISA was
93.8 pg/mL. The kits can detect both FL and cleaved forms of Gal9 [21].

2.3.3. Full-Length Galectin-9 ELISA Assay

Human GAL9 ELISA Kit (ELISA Genie, Dublin, Ireland) was used to measure the
FL-Gal9 concentrations in the plasma samples of the study participants. The kit uses a
capture antibody against N-CRD and a detection antibody against C-CRD of Galectin-9,
and hence specifically detects FL-Gal9. The LLOD for detecting the FL- Gal9 by the kit was
7.8 pg/mL.

2.3.4. CRP ELISA Assay

High-Sensitivity C-Reactive Protein Enzyme Immunoassay Test Kit (Bio Check, San
Francisco, CA, USA) was used to measure the concentrations of CRP in plasma samples as
per the manufacturer’s instructions. The analytical range of the ELISA was 0.1-10 mg/L.
Samples with values above 10 mg/L were retested after further diluting them 10 times
with the sample diluent.

2.4. Classification of the Severity of the Chest X-ray Findings

Limited involvement is defined as the presence of lesions with slight to moderate
density, but no cavitations. Lesions may be present in a small portion of one or both lungs,
but the total extent of the lesions should not exceed the size of the apex of the lung.

Moderate involvement is defined as lesions present in one or both lungs, with a total extent
which does not exceed the following;:

Scattered lesions of slight to moderate density that may extend throughout the total volume
of one lung or may partially involve both lungs.

Dense, confluent lesions that extend to up to 1/3 of the volume of one lung. Cavitation
with a diameter of <4 cm.

2.5. Scoring for Inflammatory Markers
INS in each patient was also calculated as follows:

For OPN, T-Gal9, FL-Gal9, and CRP levels, each decrease rate was calculated as the
percentage of concentration at the first visit minus concentration at the third visit. Based on
each decrease rate, the score for each marker was defined as follows: decrease rate > 75%:
3; 75 > decrease rate > 50%: 2; 50 > decrease rate > 25%: 1; 25 > decrease rate > —25%:0;
decrease rate < —25%: —1. Finally, the total score, calculated by adding the individual
scores for these markers, was designated as INS.

INS classified each patient into immunologic successor (above 6 for all TB patients and 8
for only PTB) and failure (below 5 for all TB patients and 7 for only PTB). The median of the
total score was used to classify each patient as a successor or failure and obtain the cut-off
value of each marker to discriminate successors from failures using ROC curve analysis.

2.6. Statistical Analysis

A statistical analysis was performed using GraphPad Prism 8 (San Diego, CA, USA).
Differences between the two groups and among multiple groups were assessed by Mann—
Whitney U and Kruskal-Wallis tests, respectively. Correlations were assessed by Spear-
man’s rank correlation coefficient. An ROC analysis was conducted to analyze the ability
of biomarkers to recognize PTB and EPTB groups showing immunological recovery.
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3. Results
3.1. Characterization of the Patients

We enrolled 32 participants with HIV who were diagnosed with TB at ART centers
in Pune, India. Of the 32 individuals with HIV/TB coinfection, 20 and 12 were diagnosed
with PTB and EPTB, respectively. PTB patients were microbiologically confirmed as having
tested positive by Sputum acid-fast bacillus test (AFB) and/or Xpert MTB/RIF assay. The
rifampicin-resistance type was detected in one of the PTB patients. The spectrum of EPTB
patients comprised lymphadenopathy (6), abdominal kochs (5), and meningitis (1). The
individuals were followed three times during their treatment period: at enrollment (V1),
after two months (V2), and at the end of therapy (V3). The samples could not be collected
for three individuals at the end of therapy. Of the total number of individuals with HIV-TB
coinfection, 9 of 12 individuals with EPTB (75%) and 11 of 20 individuals with PTB (55%)
were on antiretroviral therapy.

3.2. Analysis of Markers of the Patients

The baseline data of the enrolled participants are listed in Table 1. We found no signifi-
cant differences in age, body weight, the duration of therapy, gender, and viral load between
individuals with PTB and EPTB patients. CD4 counts were significantly higher in EPTB
patients than those with PTB at the enrolment visit as a higher proportion of EPTB patients
were on ART than the PTB patients. The levels of FL-Gal9 (one tailed p value = 0.0305)
and CRP (p = 0.0081) were found to be significantly lower in individuals with EPTB than
those with PTB at baseline. OPN and T-Gal9 levels did not differ significantly at baseline in
individuals with PTB and EPTB. An inflammatory score (INS) was devised to express the
decline in these markers in comparison to their baseline levels. A higher score indicated
a greater degree of recovery from inflammation as the decline in the levels was greater.
The INS did not differ significantly in individuals with PTB and EPTB, although the scores
tended to be higher in individuals with PTB.

Table 1. Profiles of the patients.

PTB EPTB All TB

Parameters, Median (IQR) p Value
n =20 n=12 n =32
Age (Years) 46 (40-52) 40.5 (33-48) 45.5 (38-50) 0.1431
Body weight (kg) 46.7 (41-56) 49.5 (38-64) 48.5 (40-56) 0.7228
Duration of therapy (months) 6 (6-12) 6 (6-12) 6 (6-12) 0.8956
Gender:Male:Female 14:06 09:03 23:09 >0.9999
CDA4 count (cells/ piL) 181.5 (128-360.5) 383 (325-528.8) 143 (304-399.8) 0.0055
<200 no. (%) 11 (55) 1(8.3) 12 (37.5)
201-500 no. (%) 8 (40) 7 (58.3) 15 (46.9) -
>500 no. (%) 1(5) 4(33.3) 5(15.6) -
Viral Load (copies/mL), 155.5 (0-65,547) 0(0-31,204) 0(0-54,508) 0.2014
INS 8 (5-9.75) 5 (3-7) 6 (5-8) 0.1024
OPN (ng/mL) 91.7 (64.1-114.4) 87.5 (71.8-100.5) 89.6 (69.4-107.6) 0.833
T-Gal9 (pg/mL) 7473 (6056-9095) 6593 (4099-10,952) 7473 (4689-9862) 0.7445
FL-Gal9 (pg/mL) 6000 (3409-6000) 3502 (1274-5604) 5371 (2895-6000) 0.0305 (one tailed)
CRP (mg/L) 53.9 (9.6-74.7) 8.0(2.9-20.0) 19.9 (6.8-71.5) 0.0081

Bold p values indicate statistical significance. IQR: interquartile range; TB: tuberculosis; PTB: pulmonary TB; EPTB:
extrapulmonary TB; INS: inflammatory score; OPN: osteopontin; T-Gal9: total galectin-9; FL-Gal9: full-length
galectin-9; CRP: C-reactive protein.

All four markers (OPN, T-Gal9, FL-Gal9, and CRP) significantly decreased in PTB
patients (p = 0.0023, 0.0023, <0.0001, and 0.0023, respectively) at the end of the treatment
as compared to their baseline levels and the decrease was most remarkable for FL-Gal9.
Among individuals with EPTB, the decrease was significant in FL-Gal9 only (p = 0.0042)
(Figure 2).
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Figure 2. Changes in four markers during three visits. V1, V2, and V3 are the 1st, 2nd, and 3rd visits.
Dot plots showing changes in (A) plasma OPN levels, (B) plasma T-Gal9 levels, (C) plasma CRP
levels, and (D) plasma FL-Gal9 levels in PTB and EPTB patients at V1 (baseline), V2 (month 2), and
V3 (end of treatment). p values showing significant changes in the levels are indicated as * (p < 0.05),
** (p < 0.01), *** (p < 0.0001).

