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Development of a multiplex and 
sensitive lateral flow immunoassay 
for the diagnosis of periprosthetic 
joint infection
tsung-ting tsai  1, tse-Hao Huang1, natalie Yi-Ju Ho1, Yu-pei chen1, chung-An chen1,2 & 
chien-fu chen  2*

The diagnosis of periprosthetic joint infection (PJI) remains a challenge. However, recent studies 
showed that synovial fluid biomarkers have demonstrated greater diagnostic accuracy than the 
currently used PJI diagnostic tests. In many diagnostic tests, combining several biomarkers into panels 
is critical for improving diagnostic efficiency, enhancing the diagnostic precision for specific diseases, 
and reducing cost. In this study, we prove that combining alpha-defensin and C-reactive protein (CRP) 
as biomarkers possesses the potential to provide accurate PJI diagnosis. To further verify the result, we 
developed a multi-target lateral flow immunoassay strip (msLFIA) with staking pad design to obtain 
on-site rapid response for clinical diagnosis of PJI. A total of 10 synovial fluid samples were tested using 
the msLFIA, and the results showed that the combined measurements of synovial fluid alpha-defensin 
and CRP levels were consistent with those obtained from a commercial enzyme-linked immunosorbent 
assay kit. In addition, we developed a multi-target lateral flow immunoassay strip (msLFIA) with staking 
pad design to obtain on-site rapid response for clinical diagnosis of PJI, which the multi-target design is 
used to increase specificity and the stacking pad design is to enhance detection sensitivity. As a result, 
the turnaround time of the highly sensitive test can be limited from several hours to 20 min. We expect 
that the developed msLFIA possesses the potential for routine monitoring of PJI as a convenient, low-
cost, rapid and easy to use detection device for PJI.

Prosthetic-joint replacement is used to improve patients’ quality of life which includes providing symptom relief, 
increasing mobility, and restoring joint function. Thus, prosthetic-joint replacement is a safe and cost-effective 
surgical technique. Nonetheless, prosthetic joint infection (PJI) remains one of the most common indications for 
revision hip and knee arthroplasties1–3. Despite the wide variety of tests available for diagnosing PJI, the diagnosis 
of PJI still poses considerable clinical challenge4,5. In this study, joint aspiration in combination with clinical, 
radiological, and biochemical findings6, as well as serum C-reactive protein (CRP) and erythrocyte sedimentation 
rate were investigated7. In the investigation, synovial white blood cell count8, intraoperative findings included 
frozen section, presence of purulence, and isolation of a pathogen by culture9,10, are the standard tests for PJI 
diagnosis. Nevertheless, these available tests for PJI diagnosis also have disadvantages, including the cost, the 
need for specialized equipment, and the relatively long time taken to complete the analysis. Furthermore, none of 
these diagnostic tests have satisfactory efficacy, sensitivity, or specificity11,12.

In recent years, synovial fluid biomarkers, which includes leukocyte esterase13,14, alpha-defensin15,16, and 
CRP17,18, have been intensively studied for their potential in developing a rapid and accurate diagnosis of PJI. 
Regardless of the condition, individual biomarkers have been shown to lack the specificity and sensitivity nec-
essary for their use as diagnostic tools in clinical settings. For example, the diagnostic sensitivity and specificity 
of alpha-defensin for PJI were from 64% to 100% and 82% to 100%, respectively15,19–28. On the other hand, the 
diagnostic sensitivity for CRP was from 70% to 85% and its specificity for PJI was from 85% to 95%17,18,29,30. 
Despite this, most PJI biomarker researches have been focusing on a single biomarker’s association with PJI 
instead of several biomarkers’ joint relationship with PJI. Combining different markers into a panel has been 
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suggested to enhance PJI diagnostic performance21,31. Panels have previously been displayed to increase diag-
nostic performance significantly in several different diseases such as acute myocardial infarction, lung cancer, 
and prostate cancer32–34. Furthermore, it has been suggested that combinations of different biomarker types, for 
instance, inflammation proteins of CRP and antimicrobial peptide of alpha-defensin, can improve classifica-
tion35,36. Thus, multiplexing is a critical parameter for increasing diagnostic efficiency, improving the diagnos-
tic accuracy for specific diseases, and reducing diagnostic cost. Compared to standard laboratory technologies 
such as enzyme-linked immunosorbent assay (ELISA) and real-time polymerase chain reaction, which allow 
high-throughput and low volume processing but require expensive equipment, skilled personnel, and long pro-
cessing time, lateral flow immunoassay (LFIA) based on chromatography and gold nanoparticles is the most 
widely used point of care testing (POCT) technology owing to its simple operation, rapid detection, and robust-
ness in various applications. Therefore, LFIA becomes the focus of current health monitoring device research37. 
However, routine LFIA can only detect one target molecule at one time, whereas the multiplexing format of LFIA 
can simultaneously detect several target markers in a single strip. Moreover, running multiple assays may have 
subtle variations in each run, which can affect the results. On the other hand, running one single assay can avoid 
the variations from multiple assays so that any difference observed in the expression levels of multiple proteins is 
more likely to reflect the true abundances in the sample. Other advantages include less required sample volumes 
which can reduce the pain and the risk of infection from specimen collection, and rapid determination of multi-
plex test results with the naked eye. In addition, the costs of LFIA production include the materials and chemicals 
used in each strip to prevent matrix interference and to guarantee long-term stability, and also the fabrication of 
strips that involves manual work is very time-consuming. Therefore, a multiplex LFIA strip not only can reduce 
the operating cost but also improve the detection efficiency38.