3.3. Correlation of Baseline Levels of Inflammatory Markers with Each Other and with INS

We investigated whether the levels of the parameters at the first visit were related to
each other and INS. Notably, INS correlated differentially with different markers. We found
a positive correlation of T-Gal9 levels with INS in all TB patients, irrespective of the site
involved (Figures 3A and 4A). Conversely, a negative correlation was observed between FL-
Gal9 levels and INS in individuals with EPTB (p = 0.0371, one-tailed; Figure 3A), while INS
was found to correlate positively with OPN in individuals with PTB (Figures 3B and 4B).
We also found a positive correlation of T-Gal9 and FL-Gal-9 levels in individuals with
TB, irrespective of the site of infection, while individuals with PTB showed a positive
correlation between T-Gal-9 and OPN (Figure 3B). Additionally, we found a negative
correlation of FL-Gal9 levels with CD4 counts in all TB patients at the first visit (Figure 3A).
Baseline levels of the markers failed to show any significant correlation with each other in
individuals with EPTB. Overall, these results suggested that baseline T-Gal9, OPN, and
FL-Gal9 levels may be related to the degree of recovery from inflammation in all TB, PTB,
and EPTB patients, respectively.
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Figure 3. Correlations between each parameter at first visit and INS in (A) all AIDS/TB,
(B) AIDS/PTB, and (C) AIDS/EPTB patients. The correlation coefficient is shown in each cell
and as colors ranging from blue to red. OPN: osteopontin; T-Gal9: total galectin-9; FL-Gal9: full-
length galectin-9; CRP: C-reactive protein; BW: body weight; INS: inflammatory score, * p < 0.05;
#p < 0.05 (one-tailed).
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Figure 4. Correlations of INS with markers at the first visit. Scatter plots for positive correlations of
INS with (A) plasma T-Gal9 levels in all TB patients and with (B) plasma OPN levels in PTB patients
are shown accompanied by correlation coefficients (r) with 95% confidence interval (CI) and p-value.
95% Cl is also shown by dotted ranges.

3.4. Role of Baseline Inflammatory Markers in Predicting Immunological Recovery in Response to
Antituberculosis Treatment

To confirm whether the measurement of baseline T-Gal9 levels in all TB patients and
baseline OPN levels in PTB patients can be used to predict if the patients have higher
or lower INS, we performed a receiver operating characteristic (ROC) analysis of these
two markers. We determined median INS in each group (median total score of 6 in all TB
patients and 8 in only PTB patients), so that we defined the median or higher score as higher
INS and the less than the median score as lower INS. As a result, T-Gal9 levels had sufficient
accuracy to significantly discriminate higher INS from lower INS (AUC: 0.7402) in all TB
patients (Figure 5A). By contrast, OPN levels could not discriminate INS substantially when
analyzed in PTB patients (Figure 5B). These results highlighted the potential of T-Gal9 levels
as an accurate marker to predict recovery from inflammation in patients with HIV/TB
coinfection irrespective of the site of infection.

B 1.0

OPN at 1st visit

Cut off = 77.46 ng/mL

— AUC =0.7639 (95% CI: 0.5286 to 0.9992)
Sensitivity = 0.8889, Specificity = 0.625

p =0.0675

T-Gal9 at 1st visit
Cut off = 7888 pg/mL

Sensitivity
o
(&2}

Sensitivity = 0.5882, Specificity = 0.8333
p =0.0300

0.03+
0.0 0.5 1.0
1 - Specificity

1.0

Figure 5. Diagnostic accuracy for discriminating the patients with higher INS from those with lower
INS at the first visit. The receiver operating characteristic (ROC) curves are accompanied by cut off
values, area under the curve (AUC) with 95% confidence interval (CI), sensitivity, specificity, and
p-values of (A) plasma T-Gal9 levels in all TB patients and (B) plasma OPN levels in PTB patients.
INS > 6 and <6 are defined as higher and lower scores, respectively, in all TB patients (the median INS
is 6 in all TB patients). Similarly, INS > 8 and <8 are defined as higher and lower scores, respectively,
in PTB patients (the median INS is 8 in PTB patients).

3.5. Role of Early Changes in the Levels of the Inflammatory Markers in Predicting Immunological
Recovery in Response to Antituberculosis Treatment

We also examined the correlations of INS with a decrease rate in each marker level at
the second visit conducted at 2 months, corresponding to the end of the intensive phase
of antituberculosis treatment, to determine if an early decrease in each marker levels can
predict immunological recovery at the end of the treatment (Figure 6). A decrease rate
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in each marker at the second visit was calculated as a percentage of concentration at the
first visit minus concentration at the second visit for each marker. It is interesting that the
decrease in T-Gal9 levels is associated with an increase of CD4 numbers in all TB patients
(Figure 6A).
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1.0 1.0

Figure 6. Correlations between the change in each marker and INS in (A) all AIDS/TB, (B) AIDS/PTB,
and (C) AIDS/EPTB patients. The first change was calculated by percentage difference in concentra-
tion at second visit minus that at first visit. The correlation coefficient is shown in each cell and as
colors ranging from blue to red. * p < 0.05.

INS was positively correlated only with the decrease rate in OPN levels at the second
visit in PTB patients (Figure 6B). This correlation was confirmed by the scattered plot
(Figure 7A). ROC analysis also showed a sufficient power of the decrease rate in OPN levels
at the second visit for discriminating PTB patients with a higher INS from those with a
lower INS (Figure 7B).

r=-06677 (0.877810-02421) B
A p =0.0058

1st change in OPN

Cut off = -20.54

AUC = 0.8906 (95% CI: 0.7314 to 1.000)
Sensitivity = 0.75, Specificity = 0.875

p =0.0087

Sensitivity
o
[4,]

0.0

0.0 05 1.0

- 1 1 1 1
-100 -50 0 50 100 1 - Specificity

1st change in OPN (%)
Figure 7. Correlation and discriminating potential of first change in plasma OPN levels with high
and low INS in AIDS/PTB. The first change was calculated by percentage difference in concentration
at second visit minus that at first visit. (A) Scatter plots for negative correlation, accompanied by
correlation coefficient (r) with 95% CI and p-value. 95% Cl is also shown by dotted ranges. (B) ROC
curves are shown accompanied by cut-off value, AUC value with 95% ClI, sensitivity, specificity, and

p-value. INS > 8 was defined as a higher score and INS < 8 was defined as a lower score (the median
INS was 8 in PTB).
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3.6. Chest X-ray (CXR) Severity and Role of Different Markers

We analyzed CXR grades, baseline levels of inflammatory markers and CD4 data for
the CXRs available to us (PTB, n = 16). Limited grade severity was detected in nine patients
while moderate grade severity was observed in seven patients. None of the patients had
severe grade CXR findings. Although OPN and CRP levels were higher in patients with
moderate grade CXRs than those with limited grade, the difference was not significant.
Interestingly, a low CD4 count at baseline showed limited lung damage, whereas higher
CD4 counts showed moderate lung damage (Figure 8). Gal-9 levels showed no significant
difference between the two groups.
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Figure 8. Differences in inflammatory markers with respect to chest X ray severity: Dot plots showing
differences in baseline (A) plasma OPN levels, (B) plasma T-Gal9 levels (C) plasma FL-Gal9 levels,
and (D) plasma CRP levels, as well as (E) CD4 count (F) and INS, in PTB patients with limited and
moderate grade chest X-ray severity. p value showing significant change in the CD4 count is indicated
as * (p < 0.05).