In this study, we introduced a multi-target lateral flow immunoassay strip (msLFIA), which added an addi-
tional membrane between the conjugation pad and the test pad to the conventional AuNP-based LFIA format 
to enhance the detection sensitivity39, for measuring the protein levels of alpha-defensin and CRP in synovial 
fluid samples from patients undergoing revision arthroplasty for septic or aseptic failure. In the previous study39, 
synovial fluid sample was pre-treated with a 1:100 dilution in PBS buffer because the pure synovial fluid is viscous 
and difficult to flow through the strip completely; however, in this study, we performed a quick preincubation of 
mixing the pure synovial fluid sample with the AuNPs-labeled antibodies, so the protein levels in synovial fluid 
are specific for analyte without dilution. We aimed to develop a multiplex LFIA for rapid and high performance 
for PJI diagnosis.

Results
In this study, we chose to combine biomarker measurements of alpha-defensin and CRP for more accurate PJI 
diagnosis. To further verify the result, we developed a multi-target lateral flow immunoassay strip with highly 
sensitive staking pad design to obtain on-site rapid response for clinical validation in the diagnosis of PJI. The 
ELISA tests were also performed to confirm the reliability of the msLFIA (Fig. 1).

Optimization of the LFIA strips. In our msLFIA, the presence of the corresponding visible test line in the 
presence of a visible control line was used to define a sample as LFIA positive (Fig. 2). The presence of a visible 
control line and the absence of a visible test line was used to define a sample as LFIA negative (Fig. 2(b)). Each test 
line has a cutoff, which is the minimum concentration of target biomarker in the sample that is necessary for the 
test line to become visible, and this cutoff can be adjusted by varying the density of the capture antibody applied. 
To increase the sensitivity, accuracy, and reproducibility and avoid the difficulty of stabilizing dried reagents of 
the LFIA strip, a preincubation method was used40. Briefly, an equal volume (5 μL) of two different conjugates 
of AuNP-anti-alpha-defensin and -CRP were pre-mixed together. Afterwards, 1 μL of synovial fluid sample and 
10 μL of AuNP-conjugate mixture were incubated in a tube prior to testing on the conjugate pad and was soon 
followed by dropping running buffer onto the LFIA strip, instead of coating them on conjugate pads and dried 

Figure 1. The schematic illustration of the proposed multi-target lateral flow immunoassay strip for rapid PJI 
diagnosis in the point of need.
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afterward. The red colored lines were visualized within 20 min, which is the reaction time recommended for LFIA 
that has high signal stability and good assay sensitivity.

Performance of the msLFIA with synovial fluid. A total of 10 synovial fluid samples sequentially 
submitted for alpha-defensin and CRP tests by ELISA and our msLFIA devices. The msLFIA cut-off values for 
alpha-defensin and CRP have been set at 10 μg/mL and 5 μg/mL, respectively. The assay results are shown in 
Fig. 3(a), alpha-defensin test were positive in 8 cases and were negative in 2 cases, while CRP test were positive 
in 7 cases and were negative in 3 cases. The ELISA results for detection of alpha-defensin and CRP in synovial 
fluid samples are shown in Table 1. Eight ELISA-alpha-defensin and seven ELISA-CRP samples with higher value 
over 21.5 μg/mL and 8.3 μg/mL, respectively, were positive for the msLFIAs, and 2 ELISA-alpha-defensin and 
3 ELISA-CRP samples with value below 7.2 μg/mL and 5.4 μg/mL were negative with the LFIAs. Moreover, the 
optical intensity of alpha-defensin and CRP of the msLFIA test strips analyzed by ImageJ were shown in Fig. 3(b). 
The results were correlated with the concentration of each synovial fluid sample by ELISA. The correlation coeffi-
cient (R2) was calculated and presented in Fig. 4. The correlation coefficients of alpha-defensin and CRP between 
msLFIA and ELISA were 0.91 and 0.92, respectively, which indicate an acceptable agreement between the two 
detection methods for the protein levels of alpha-defensin and CRP. The signal intensity was dependent on the 
affinity of antibody to antigen. The slope of the correlation between msLFIA and ELISA was 70.15 and 178.67 for 
alpha-defensin and CRP, respectively, which indicating that the higher slope of CRP has higher signal intensity 
than alpha-defensin because anti-CRP antibody possesses a higher affinity for CRP. These results suggested that 
the msLFIA strip is a reliable test for the detection of alpha-defensin and CRP in synovial fluid samples. It has 
the advantages of rapid, low-cost, ease of use, and can be used as the preliminary test for evaluating patients with 
suspected PJI.