3.7. Effect of Gender on the Levels of the Different Markers

We evaluated the effects of gender differences on the levels of the markers and other
parameters, although female patients were fewer in number than male patients (Table 2).
Among men, there seven cases that were ART-naive and sixteen cases that were on ART
were observed. Among women, four cases were ART-naive and 5 cases were on ART.
There is no significant difference between the ratios of males and females according to
Fisher’s exact test. Furthermore, there is no significant difference in CD4 counts and
viral load between men and women, reflecting the lack of effect of the on—ART ratio.
Weight was significantly lower in females as compared to males, as expected. Among the
inflammatory markers estimated in the study, only FL-Gal9 levels were observed to be
significantly lower in females. There were no significant differences in the levels of the
other markers. It is of note that INS was significantly higher in women than men, reflecting
better immunologic recovery.
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Table 2. Genders and markers.
Nfe ag‘iage(tIeQr;) Male (n = 23) Female (n =9) p Value

PTB:EPTB 14:09 06:03 NS
ART naive (%) 304 444 NS

Weight (Kg) 52.4 (43.9-80) 38.25 (33-70.9) 0.0042
CD4 (cells/pL) 291 (141-569) 317 (180.3-794) NS
Viral load (copies/mL) 0 (0-376,409) 150 (0-331,792) NS
OPN (ng/mL) 90.3 (69.0-307.7) 86.3 (73.4-224.5) NS
T-Gal9 (pg/mL) 7439 (4657-20,539) 9512 (6281-15,706) NS
CRP (mg/L) 20.18 (6.664-94.44) 16.72 (4.936-90.48) NS

FL-Gal9 (pg/mL) 6000 (3855-18,573) 3197 (906-6000) 0.0353

INS 5(3-10) 9 (8-10) 0.0009

Bold p values indicate statistical significance. IQR: interquartile range; TB: tuberculosis; PTB: pulmonary TB; EPTB:
extrapulmonary TB; INS: inflammatory score; OPN: osteopontin; T-Gal9: total galectin-9; FL-Gal9: full-length
galectin-9; CRP: C-reactive protein; NS: not significant.

4. Discussion

This is the first prospective study monitoring plasma MCP levels in response to ATT
in patients with HIV/TB to the best of our knowledge. Previously, we reported increased
levels of T-Gal9 and OPN in patients with HIV/TB coinfection using a cross-sectional
analytical study [22]. In this study, we first investigated if levels of inflammatory markers
such as CRP, T-Gal9, FL-Gal9, and OPN differ in HIV-positive individuals with PTB and
EPTB. EPTB represents a milder clinical form of the disease than PTB [25]. PTB and EPTB
differ in terms of inflammatory responses, with intense inflammatory changes in PTB, as
was also evident from the higher levels of all the inflammatory markers estimated in our
study, although significant differences were found only in CRP and FL-Gal9 levels. The
Gal9 levels were found to be inversely correlated with CD4 counts, as was also reported
previously [15]. Interestingly, our EPTB patients had higher CD4 counts than PTB patients,
as a higher proportion of EPTB patients was on ART. This could be an additional reason
for the significantly lower FL-Gal9 levels in our EPTB patients. CRP levels have mainly
been evaluated as a screening tool for diagnosing PTB, and data comparing the levels in
HIV-positive individuals with PTB and EPTB are sparse. One of the studies reported a
cut-off of 8.25 mg/L for diagnosing PTB as well as EPTB in HIV-positive individuals [26].
However, more than half of the individuals with EPTB in our study had CRP levels lower
than this cut-off, making the utility of CRP levels in diagnosing EPTB in HIV-positive
individuals questionable. We also investigated the effect of antituberculosis treatment on
the levels of these four markers in this time course analytical study. We showed that CRP, T-
Gal9, FL-Gal9, and OPN decreased significantly in the PTB type, but only FL-Gal9 showed
a significant decrease in the EPTB type. Thus, significantly decreased levels of FL-Gal9
in successfully ATT-treated individuals with EPTB and PTB were observed, suggesting
the role of FL-Gal9 as a marker for monitoring response to the treatment of patients with
HIV /TB coinfection, irrespective of the site of the infection.

Apart from monitoring the study participants clinically and microbiologically to detect
treatment success, we also followed them up to determine immunological improvement.
The TB patients showed excessive immune activation which subsided upon treatment.
Since we enrolled patients with HIV, it is important to determine the persistence of immune
activation, which might point to the persistence of the infectious etiology, further leading
to AIDS- or non-AlIDS-related events. Immunological monitoring was carried out by
calculating INS, reflecting the subsidence of the inflammatory response by monitoring
changes in the levels of OPN, Gal-9, and CRP. It is of note that T-Gal9, but not FL-Gal9,
positively correlated with immunologic recovery in all TB patients at the first visit. We
previously demonstrated that the FL-Gal9 is cleaved by proteases and the blood levels of a
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mixture of full-length and cleaved products reflect the severity of HIV/OI, and pointed
that FL-Gal9 and Tr-Gal9 levels have different responses to pathological conditions [13]. In
fact, Gal-9 proteolysis is regulated by HIV infection in MTB patients in relation to MMP-9
activity [27]. Our results indicated that higher levels of T-Gal9 at the first visit predicted
improvements in inflammatory responses. These findings may be related to the fact that
Gal-9(+) Th cells as well as exogenous Gal-9 regulate Th17/Treg development [28]. In
contrast to T-Gal-9, an inverse correlation of FL-Gal9 levels with INS was observed in
EPTB, indicating that FL-Gal9 could serve as a marker of therapeutic efficacy in EPTB
types. We reported that the NCRD and CCRD of Gal-9 show more potent and different
immunomodulating activities than FL-Gal9 [29]. This difference in the functionalities could
have led to the differing correlations observed in our study.

The administration of recombinant Gal-9 was shown to modulate immunity bidirec-
tionally, not only suppressing excessive immunity and inflammation but also enhancing
these functions in the context of compromised immunity [30]. Gal-9 was reported to bind
to Tim-3 and induce a signaling pathway that is known to suppress the generation of
Th17 cells in acute renal injury in mice [31]. On the other hand, it was also found that
Gal-9 activates human natural killer cells and induces interferon-gamma release via CD44
molecules [32]. Low plasma Gal-9 levels were associated with a better response in rheuma-
toid arthritis [33], while in cervical cancer, the presence of Gal-9 was associated with a better
prognosis regarding overall survival [34]. Our findings suggest that T-Gal9 levels at the
first visit could reflect the immunomodulating activity of Gal-9, leading to the use of T-Gal9
levels to predict the recovery of inflammation (high INS) in HIV /TB. FL-Gal9 levels, which
represent intact Gal9, could be deleterious for immunological recovery, especially in the
context of EPTB. Further immuno-biochemical analysis would be necessary to investigate
which pathological conditions favor the production of Gal-9 in EPTB, because Gal-9 could
be produced by a variety of cells [35]. We have shown the diffuse expression of Gal-9 in
TB granuloma in peritoneal TB patients and huge amounts of Gal-9 in pleural fluids [36].
Neutrophils are also important mediators of innate immune response in TB infection [37]
and are good reservoirs of Gal-9 [38]. In EPTB, lymphatic systems are the most frequently
involved, but disseminated infection and central nervous system involvement is also often
seen in immunocompromised hosts [39]. The production of Gal-9 in endothelium cells
is reported to promote leukocyte recruitment in mice, indicating that Gal9 could reflect
systemic inflammation [40]. Diagnostic methods for various types of EPTB using tissues
and body fluids have been developed [41], and searching for the Gal-9 metabolism in EPTB
would be useful for diagnosis.

OPN levels were significantly decreased in PTB, but not in EPTB. At the first visit,
OPN levels predicted high INS, implying immunologic recovery only in PTB. OPN was
proposed to play a role in granuloma formation [42]. The level of OPN protein expression
was inversely correlated with disseminated infection, ill-defined granulomas, and the
patient’s death [19]. Significantly higher levels of OPN in PTB than EPTB in HIV-negative
individuals were reported by us previously, indicating the role of OPN in the containment
of TB via mediating its protective as well as immunopathogenic effects, predominantly
in PTB, through granuloma formation. Recently, gene therapy using adenovirus vector-
encoding OPN led to high immune responses against TB infection in mice, suggesting its
potential as a co-adjuvant in treating PTB [20]. In PTB, the decrease rate in OPN levels
after two months of therapy also reflected a higher INS value, indicating an OPN decrease,
after two months, which reflects the final therapeutic effect. In other words, a contradictory
phenomenon can be seen, in which a high OPN predicts a high value of INS at the first visit,
and a further decrease in OPN predicts a high value of INS at the second visit. The decrease
rate at the second visit may reflect the therapeutic efficacy. These bidirectional activities of
OPN may also be induced by either FL-OPN or cleaved OPN, because both were detected
as an OPN in this study using R&D Elisa [24]. Thrombin cleaved OPN is known to bind
to an integrin different from FL-OPN and to cause anti-type II collagen antibody-induced
arthritis [43]. The C-terminal domain of OPN binds to CD44 and induces macrophage
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chemotaxis, and a non-overlapping N-terminal OPN domain binds to beta(3)-integrin
receptors and induces cell spreading and subsequent activation [44]. Very recently, it was
proposed that the thrombin cleavage of OPN facilitates tumor progression and suppresses
host anti-tumor immune responses [45]. Both cleaved and FL-OPN levels are elevated
in the blood of various infectious diseases [14]. We need to clarify the pathological roles
of both FL and cleaved OPN by measuring each of the two different types of OPN in
PTB patients.

CDAT cells protect against MTB infection because the presence of CD4 molecules on
CD1 b-restricted T cells leads to higher tetramer binding than negative cells [46]. In HIV/TB
coinfection, however, the classic picture of PTB is seen in patients with relatively higher
CD4 counts rather than in those with severe immunocompromised conditions [7]. We
observed that the patients with moderate CXR findings showed significantly higher CD4
cell numbers than mild cases. A higher CD4 count may imply better immune reconstitution,
facilitating enhanced inflammatory response and leading to increased lung damage in
PTB patients. HIV/TB patients with CD4 counts <150 cells-uL ! were shown to be five
times more likely to have a normal chest radiograph than HIV-negative TB patients [47].
Moreover, the ART-mediated reversal of CD4 lymphopenia in advanced HIV/TB patients
was associated with incident lung involvement in one of the studies [48]. CD4 T-cells are
thought to mediate excessive inflammation and subsequent lung damage by secreting
cytokines like TNF-oc and IFN-y and activating effectors like MMPs [49]. This is also a
likely reason for the association of cavitation, which represents extensive lung damage
with higher CD4 cell counts, as reported in various studies [8,50]. Further, CD4T cells also
play an important role in mediating the immune reconstitution inflammatory syndrome in
HIV/TB coinfection through the exacerbated immune responses mounted by them against
mycobacterial antigens, stressing their roles in mediating lung damage [51].

We searched for the role of gender differences in the levels of inflammatory markers
and immunologic recovery. In India, the risk of death in male HIV-positive patients was
1.24 times higher than that of female patients. Furthermore, the survival probabilities were
higher in female patients compared with male patients when followed-up for a period over
7 years [52]. The survival benefit of female gender has also been demonstrated in patients
with HIV/TB coinfection [53]. The reasons for the favorable prognosis of female patients
are not clear, but our analysis provides a novel aspect to consider regarding female patients,
because the INS is higher in female patients. These differences are not due to on-ART rates,
as these are no different between male and female patients. In addition, the higher FL-Gal9
levels in male patients may explain the poor outcome in males because the FL-Gal9 levels
are inversely correlated with INS in EPTB. The reasons for the lack of difference between
males and females in terms of T-Gal9 levels are unclear. As far as we know, there is no paper
that reported gender differences in FL-Gal9 levels, probably because the studies measured
T-Gal9 in most cases. In relation to these findings, estradiol + medroxyprogesterone acetate
treatment enhances LGALS9 mRNA expression in endometrial stroma cells, indicating that
sex hormones affect the metabolism of Gal-9 [54]. We believe that gender differences in
FL-Gal9 should be further investigated to understand the pathological roles of Gal-9, as
well as to devise personalized management strategies focusing on gender differences.

There are some limitations to this study. The number of patients was not enough.
Although OPN and Gal-9 are elevated in various infectious diseases [13,14], we could not
rule out other coexisting infections, like cryptococcosis, cytomegalovirus, hepatitis B, and
hepatitis C. Also, it was not possible to confirm all cases of EPTB microbiologically, as the
collection of samples was not possible for all the cases.

5. Conclusions

Our study evaluated the pathological roles of MCPs in patients with HIV/TB coin-
fection undergoing ATT. Four markers, OPN, T-Gal9, FL-Gal9, and CRP, decreased sig-
nificantly in PTB patients, with FL-Gal9 showing the biggest decrease. In EPTB patients,
only FL-Gal9 was significantly decreased at the end of therapy, and FL-Gal9 levels at the
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second visit serve as a marker of therapeutic efficacy (high INS), indicating its role in
monitoring treatment success in EPTB patients irrespective of the site of infection. The
positive association of the baseline value of T-Gal9 with the INS in all TB patients suggested
its protective role in mediating recovery from inflammation in TB patients. In PTB, the
baseline value of OPN was positively associated with INS, while the decrease rate in OPN
levels at the second visit positively correlated with INS, suggesting a bidirectional role
of OPN, mainly in PTB patients. The improvement in CRP levels did not show any such
predictive power. It would be interesting to evaluate the associations between INS and
the long-term effects of antituberculosis treatment in HIV/TB coinfection in terms of TB
recurrence and the occurrence of other AIDS/non-AIDS events. The study also indicated
a need to further evaluate the role of gender differences in FL-Gal9 levels in mediating
the immunopathology of TB infection. In the future, we need to consider if monitoring
immunologic recovery will contribute to better patient management.