Furthermore, msLFIA device is the multiple analyte detection version of the traditional single-plex LFIA. 
Trying to accommodate as many test lines as possible within a limited space on a device is a great challenge. Here, 
we compared the msLFIA with single CRP detection LFIA, the results of test strips by msLFIA (Fig. 5(a)) and 
traditional single-plex LFIA (Fig. 5(b)) for five synovial fluid samples showed the CRP level from 5.4 to 21.7 μg/
mL, and the optical intensity of CRP assay was correlated with the concentration of each synovial fluid sample, 
which were analyzed by ImageJ (Fig. 5(c)). As expected, the optical intensities of the traditional single-plex LFIA 
were higher than those of our msLFIA device by 3.0- to 4.2-fold, regardless of the concentration of alpha-defensin 
is high (29.8 μg/mL, 4.2-fold) or low (7.2 μg/mL, 3.9-fold) in the synovial fluid sample.

Discussion
The diagnosis of PJI is a most critical step in the management of a patient with a painful arthroplasty by guiding 
surgical decision-making. However, the currently used laboratory tests for infections are not able to provide a 
sufficiently accurate and rapid diagnosis of PJI. To address the issue of accuracy and efficiency of PJI diagnosis, 
multiplex testing is becoming indispensable in contemporary clinical diagnosis. With an increasing numbers of 
biomarkers being discovered over the years, there is often a need to detect several biomarkers simultaneously to 

Figure 2. (a) Scheme of the msLFIA for alpha-defensin and CRP detection. (b) Qualitative analysis platform 
for the msLFIA. Strips 1 to 4 are the schematic illustrations of detection results. (1) DEF (−), CRP (−); (2) DEF 
(+), CRP (−); (3) DEF (−), CRP (+); (4) DEF (+), CRP (+).
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generate meaningful or conclusive information. Furthermore, synovial fluid biomarkers have demonstrated great 
promise in providing a highly accurate diagnosis of PJI13–15,17.

In order to obtain rapid and on-site test results, paper-based diagnostic devices are the most popular POCT 
tools due to its flexibility, sample fabrication and visualization, cost effectiveness and portability41–44. Among 
them, traditional LFIA biosensor is widely adopted based on its single detection comprised of a test with a control 
and a test lines as the result output. Recently, multiplex LFIA are proposed for its multi-target detection; for exam-
ple, toxins38 and drugs of abuse45. While recognizing the complex nature of human diseases, overlapping symp-
toms, and states of co-infections, the number of biomarkers linked to certain diseases is often increasing, with 
multiple biomarkers being assayed to confirm diagnosis. However, analytical sensitivity and specificity of mul-
tiplexing may be affected by several issues, for example, the interference between multiple biomarkers and anti-
bodies, different binding kinetics among the antibodies, and buffer system compatibility in the multi-parameter 
lateral flow detection46. In the present study, a msLFIA platform was successful constructed and validated. In 
addition, a quick preincubation was performed to extend the interaction time between antigens and antibodies, 
which ensured a complete reaction between the AuNP-antibodies conjugates and the free analytes in the synovial 
fluid sample, so the samples could be analyzed within 20 min even with small sample volume and not requiring 
any additional pretreatment steps. This preincubation step increased the sensitivity, accuracy, and reproducibility 
of the test strip, which could simultaneously qualify alpha-defensin and CRP in synovial fluid.

Figure 3. Alpha-defensin/CRP test results of the synovial fluid samples by msLFIA. (a) The captured image of 
the test results. (b) The optical intensity of synovial fluid samples analyzed directly using ImageJ. The error bars 
represent the standard deviation of three independent experiments.

Sample Alpha-defensin (µg/mL) CRP (µg/mL)

001 29.8 ± 0.3 17.3 ± 2.6

002 28.6 ± 0.4 21.7 ± 1.3

003 30.1 ± 0.5 4.0 ± 0.4

004 29.0 ± 0.6 5.4 ± 0.3

005 27.8 ± 1.0 8.3 ± 0.5

006 21.5 ± 0.8 15.7 ± 0.5

007 23.3 ± 1.3 4.9 ± 0.4

008 23.6 ± 0.2 10.2 ± 0.8

009 1.1 ± 0.1 12.6 ± 1.3

010 7.2 ± 1.1 18.6 ± 2.8

Table 1. The protein levels of alpha-defensin and CRP in 10 synovial fluid samples analyzed by ELISA.
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Compared to using ELISA for detecting alpha-defensin and CRP levels, msLFIA has the potential for 
screening for these two biomarkers due to its superior efficiency. The advantages of the msLFIA over the ELISA 
include rapid results, less sample processing requirement, low-cost, yes-no answers generated without addi-
tional instruments, and ease of use for non-laboratory personnel. Despite the inability to accurately quantify the 
analyte, the multiplex platform offers multiple advantages for simplicity, rapidity, sensitivity, cost-effectiveness, 
and time-efficiency. Herein we described the development and initial validation of the first point-of-care 
alpha-defensin/CRP multiplex detection device. In our study, six synovial fluid samples (001, 002, and 005–008) 
were PJI positive and four (003, 004, 009 and 010) were PJI negative, which is summarized in Table 2. The syn-
ovial fluid alpha-defensin results alone correctly identified eight patients, corresponding to a specificity of 50% 

Figure 4. Correlation between the signal intensities of msLFIA results and ELISA measurements of CRP and 
alpha-defensin in synovial fluid samples. The error bars represent the standard deviation of three independent 
experiments.

Figure 5. Photographs of test strips showing five synovial fluid samples by (a) the conventional single 
CRP detection LFIA and (b) alpha-defensin/CRP msLFIA. (c) The normalized optical intensity of synovial 
fluid samples analyzed using ImageJ. The error bars represent the standard deviation of three independent 
experiments.

Sample

Results of msLFIA

PJI diagnosisAlpha-defensin CRP

001 + + +

002 + + +

003 + − −

004 + − −

005 + + +

006 + + +

007 + − +

008 + + +

009 − + −

010 − + −

Table 2. Summary of the PJI diagnosis, the alpha-defensin and CRP results of msLFIA for 10 synovial fluid 
samples.
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and a sensitivity of 100% for our msLFIA. However, there were two false-positive results for PJI negative. The 
synovial fluid CRP results of msLFIA were used as a complementary biomarker in order to improve the spec-
ificity of alpha-defensin assay alone. When the combined algorithm of synovial fluid alpha-defensin and CRP 
assays was applied, two false-positive alpha-defensin results (003 and 004) were corrected to true-negative results. 
Unfortunately, one true-positive sample (007) was turned to false-negative, so the specificity and sensitivity of 
the combined algorithm were 100% (4/4) and 83.3% (5/6), respectively. In conclusion, using the combined algo-
rithm with our msLFIA, we can correctly diagnosed 90% of the cases as PJI, where the specificity and accuracy 
were improved from 50% (2/4) to 100% (4/4) and 80% (8/10) to 90% (9/10), respectively, but the sensitivity 
was decreased from 100% (6/6) to 83% (5/6) due to one false-negative result. In conclusion, this device can 
detect resuspended alpha-defensin and CRP in synovial fluid samples with the advantages of rapidity, portability, 
low-cost and easy to use; in addition, it is a feasible diagnostic test for PJI, and it has the potential to influence 
decision making without additional expensive diagnostic workup.