Author Contributions: Conceptualization, A.S. and T.H.; methodology, S.P,, PS., PP. and AR,
software, G.B. and H.I.-H.; formal analysis, H.L.-H.; investigation, PP, B.M., AR. and A.M,; resources,
AS.,M.G. and T.H.; data curation, A.S., P.S., PP. and S.P.,; writing—original draft preparation, A.S.,
H.IL-H. and T.H.; writing—review and editing, M.G., PS., S.P. and T.M.; visualization, G.B. and
T.M.; supervision, A.S., S.P,P.S.,, BM., AM. and T.H.; project administration, A.S., M.G. and T.H.;
funding acquisition, A.S. and T.H. All authors have read and agreed to the published version of
the manuscript.

Funding: Japan International Cooperation Agency (JICA) Partnership Program 20212023 (Project to
improve treatment outcomes in HIV/TB co-infected patients in Maharashtra).

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki, and approved by the Institutional Ethics Committee of ICMR-NITVAR (formerly National
AIDS Research Institute), protocol code: NARI-EC/2019-28.

Informed Consent Statement: Informed consent was obtained from all participants enrolled in
the study.

Data Availability Statement: All data are available upon request.

Acknowledgments: We thank staff from the immunology laboratory for their help in sample process-
ing during the study. We thank the in-charges and staff from ART centers at NARI-PMC Clinical Care
and Research Center, Model colony; Aundh Chest Hospital, Aundh Camp; Yashwantrao Chavan
Memorial Hospital, Pimpri; Bharat Ratna Late Rajeev Gandhi Hospital, Yerwada for their help in
identifying eligible study participants and in data collection during enrolment and follow up visits.
We thank the Indian Council of Medical Research and National AIDS Control Organization for
approving the study and giving necessary guidance. We especially thank the study participants for
their time and participation in this study. We also thank KIBI International University, JICA Chugoku,
and JICA India for their generous cooperation in this project.

Conflicts of Interest: The authors declare no conflicts of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript; or
in the decision to publish the results.

1. Shiratori, B.; Saitoh, H.; Siddiqi, U.R.; Zhao, J.; Chagan-Yasutan, H.; Usuzawa, M.; Nakajima, C.; Suzuki, Y.; Hattori, T.
Immunological Diagnosis of Active and Latent TB. In Understanding Tuberculosis-Global Experiences and Innovative Approaches to the
Diagnosis; IntechOpen: London, UK, 2012.

2. Suthar, A.B.; Lawn, S.D.; del Amo, J.; Getahun, H.; Dye, C.; Sculier, D.; Sterling, T.R.; Chaisson, R.E.; Williams, B.G.; Harries,
A.D,; et al. Antiretroviral therapy for prevention of tuberculosis in adults with HIV: A systematic review and meta-analysis. PLoS
Med. 2012, 9, €1001270. [CrossRef] [PubMed]

3. Gupta, A.; Wood, R.; Kaplan, R.; Bekker, L.G.; Lawn, S.D. Tuberculosis incidence rates during 8 years of follow-up of an
antiretroviral treatment cohort in South Africa: Comparison with rates in the community. PLoS ONE 2012, 7, e34156. [CrossRef]

[PubMed]


https://doi.org/10.1371/journal.pmed.1001270
https://www.ncbi.nlm.nih.gov/pubmed/22911011
https://doi.org/10.1371/journal.pone.0034156
https://www.ncbi.nlm.nih.gov/pubmed/22479548

Viruses 2024, 16, 664 14 of 16

10.

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

Dravid, A.; Natarajan, K.; Medisetty, M.; Gawali, R.; Mahajan, U.; Kulkarni, M.; Saraf, C.; Ghanekar, C.; Kore, S.; Rathod, N.; et al.
Incidence of tuberculosis among HIV infected individuals on long term antiretroviral therapy in private healthcare sector in
Pune, Western India. BMC Infect. Dis. 2019, 19, 714. [CrossRef] [PubMed]

Gatechompol, S.; Sophonphan, J.; Ubolyam, S.; Avihingsanon, A.; van Leth, E; Cobelens, E,; Kerr, S.J. Incidence and factors
associated with active tuberculosis among people living with HIV after long-term antiretroviral therapy in Thailand: A competing
risk model. BMC Infect. Dis. 2022, 22, 346. [CrossRef] [PubMed]

Lawn, S.D.; Evans, A.].; Sedgwick, PM.; Acheampong, ].W. Pulmonary tuberculosis: Radiological features in west Africans
coinfected with HIV. Br. |. Radiol. 1999, 72, 339-344. [CrossRef] [PubMed]

Aaron, L.; Saadoun, D.; Calatroni, I.; Launay, O.; Mémain, N.; Vincent, V.; Marchal, G.; Dupont, B.; Bouchaud, O.; Valeyre, D.; et al.
Tuberculosis in HIV-infected patients: A comprehensive review. Clin. Microbiol. Infect. 2004, 10, 388-398. [CrossRef] [PubMed]
Smith, R.L.; Yew, K.; Berkowitz, K.A.; Aranda, C.P. Factors affecting the yield of acid-fast sputum smears in patients with HIV
and tuberculosis. Chest 1994, 106, 684—686. [CrossRef] [PubMed]

Chaisson, R.E.; Clermont, H.C.; Holt, E.A.; Cantave, M.; Johnson, M.P,; Atkinson, J.; Davis, H.; Boulos, R.; Quinn, T.C.; Halsey,
N.A. Six-month supervised intermittent tuberculosis therapy in Haitian patients with and without HIV infection. Am. J. Respir.
Crit. Care Med. 1996, 154, 1034-1038. [CrossRef] [PubMed]

Perriéns, ].H.; St Louis, M.E.; Mukadi, Y.B.; Brown, C.; Prignot, J.; Pouthier, E; Portaels, F.; Willame, ].C.; Mandala, ] K.; Kaboto,
M.; et al. Pulmonary tuberculosis in HIV-infected patients in Zaire. A controlled trial of treatment for either 6 or 12 months. N.
Engl. J. Med. 1995, 332, 779-784. [CrossRef]

Darboe, E; Mbandi, S.K.; Naidoo, K.; Yende-Zuma, N.; Lewis, L.; Thompson, E.G.; Duffy, EJ.; Fisher, M.; Filander, E.; van Rooyen,
M.; et al. Detection of Tuberculosis Recurrence, Diagnosis and Treatment Response by a Blood Transcriptomic Risk Signature in
HIV-Infected Persons on Antiretroviral Therapy. Front. Microbiol. 2019, 10, 1441. [CrossRef]

Douek, D.C.; Roederer, M.; Koup, R.A. Emerging concepts in the immunopathogenesis of AIDS. Annu. Rev. Med. 2009, 60,
471-484. [CrossRef] [PubMed]

Iwasaki-Hozumi, H.; Chagan-Yasutan, H.; Ashino, Y.; Hattori, T. Blood Levels of Galectin-9, an Immuno-Regulating Molecule,
Reflect the Severity for the Acute and Chronic Infectious Diseases. Biomolecules 2021, 11, 430. [CrossRef] [PubMed]

Hattori, T.; Iwasaki-Hozumi, H.; Bai, G.; Chagan-Yasutan, H.; Shete, A.; Telan, E.F.; Takahashi, A.; Ashino, Y.; Matsuba, T.
Both Full-Length and Protease-Cleaved Products of Osteopontin Are Elevated in Infectious Diseases. Biomedicines 2021, 9, 1006.
[CrossRef] [PubMed]

Shete, A.; Dhayarkar, S.; Dhamanage, A.; Kulkarni, S.; Ghate, M.; Sangle, S.; Medhe, U.; Verma, V.; Rajan, S.; Hattori, T.; et al.
Possible role of plasma Galectin-9 levels as a surrogate marker of viremia in HIV infected patients on antiretroviral therapy in
resource-limited settings. AIDS Res. Ther. 2020, 17, 43. [CrossRef] [PubMed]

Premeaux, T.A.; Moser, C.B.; McKhann, A.; Hoenigl, M.; Laws, E.I.; Aquino, D.L.; Lederman, M.M.; Landay, A.L.; Gianella, S.;
Ndhlovu, L.C.; et al. Plasma galectin-9 as a predictor of adverse non-AIDS events in persons with chronic HIV during suppressive
antiretroviral therapy. AIDS 2021, 35, 2489-2495. [CrossRef] [PubMed]

Shiratori, B.; Leano, S.; Nakajima, C.; Chagan-Yasutan, H.; Niki, T.; Ashino, Y.; Suzuki, Y,; Telan, E.; Hattori, T. Elevated OPN,
IP-10, and neutrophilia in loop-mediated isothermal amplification confirmed tuberculosis patients. Mediators Inflamm. 2014, 2014,
513263. [CrossRef]

Wang, D.; Tong, X.; Wang, L.; Zhang, S.; Huang, J.; Zhang, L.; Fan, H. The association between osteopontin and tuberculosis: A
systematic review and meta-analysis. PLoS ONE 2020, 15, e0242702. [CrossRef]

Nau, G.J.; Chupp, G.L.; Emile, ].E; Jouanguy, E.; Berman, J.S.; Casanova, J.L.; Young, R.A. Osteopontin expression correlates with
clinical outcome in patients with mycobacterial infection. Am. J. Pathol. 2000, 157, 37-42. [CrossRef] [PubMed]
Hernandez-Bazan, S.; Mata-Espinosa, D.; Lozano-Ordaz, V.; Ramos-Espinosa, O.; Barrios-Payan, ].; Lopez-Casillas, F.; Hernandez
Pando, R. Immune Regulatory Effect of Osteopontin Gene Therapy in a Murine Model of Multidrug Resistant Pulmonary
Tuberculosis. Hum. Gene Ther. 2022, 33, 1037-1051. [CrossRef]

Niki, T.; Fujita, K.; Rosen, H.; Hirashima, M.; Masaki, T.; Hattori, T.; Hoshino, K. Plasma Galectin-9 Concentrations in Normal and
Diseased Condition. Cell Physiol. Biochem. 2018, 50, 1856-1868. [CrossRef]

Padilla, S.T.; Niki, T.; Furushima, D.; Bai, G.; Chagan-Yasutan, H.; Telan, E.E.; Tactacan-Abrenica, R.J.; Maeda, Y.; Solante, R.;
Hattori, T. Plasma Levels of a Cleaved Form of Galectin-9 Are the Most Sensitive Biomarkers of Acquired Immune Deficiency
Syndrome and Tuberculosis Coinfection. Biomolecules 2020, 10, 1495. [CrossRef] [PubMed]

Shete, A.; Bichare, S.; Pujari, V.; Virkar, R.; Thakar, M.; Ghate, M.; Patil, S.; Vyakarnam, A.; Gangakhedkar, R.; Bai, G.; et al.
Elevated Levels of Galectin-9 but Not Osteopontin in HIV and Tuberculosis Infections Indicate Their Roles in Detecting MTB
Infection in HIV Infected Individuals. Front. Microbiol. 2020, 11, 1685. [CrossRef] [PubMed]

Bai, G.; Motoda, H.; Ozuru, R.; Chagan-Yasutan, H.; Hattori, T.; Matsuba, T. Synthesis of a Cleaved Form of Osteopontin by
THP-1 Cells and Its Alteration by Phorbol 12-Myristate 13-Acetate and BCG Infection. Int. J. Mol. Sci. 2018, 19, 418. [CrossRef]
[PubMed]

Kumar, P. Adult pulmonary tuberculosis as a pathological manifestation of hyperactive antimycobacterial immune response.
Clin. Transl. Med. 2016, 5, 38. [CrossRef]

Saripalli, A.; Ramapuram, J. C-Reactive Protein as a Screening Test for Tuberculosis in People Living with HIV in Southern India:
A Cross-Sectional, Observational Study. J. Clin. Med. 2022, 11, 3566. [CrossRef] [PubMed]


https://doi.org/10.1186/s12879-019-4361-0
https://www.ncbi.nlm.nih.gov/pubmed/31409289
https://doi.org/10.1186/s12879-022-07332-3
https://www.ncbi.nlm.nih.gov/pubmed/35387594
https://doi.org/10.1259/bjr.72.856.10474493
https://www.ncbi.nlm.nih.gov/pubmed/10474493
https://doi.org/10.1111/j.1469-0691.2004.00758.x
https://www.ncbi.nlm.nih.gov/pubmed/15113314
https://doi.org/10.1378/chest.106.3.684
https://www.ncbi.nlm.nih.gov/pubmed/7521813
https://doi.org/10.1164/ajrccm.154.4.8887603
https://www.ncbi.nlm.nih.gov/pubmed/8887603
https://doi.org/10.1056/nejm199503233321204
https://doi.org/10.3389/fmicb.2019.01441
https://doi.org/10.1146/annurev.med.60.041807.123549
https://www.ncbi.nlm.nih.gov/pubmed/18947296
https://doi.org/10.3390/biom11030430
https://www.ncbi.nlm.nih.gov/pubmed/33804076
https://doi.org/10.3390/biomedicines9081006
https://www.ncbi.nlm.nih.gov/pubmed/34440210
https://doi.org/10.1186/s12981-020-00298-9
https://www.ncbi.nlm.nih.gov/pubmed/32678033
https://doi.org/10.1097/QAD.0000000000003048
https://www.ncbi.nlm.nih.gov/pubmed/34366381
https://doi.org/10.1155/2014/513263
https://doi.org/10.1371/journal.pone.0242702
https://doi.org/10.1016/S0002-9440(10)64514-2
https://www.ncbi.nlm.nih.gov/pubmed/10880373
https://doi.org/10.1089/hum.2022.030
https://doi.org/10.1159/000494866
https://doi.org/10.3390/biom10111495
https://www.ncbi.nlm.nih.gov/pubmed/33143141
https://doi.org/10.3389/fmicb.2020.01685
https://www.ncbi.nlm.nih.gov/pubmed/32765475
https://doi.org/10.3390/ijms19020418
https://www.ncbi.nlm.nih.gov/pubmed/29385060
https://doi.org/10.1186/s40169-016-0119-0
https://doi.org/10.3390/jcm11133566
https://www.ncbi.nlm.nih.gov/pubmed/35806852