Methods
Reagents and equipment. Methanol (99%), 2-propanol (99%), ethanol (99%), trisodium citrate (>99%), 
hydrogen tetrachloroaurate (III) trihydrate (99%), borate buffer, sucrose, and CRP were purchased from Sigma-
Aldrich (St. Louis, MO, USA). Anti-CRP antibody was purchased from Arista Biologicals Inc. (Allentown, PA, 
USA). Anti-alpha-defensin antibody, Human alpha-defensin 1 DuoSet ELISA and Human C-Reactive Protein/
CRP DuoSet ELISA were obtained from R&D systems (Minneapolis, MN, USA), Goat anti-mouse immuno-
globulin (IgG) antibody was supplied by Jackson ImmunoResearch Laboratories (West Grove, PA, USA). We 
used ultrapure water (18.2 mΩ·cm) throughout the experiments, which was filtered through a Milli-Q sys-
tem (Millipore, Milford, MA, USA). Nitrocellulose membrane (NC membrane) was purchased from Sartorius 
Stedim Biotech GmbH (Goettingen, Germany). The sample pad, conjugate pad, absorbent pad, adhesive backing 
card, and stacking pads were purchased from ShangHai GoldBio Co. Ltd. (Shanghai, China). The TDEF-, TCRP 
and C-lines on the NC membrane were prepared on the membranes using a Lateral Flow Reagent Dispenser 
(Claremont BioSolutions, Upland, CA) to dispense the anti-alpha-defensin, anti-CRP antibody and goat anti-
mouse IgG antibody, respectively. The assembled assay was cut into individual strips of 4 mm in width using a 
Rapid Test Cutter ZQ2000 (Shanghai kinbio Tech Co., Ltd, China), enabling the platform to be loaded in a com-
mercially available plastic cassette.

preparation of Aunps. AuNPs were synthesized using the Turkevich method47. Briefly, 30 nm diameter 
AuNPs were prepared as follows: A 250 mL two-neck round bottom flask was filled with 100 mL of ultrapure 
water and placed on a magnetic stirring heater. After boiling, 1 mL of 1% (w/v) trisodium citrate was added with 
vigorous stirring. After 10 min, 1.2 mL of 0.1% (w/v) chloroauric acid was added to the solution, which changed 
the color of the solution from yellow to black and then red. We continued to heat and stir the solution for another 
10 min and then cooled the sample in a water-ice bath for 30 min.

AuNP-anti-alpha-defensin and anti-CRP antibody conjugate preparation. The AuNP-anti- 
alpha-defensin and anti-CRP conjugates were prepared with the same procedure for AuNPS. 1 mL AuNPs was 
mixed with 5 μg antibody in 0.01 M amine-free PBS solution at pH 8.4. The anti- alpha-defensin or CRP antibod-
ies were attached to the surface of the AuNPs over the 90 min incubation period via multiple interactions. Then 
0.1 M tris-buffered saline (TBS) with 0.1% (w/v) Tween 20 was added to terminate the antibody/AuNP binding 
reaction. To remove any excess antibodies, 0.01 M TBS with 0.1% (w/v) Tween 20 was added at 5-times the vol-
ume of the conjugate mixture and centrifuged at 8000 g for 35 min. The final conjugates were reconstituted in 
0.01 M TBS containing 2% (w/v) bovine serum albumin (BSA), 10% sucrose and 0.1% NaN3 after removal of the 
supernatant. The conjugates were stored at 4 °C until use. To prepare the conjugate pads for the alpha-defensin 
and CRP assay, the conjugates were first diluted to 0.060 O.D. in the conjugate buffer (2 mM borate buffer with 
5% sucrose).

Fabrication of the msLFIA test strips and test procedure. The LFIA strips consisted of five parts as 
follows: sample pad, conjugate pad, stacking pad, NC membrane, and absorbent pad (Fig. 2(a)). For preparing 
the test zones, the anti-alpha-defensin, and anti-CRP and goat anti-mouse immunoglobulin (1.5, 0.6, and 1 mg/
mL, respectively) were separately dispensed onto the NC membrane in turn at a rate of 0.7 μL/cm to generate two 
test lines and one control line. The three lines were positioned at a 2.5 mm interval. Finally, the sample pad, con-
jugate pad, stacking pad, NC membrane, and absorbent pad were laminated onto a plastic backing and divided 
into strips.

Validation with clinical synovial fluid sample. All clinical samples were obtained with written 
informed consent, and the study design was approved by the Institutional Review Board of Chang Gung Medical 
Foundation, which is organized and operates in accordance with Good Clinical Practice and the applicable laws 
and regulations (IRB No. 201701976B0). All the test processes were performed in accordance with the relevant 
guidelines and regulations. A total of 10 synovial fluid samples were tested for clinical validation of the msLFIA. 
The synovial fluid samples were collected from patients who underwent total hip or knee replacement due to 
PJI or implant loosening. A quick preincubation40 was performed for preparing the conjugate pad. Briefly, two 
AuNPs labeled antibodies were pre-mixed together with an equal volume of 5 μL. Afterwards, 1 μL of the synovial 
fluid sample was mixed with 10 μL of the AuNPs conjugate mixture and then pipetted onto the conjugate pad. For 
running a single assay, a mixture of 1 μL of the synovial fluid sample and 5 μL of the AuNPs-anti-CRP conjugate 
was used. The LFIA strip was installed to be loaded into a commercially available plastic cassette and then dipped 
into 100 μL of running buffer. After loading each sample and waiting for 20 min, the color intensities at the T- and 
C-lines of the strips were captured using a CCD camera and analysed using ImageJ software48 (National Institutes 
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of Health, Bethesda, MD). The intensity was calculated by measuring the ROI areas of 2 × 2 mm2 at the center of 
TDEF- and TCRP-line of the msLFIA strip and then subtracting the mean background ROI of two adjacent areas at 
the distance of 0.5 mm from T-line in opposite direction. For comparative purposes, the alpha-defensin and CRP 
protein levels in synovial fluid samples from each patient was collected in the standard laboratory method. Levels 
of alpha-defensin and CRP in the synovial fluid were measured using Human alpha-defensin 1 DuoSet ELISA 
and Human C-Reactive Protein/CRP DuoSet ELISA, respectively, according to the manufacturer’s instructions.