Viruses 2024, 16, 664 150f 16

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

Walker, N.F,; Clark, S.O.; Oni, T.; Andreu, N.; Tezera, L.; Singh, S.; Saraiva, L.; Pedersen, B.; Kelly, D.L.; Tree, ].A; et al. Doxycycline
and HIV infection suppress tuberculosis-induced matrix metalloproteinases. Am. . Respir. Crit. Care Med. 2012, 185, 989-997.
[CrossRef] [PubMed]

Oomizu, S.; Arikawa, T.; Niki, T.; Kadowaki, T.; Ueno, M.; Nishi, N.; Yamauchi, A.; Hattori, T.; Masaki, T.; Hirashima, M. Cell
surface galectin-9 expressing Th cells regulate Th17 and Foxp3* Treg development by galectin-9 secretion. PLoS ONE 2012,
7,e48574. [CrossRef] [PubMed]

Shete, A.; Bhat, M.; Sawant, J.; Deshpande, S. Both N- and C-terminal domains of galectin-9 are capable of inducing HIV
reactivation despite mediating differential immunomodulatory functionalities. Front. Immunol. 2022, 13, 994830. [CrossRef]
[PubMed]

Nagahara, K.; Arikawa, T.; Oomizu, S.; Kontani, K.; Nobumoto, A.; Tateno, H.; Watanabe, K.; Niki, T.; Katoh, S.; Miyake, M.; et al.
Galectin-9 increases Tim-3" dendritic cells and CD8* T cells and enhances antitumor immunity via galectin-9-Tim-3 interactions.
J. Immunol. 2008, 181, 7660-7669. [CrossRef]

Wang, Y.; Feng, T.; Li, H.; Xiong, Y.; Tao, Y. Gal-9/Tim-3 signaling pathway activation suppresses the generation of Th17 cells
and promotes the induction of Foxp3* regulatory T cells in renal ischemia-reperfusion injury. Mol. Immunol. 2023, 156, 136-147.
[CrossRef]

Rahmati, A.; Bigam, S.; Elahi, S. Galectin-9 promotes natural killer cells activity via interaction with CD44. Front. Immunol. 2023,
14,1131379. [CrossRef] [PubMed]

Sun, J.; Sui, Y.; Wang, Y.; Song, L.; Li, D.; Li, G.; Liu, J.; Shu, Q. Galectin-9 expression correlates with therapeutic effect in
rheumatoid arthritis. Sci. Rep. 2021, 11, 5562. [CrossRef] [PubMed]

Beyer, S.; Wehrmann, M.; Meister, S.; Kolben, T.M.; Trillsch, F.; Burges, A.; Czogalla, B.; Schmoeckel, E.; Mahner, S.; Jeschke, U;
et al. Galectin-8 and -9 as prognostic factors for cervical cancer. Arch. Gynecol. Obstet. 2022, 306, 1211-1220. [CrossRef]
Hirashima, M.; Kashio, Y.; Nishi, N.; Yamauchi, A.; Imaizumi, T.A.; Kageshita, T.; Saita, N.; Nakamura, T. Galectin-9 in
physiological and pathological conditions. Glycoconj. J. 2002, 19, 593-600. [CrossRef] [PubMed]

Zhao, J.; Shiratori, B.; Chagan-Yasutan, H.; Matsumoto, M.; Niki, T.; Tanaka, M.; Takahashi, Y.; Usami, O.; Ashino, Y.; Hattori, T.
Secretion of IFN-y Associated with Galectin-9 Production by Pleural Fluid Cells from a Patient with Extrapulmonary Tuberculosis.
Int. J. Mol. Sci. 2017, 18, 1382. [CrossRef] [PubMed]

Howlett, P.; Du Bruyn, E.; Morrison, H.; Godsent, I.C.; Wilkinson, K.A.; Ntsekhe, M.; Wilkinson, R.J. The immunopathogenesis of
tuberculous pericarditis. Microbes Infect. 2020, 22, 172-181. [CrossRef] [PubMed]

Bozorgmehr, N.; Mashhouri, S.; Perez Rosero, E.; Xu, L.; Shahbaz, S.; Sligl, W.; Osman, M.; Kutsogiannis, D.J.; MacIntyre, E.;
O’Neil, C.R; et al. Galectin-9, a Player in Cytokine Release Syndrome and a Surrogate Diagnostic Biomarker in SARS-CoV-2
Infection. mBio 2021, 12, e00384-21. [CrossRef] [PubMed]

Rodriguez-Takeuchi, S.Y.; Renjifo, M.E.; Medina, FJ. Extrapulmonary Tuberculosis: Pathophysiology and Imaging Findings.
Radiographics 2019, 39, 2023-2037. [CrossRef]

Krautter, F.; Hussain, M.T.; Zhi, Z.; Lezama, D.R.; Manning, J.E.; Brown, E.; Marigliano, N.; Raucci, E; Recio, C.; Chimen, M.; et al.
Galectin-9: A novel promoter of atherosclerosis progression. Atherosclerosis 2022, 363, 57-68. [CrossRef]

Gopalaswamy, R.; Dusthackeer, VN.A.; Kannayan, S.; Subbian, S. Extrapulmonary Tuberculosis—An Update on the Diagnosis,
Treatment and Drug Resistance. J. Respir. 2021, 1, 141-164. [CrossRef]

Nau, G.J.; Guilfoile, P; Chupp, G.L.; Berman, ].S.; Kim, S.J.; Kornfeld, H.; Young, R.A. A chemoattractant cytokine associated with
granulomas in tuberculosis and silicosis. Proc. Natl. Acad. Sci. USA 1997, 94, 6414-6419. [CrossRef]

Kon, S.; Nakayama, Y.; Matsumoto, N.; Ito, K.; Kanayama, M.; Kimura, C.; Kouro, H.; Ashitomi, D.; Matsuda, T.; Uede, T. A novel
cryptic binding motif, LRSKSRSFQVSDEQY, in the C-terminal fragment of MMP-3/7-cleaved osteopontin as a novel ligand for
alpha9betal integrin is involved in the anti-type II collagen antibody-induced arthritis. PLoS ONE 2014, 9, €116210. [CrossRef]
[PubMed]

Weber, G.F,; Zawaideh, S.; Hikita, S.; Kumar, V.A.; Cantor, H.; Ashkar, S. Phosphorylation-dependent interaction of osteopontin
with its receptors regulates macrophage migration and activation. J. Leukoc. Biol. 2002, 72, 752-761. [CrossRef] [PubMed]
Leung, L.L.; Myles, T.; Morser, ]. Thrombin Cleavage of Osteopontin and the Host Anti-Tumor Immune Response. Cancers 2023,
15, 3480. [CrossRef] [PubMed]

James, C.A.; Xu, Y.; Aguilar, M.S,; Jing, L.; Layton, E.D.; Gilleron, M.; Minnaard, A.].; Scriba, T.J.; Day, C.L.; Warren, E.H.; et al.
CD4 and CDS8 co-receptors modulate functional avidity of CD1b-restricted T cells. Nat. Commun. 2022, 13, 78. [CrossRef]
[PubMed]

Chamie, G.; Luetkemeyer, A.; Walusimbi-Nanteza, M.; Okwera, A.; Whalen, C.C.; Mugerwa, R.D.; Havlir, D.V.; Charlebois, E.D.
Significant variation in presentation of pulmonary tuberculosis across a high resolution of CD4 strata. Int. J. Tuberc. Lung Dis.
2010, 14, 1295-1302.

Meintjes, G.; Lawn, S.D.; Scano, F.; Maartens, G.; French, M.A.; Worodria, W.; Elliott, J.H.; Murdoch, D.; Wilkinson, R.]J.; Seyler,
C.; et al. Tuberculosis-associated immune reconstitution inflammatory syndrome: Case definitions for use in resource-limited
settings. Lancet Infect. Dis. 2008, 8, 516-523. [CrossRef] [PubMed]

Ravimohan, S.; Kornfeld, H.; Weissman, D.; Bisson, G.P. Tuberculosis and lung damage: From epidemiology to pathophysiology.
Eur. Respir. Rev. 2018, 27, 170077. [CrossRef] [PubMed]


https://doi.org/10.1164/rccm.201110-1769OC
https://www.ncbi.nlm.nih.gov/pubmed/22345579
https://doi.org/10.1371/journal.pone.0048574
https://www.ncbi.nlm.nih.gov/pubmed/23144904
https://doi.org/10.3389/fimmu.2022.994830
https://www.ncbi.nlm.nih.gov/pubmed/36569879
https://doi.org/10.4049/jimmunol.181.11.7660
https://doi.org/10.1016/j.molimm.2023.03.008
https://doi.org/10.3389/fimmu.2023.1131379
https://www.ncbi.nlm.nih.gov/pubmed/37006235
https://doi.org/10.1038/s41598-021-85152-2
https://www.ncbi.nlm.nih.gov/pubmed/33692448
https://doi.org/10.1007/s00404-022-06449-9
https://doi.org/10.1023/B:GLYC.0000014090.63206.2f
https://www.ncbi.nlm.nih.gov/pubmed/14758084
https://doi.org/10.3390/ijms18071382
https://www.ncbi.nlm.nih.gov/pubmed/28657598
https://doi.org/10.1016/j.micinf.2020.02.001
https://www.ncbi.nlm.nih.gov/pubmed/32092538
https://doi.org/10.1128/mBio.00384-21
https://www.ncbi.nlm.nih.gov/pubmed/33947753
https://doi.org/10.1148/rg.2019190109
https://doi.org/10.1016/j.atherosclerosis.2022.11.014
https://doi.org/10.3390/jor1020015
https://doi.org/10.1073/pnas.94.12.6414
https://doi.org/10.1371/journal.pone.0116210
https://www.ncbi.nlm.nih.gov/pubmed/25545242
https://doi.org/10.1189/jlb.72.4.752
https://www.ncbi.nlm.nih.gov/pubmed/12377945
https://doi.org/10.3390/cancers15133480
https://www.ncbi.nlm.nih.gov/pubmed/37444590
https://doi.org/10.1038/s41467-021-27764-w
https://www.ncbi.nlm.nih.gov/pubmed/35013257
https://doi.org/10.1016/S1473-3099(08)70184-1
https://www.ncbi.nlm.nih.gov/pubmed/18652998
https://doi.org/10.1183/16000617.0077-2017
https://www.ncbi.nlm.nih.gov/pubmed/29491034

Viruses 2024, 16, 664 16 of 16

50.

51.

52.

53.

54.

Perlman, D.C.; El-Sadr, WM.; Nelson, E.T.; Matts, ].P,; Telzak, E.E.; Salomon, N.; Chirgwin, K.; Hafner, R. Variation of chest
radiographic patterns in pulmonary tuberculosis by degree of human immunodeficiency virus-related immunosuppression. The
Terry Beirn Community Programs for Clinical Research on AIDS (CPCRA). The AIDS Clinical Trials Group (ACTG). Clin. Infect.
Dis. 1997, 25, 242-246. [CrossRef]

Bourgarit, A.; Carcelain, G.; Martinez, V.; Lascoux, C.; Delcey, V.; Gicquel, B.; Vicaut, E.; Lagrange, PH.; Sereni, D.; Autran,
B. Explosion of tuberculin-specific Thl-responses induces immune restoration syndrome in tuberculosis and HIV co-infected
patients. AIDS 2006, 20, F1-F7. [CrossRef]

Shaik, R.A.; Holyachi, S.K.; Ahmad, M.S.; Miraj, M.; Alzahrani, M.; Ahmad, R.K.; Almehmadi, B.A.; Aljulifi, M.Z.; Alzahrani,
M.A.; Alharbi, M.B,; et al. Clinico-demographic and survival profile of people living with HIV on antiretroviral treatment. Front.
Public. Health 2023, 11, 1084210. [CrossRef] [PubMed]

Roshanaei, G.; Sabouri Ghannad, M.; Poorolajal, J.; Mohraz, M.; Molaeipoor, L. Survival Rates among Co-infected Patients with
Human Immunodeficiency Virus/Tuberculosis in Tehran, Iran. Iran. ]. Public. Health 2017, 46, 1123-1131. [PubMed]

Murata, H.; Tanaka, S.; Hisamatsu, Y.; Tsubokura, H.; Hashimoto, Y.; Kitada, M.; Okada, H. Transcriptional regulation of LGALS9
by HAND2 and FOXO1 in human endometrial stromal cells in women with regular cycles. Mol. Hum. Reprod. 2021, 27, gaab063.
[CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.


https://doi.org/10.1086/514546
https://doi.org/10.1097/01.aids.0000202648.18526.bf
https://doi.org/10.3389/fpubh.2023.1084210
https://www.ncbi.nlm.nih.gov/pubmed/37064669
https://www.ncbi.nlm.nih.gov/pubmed/28894715
https://doi.org/10.1093/molehr/gaab063
https://www.ncbi.nlm.nih.gov/pubmed/34581822

	Introduction 
	Materials and Methods 
	Study Settings and Participants 
	Sample Collection and Data Collection 
	Estimation of Matricellular Proteins and Other Inflammatory Markers 
	OPN ELISA Assay 
	T-Gal9 ELISA Assay 
	Full-Length Galectin-9 ELISA Assay 
	CRP ELISA Assay 

	Classification of the Severity of the Chest X-ray Findings 
	Scoring for Inflammatory Markers 
	Statistical Analysis 

	Results 
	Characterization of the Patients 
	Analysis of Markers of the Patients 
	Correlation of Baseline Levels of Inflammatory Markers with Each Other and with INS 
	Role of Baseline Inflammatory Markers in Predicting Immunological Recovery in Response to Antituberculosis Treatment 
	Role of Early Changes in the Levels of the Inflammatory Markers in Predicting Immunological Recovery in Response to Antituberculosis Treatment 
	Chest X-ray (CXR) Severity and Role of Different Markers 
	Effect of Gender on the Levels of the Different Markers 

	Discussion 
	Conclusions 
	References