Received: 31 July 2019; Accepted: 10 October 2019;
Published: xx xx xxxx

References
 1. Bozic, K. J. et al. The epidemiology of revision total knee arthroplasty in the United States. Clin. Orthop. Relat. Res. 468, 45–51 

(2010).
 2. Bozic, K. J. et al. The epidemiology of revision total hip arthroplasty in the United States. J. Bone Joint Surg. Am. 91, 128–133 (2009).
 3. Ong, K. L. et al. Prosthetic joint infection risk after total hip arthroplasty in the Medicare population. J. Arthroplasty 24, 105–109 

(2009).
 4. Whitehouse, M., Parry, M., Konan, S. & Duncan, C. Deep infection after hip arthroplasty: staying current with change. Bone Joint J. 

98, 27–30 (2016).
 5. Kurtz, S. M. et al. Infection burden for hip and knee arthroplasty in the United States. J. Arthroplasty 23, 984–991 (2008).
 6. Ghanem, E. et al. Cell count and differential of aspirated fluid in the diagnosis of infection at the site of total knee arthroplasty. J. 

Bone Joint Surg. Am. 90, 1637–1643 (2008).
 7. Costa, C. R. et al. Efficacy of erythrocyte sedimentation rate and C-reactive protein level in determining periprosthetic hip 

infections. Am. J. Orthop. (Belle Mead NJ) 41, 160–165 (2012).
 8. Dinneen, A., Guyot, A., Clements, J. & Bradley, N. Synovial fluid white cell and differential count in the diagnosis or exclusion of 

prosthetic joint infection. Bone Joint J. 95, 554–557 (2013).
 9. Qu, X. et al. Preoperative aspiration culture for preoperative diagnosis of infection in total hip or knee arthroplasty. J. Clin. Microbiol. 

51, 3830–3834 (2013).
 10. Gallo, J. et al. Culture and PCR analysis of joint fluid in the diagnosis of prosthetic joint infection. New Microbiol. 31, 97–104 (2008).
 11. Koh, I. J. et al. How accurate are orthopedic surgeons in diagnosing periprosthetic joint infection after total knee arthroplasty?: A 

multicenter study. The Knee 22, 180–185 (2015).
 12. Fernández-Sampedro, M. et al. Accuracy of different diagnostic tests for early, delayed and late prosthetic joint infection. BMC Infect. 

Dis. 17, 592 (2017).
 13. Wyatt, M. C. et al. The alpha-defensin immunoassay and leukocyte esterase colorimetric strip test for the diagnosis of periprosthetic 

infection: a systematic review and meta-analysis. J. Bone Joint Surg. Am. 98, 992 (2016).
 14. Parvizi, J., Jacovides, C., Antoci, V. & Ghanem, E. Diagnosis of periprosthetic joint infection: the utility of a simple yet unappreciated 

enzyme. J. Bone Joint Surg. Am. 93, 2242–2248 (2011).
 15. Bingham, J. et al. The alpha defensin-1 biomarker assay can be used to evaluate the potentially infected total joint arthroplasty. Clin. 

Orthop. Relat. Res. 472, 4006–4009 (2014).
 16. Li, B., Chen, F., Liu, Y. & Xu, G. Synovial Fluid alpha-Defensin as a Biomarker for Peri-Prosthetic Joint Infection: A Systematic 

Review and Meta-Analysis. Surg. Infect. 18, 702–710 (2017).
 17. Parvizi, J., McKenzie, J. C. & Cashman, J. P. Diagnosis of periprosthetic joint infection using synovial C-reactive protein. J 

Arthroplasty 27, 12–16 (2012).
 18. Tetreault, M. W., Wetters, N. G., Moric, M., Gross, C. E. & Della Valle, C. J. Is synovial C-reactive protein a useful marker for 

periprosthetic joint infection? Clin. Orthop. Relat. Res. 472, 3997–4003 (2014).
 19. Frangiamore, S. J. et al. alpha-Defensin as a predictor of periprosthetic shoulder infection. J. Shoulder Elbow Surg. 24, 1021–1027 

(2015).
 20. Deirmengian, C. et al. Diagnosing periprosthetic joint infection: has the era of the biomarker arrived? Clin. Orthop. Relat. Res. 472, 

3254–3262 (2014).
 21. Deirmengian, C. et al. Combined measurement of synovial fluid α-Defensin and C-reactive protein levels: highly accurate for 

diagnosing periprosthetic joint infection. J. Bone Joint Surg. Am. 96, 1439–1445 (2014).
 22. Deirmengian, C. et al. The alpha-defensin test for periprosthetic joint infection outperforms the leukocyte esterase test strip. Clin. 

Orthop. Relat. Res. 473, 198–203 (2015).
 23. Deirmengian, C. et al. The Alpha-defensin Test for Periprosthetic Joint Infection Responds to a Wide Spectrum of Organisms. Clin. 

Orthop. Relat. Res. 473, 2229–2235 (2015).
 24. Bonanzinga, T. et al. How Reliable Is the Alpha-defensin Immunoassay Test for Diagnosing Periprosthetic Joint Infection? A 

Prospective Study. Clin. Orthop. Relat. Res. 475, 408–415 (2017).
 25. Frangiamore, S. J. et al. alpha-Defensin Accuracy to Diagnose Periprosthetic Joint Infection-Best Available Test? J Arthroplasty 31, 

456–460 (2016).
 26. Kasparek, M. F. et al. Intraoperative Diagnosis of Periprosthetic Joint Infection Using a Novel Alpha-Defensin Lateral Flow Assay. J 

Arthroplasty 31, 2871–2874 (2016).
 27. Suda, A. J. et al. Diagnosis of periprosthetic joint infection using alpha-defensin test or multiplex-PCR: ideal diagnostic test still not 

found. Int. Orthop. 41, 1307–1313 (2017).
 28. Sigmund, I. K. et al. Qualitative alpha-defensin test (Synovasure) for the diagnosis of periprosthetic infection in revision total joint 

arthroplasty. Bone Joint J. 99-B, 66–72 (2017).
 29. Parvizi, J., Ghanem, E., Menashe, S., Barrack, R. L. & Bauer, T. W. Periprosthetic infection: what are the diagnostic challenges? J. Bone 

Joint Surg. Am. 88, 138–147 (2006).
 30. Vanderstappen, C., Verhoeven, N., Stuyck, J. & Bellemans, J. Intra-articular versus serum C-reactive protein analysis in suspected 

periprosthetic knee joint infection. Acta. Orthop. Belg. 79, 326–330 (2013).
 31. Bottner, F. et al. Interleukin-6, procalcitonin and TNF-alpha: markers of peri-prosthetic infection following total joint replacement. 

J. Bone. Joint. Surg. Br. 89, 94–99 (2007).
 32. Landers, K. A. et al. Use of multiple biomarkers for a molecular diagnosis of prostate cancer. Int. J. Cancer 114, 950–956 (2005).
 33. Zhang, D. et al. Quantitative and ultrasensitive detection of multiplex cardiac biomarkers in lateral flow assay with core-shell SERS 

nanotags. Biosens. Bioelectron. 106, 204–211 (2018).
 34. Calderón-Santiago, M. et al. Human sweat metabolomics for lung cancer screening. Anal. Bioanal. Chem. 407, 5381–5392 (2015).
 35. Bansal, T., Pandey, A., Deepa, D. & Asthana, A. K. C-reactive protein (CRP) and its association with periodontal disease: a brief 

review. J. Clin. Diagn. Res. 8, 21–24 (2014).
 36. Ganz, T. et al. Defensins. Natural peptide antibiotics of human neutrophils. J. Clin. Invest. 76, 1427–1435 (1985).

https://doi.org/10.1038/s41598-019-52051-6


8Scientific RepoRtS |         (2019) 9:15679  | https://doi.org/10.1038/s41598-019-52051-6

www.nature.com/scientificreportswww.nature.com/scientificreports/

 37. Li, J. & Macdonald, J. Multiplexed lateral flow biosensors: Technological advances for radically improving point-of-care diagnoses. 
Biosens. Bioelectron. 83, 177–192 (2016).

 38. Song, S. et al. Multiplex lateral flow immunoassay for mycotoxin determination. Anal. Chem. 86, 4995–5001 (2014).
 39. Tsai, T.-T. et al. Development a stacking pad design for enhancing the sensitivity of lateral flow immunoassay. Sci. Rep. 8, 17319 

(2018).
 40. Deng, S. L. et al. Sample preincubation strategy for sensitive and quantitative detection of clenbuterol in swine urine using a 

fluorescent microsphere–based immunochromatographic assay. J. Food Protect. 77, 1998–2003 (2014).
 41. Liu, M. et al. Target‐induced and equipment‐free DNA amplification with a simple paper device. Angew. Chem. Int. Edit. 55, 

2709–2713 (2016).
 42. Chen, C.-A., Yeh, W.-S., Tsai, T.-T. & Chen, C.-F. Three-dimensional origami paper-based device for portable immunoassay 

applications. Lab on a Chip 19, 598–607 (2019).
 43. Chen, C.-A. et al. Fast analysis of ketamine using a colorimetric immunosorbent assay on a paper-based analytical device. Sensor 

Actuat B-Chem. 282, 251–258 (2019).
 44. Hui, C. Y., Liu, M., Li, Y. & Brennan, J. D. A paper sensor printed with multifunctional bio/nano materials. Angew. Chem. Int. Edit. 

57, 4549–4553 (2018).
 45. Taranova, N. A. et al. Integration of lateral flow and microarray technologies for multiplex immunoassay: application to the 

determination of drugs of abuse. Microchim. Acta 180, 1165–1172 (2013).
 46. Asanov, A., Zepeda, A. & Vaca, L. A platform for combined DNA and protein microarrays based on total internal reflection 

fluorescence. Sensors 12, 1800–1815 (2012).
 47. Turkevich, J., Stevenson, P. C. & Hillier, J. A study of the nucleation and growth processes in the synthesis of colloidal gold. Discuss. 

Faraday Soc. 11, 55–75 (1951).
 48. Schneider, C. A., Rasband, W. S. & Eliceiri, K. W. NIH Image to ImageJ: 25 years of image analysis. Nat. Methods 9, 671–675 (2012).

Acknowledgements
This research was supported by the Ministry of Science and Technology, Taiwan (MOST 107-2628-E-002-
007-MY3, 107-2314-B-182-015 and 108-2314-B-182-025-MY3), the Chang Gung Memorial Hospital at Linkou 
under grant number CRRPG3H0031 and CRRPG3H0032, and the Higher Education Sprout Program at National 
Taiwan University.

Author contributions
T.T.T., T.H.H. and C.F.C. designed the research; T.T.T., T.H.H., N.Y.J.H., Y.P.C. and C.A.C. performed the 
experiments; all authors participated in analyzing the data and writing the paper.

competing interests
The authors declare no competing interests.

Additional information
Correspondence and requests for materials should be addressed to C.-F.C.
Reprints and permissions information is available at www.nature.com/reprints.
Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the Cre-
ative Commons license, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons license, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons license and your intended use is not per-
mitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the 
copyright holder. To view a copy of this license, visit http://creativecommons.org/licenses/by/4.0/.
 
© The Author(s) 2019

https://doi.org/10.1038/s41598-019-52051-6
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Development of a multiplex and sensitive lateral flow immunoassay for the diagnosis of periprosthetic joint infection
	Results
	Optimization of the LFIA strips. 
	Performance of the msLFIA with synovial fluid. 

	Discussion
	Methods
	Reagents and equipment. 
	Preparation of AuNPs. 
	AuNP-anti-alpha-defensin and anti-CRP antibody conjugate preparation. 
	Fabrication of the msLFIA test strips and test procedure. 
	Validation with clinical synovial fluid sample. 

	Acknowledgements
	Figure 1 The schematic illustration of the proposed multi-target lateral flow immunoassay strip for rapid PJI diagnosis in the point of need.
	Figure 2 (a) Scheme of the msLFIA for alpha-defensin and CRP detection.
	Figure 3 Alpha-defensin/CRP test results of the synovial fluid samples by msLFIA.
	Figure 4 Correlation between the signal intensities of msLFIA results and ELISA measurements of CRP and alpha-defensin in synovial fluid samples.
	Figure 5 Photographs of test strips showing five synovial fluid samples by (a) the conventional single CRP detection LFIA and (b) alpha-defensin/CRP msLFIA.
	Table 1 The protein levels of alpha-defensin and CRP in 10 synovial fluid samples analyzed by ELISA.
	Table 2 Summary of the PJI diagnosis, the alpha-defensin and CRP results of msLFIA for 10 synovial fluid samples.




