
 

 

1

A rapid and simple assay to determine pegylated erythropoietin in human serum 1 

 2 

Tom Van Maerken,1 Annemieke Dhondt,2 and Joris R. Delanghe1 3 

 4 

1Department of Clinical Chemistry; and 2Department of Nephrology, Ghent University 5 

Hospital, Ghent, Belgium 6 

 7 

Correspondence: Joris R. Delanghe, Department of Clinical Chemistry, Ghent 8 

University Hospital, De Pintelaan 185, B-9000 Ghent, Belgium. Phone: +32-9-332-2956; 9 

Fax: +32-9-332-4985; E-mail: joris.delanghe@ugent.be 10 

 11 

Running title: Determination of pegylated erythropoietin in serum 12 

 13 

Word count: 2272 14 

 15 

Number of Figures: 3 16 

 17 

Number of Tables: 0 18 

 19 

Number of Supplemental Tables: 5 20 

21 

brought to you by COREView metadata, citation and similar papers at core.ac.uk

provided by Ghent University Academic Bibliography

https://core.ac.uk/display/55708957?utm_source=pdf&utm_medium=banner&utm_campaign=pdf-decoration-v1


 

 

2

Abstract 22 

 23 

Stimulation of erythropoiesis by the third-generation erythropoietin drug CERA, a 24 

pegylated derivative of epoetin β, has provided valuable therapeutic benefits to patients 25 

suffering from renal anemia, but has also rapidly found application as an illicit 26 

performance-enhancing strategy in endurance sports. We present here a novel method for 27 

selective determination of CERA in serum, based on polyethylene glycol precipitation 28 

followed by a commercial homogeneous immunoassay. The developed method was 29 

highly discriminating between serum samples from CERA-treated patients and control 30 

subjects, as the covalently linked polyethylene glycol chain in CERA strongly enhanced 31 

the solubility of the protein in a polyethylene glycol–containing medium. Intravenous 32 

administration of CERA could be detected for several weeks in the majority of subjects 33 

tested. This assay outperforms the currently available CERA detection methods in terms 34 

of simplicity, convenience, cost, and throughput, making it ideal as a screening tool for 35 

doping control. 36 
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The recent introduction of long-acting pegylated erythropoietin (Epo) is an important 41 

improvement for the treatment of anemia in end-stage renal disease (9). Continuous Epo 42 

receptor activator (CERA) is synthesized by linking a methoxy-polyethylene glycol 43 

polymer to epoetin β, resulting in an extended plasma half-life and prolonged stimulation 44 

of erythropoiesis. In CERA, polyethylene glycol (PEG) accounts for ~50% of the 45 

molecular mass of the compound (60 kDa). 46 

Illicit use of recombinant Epo and Epo analogues, designated hereafter as 47 

erythropoiesis-stimulating agents (ESAs), for blood doping in endurance sports is 48 

currently detected by a method that combines isoelectric focusing (IEF) separation with 49 

double-blotting (1). This assay is technically capable of detecting CERA in both blood 50 

and urine specimens, but the poor urinary excretion of pegylated Epo may hamper the 51 

identification of CERA abuse when only a urine sample is analyzed (6). Blood testing has 52 

therefore been recommended as the method of choice (6). At present, the vast majority of 53 

samples collected for doping control purposes are urine specimens, but there is a growing 54 

awareness that blood may be the best matrix for detecting CERA and other forms of 55 

ESA-doping (12). The standard IEF-based detection method has proven its value, but is 56 

complicated and labor-intensive, and there is also a clear need for a novel and robust 57 

CERA assay in blood given the requirement for anti-doping laboratories to report an 58 

adverse analytical finding only when demonstrated by two different assay principles (15). 59 

PEG precipitation is widely used in analytical protein chemistry as a fractional 60 

precipitating agent and has proven valuable for the detection of serum macro-analytes, 61 

e.g. macroprolactine (14) and macro-enzymes (2, 7). We hypothesized that differences in 62 

physicochemical characteristics between CERA and endogenous Epo or non-pegylated 63 
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ESAs may lead to a different solubility in a PEG-containing medium, and set out to 64 

develop a test for specific determination of CERA in serum based on PEG precipitation 65 

followed by a homogeneous chemiluminescent immunoassay. 66 

 67 

Methods 68 

 69 

Subjects and serum samples 70 

A total of 96 patients (41 men and 55 women, aged 16–89 years) at Ghent University 71 

Hospital, Belgium, were included in this study. These patients belonged to one of the 72 

three following groups: (1) hemodialysis patients treated intravenously with CERA 73 

(Mircera®, Roche, Welwyn Garden City, United Kingdom) once every four weeks (dose 74 

range 50–350 µg) (n = 40), (2) non-renal patients not treated with CERA or other ESAs 75 

(n = 49), and (3) hemodialysis patients not treated with CERA or other ESAs (n = 7). 76 

Sex, age, and medication details for all individual patients are presented in Supplemental 77 

Tables 1–5. For 25 CERA-treated hemodialysis patients, serum samples were collected at 78 

week 1 (day 6, 7 or 8) following CERA administration. The other 15 CERA-treated 79 

hemodialysis patients were analyzed either at week 1 (day 6, 7 or 8), week 2 (day 14 or 80 

15), and week 4 (day 27 or 28) after CERA administration (n = 8), or at week 1 (day 7 or 81 

8), week 3 (day 13, 14 or 15), and week 4 (day 27 or 28) following CERA injection (n = 82 

7). A single serum sample was collected for all other patients. The study was approved by 83 

the local ethics committee, and written informed consent was obtained according to 84 

institutional protocols 2009/250 and 2009/253. 85 

 86 
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CERA and epoetin β standard solutions 87 

CERA (Mircera®) and epoetin β (Neorecormon®) were kindly provided by Roche. 88 

Standard curves were prepared by spiking a serum pool, obtained from persons with a 89 

normal hematocrit and not receiving ESAs, with 1000 IU/L CERA or 1000 IU/L epoetin 90 

β followed by serially diluting, in twofold increments, the spiked serum with unspiked 91 

serum from the same pool. Three separate standard curves were prepared for each ESA. 92 

 93 

Experimental protocol of the CERA assay 94 

For each patient sample or standard point, 150 µL serum was supplemented with 150 95 

µL of either a 50% (w/v) PEG-6000 solution or the solvent for PEG-6000 (saline 0.15 96 

mol/L) in separate microcentrifuge tubes. Following vortexing, incubation (37 °C, 15 97 

min), revortexing, centrifugation (9300 g, 10 min), and dilution of the supernatant (1:4 in 98 

saline 0.15 mol/L), Epo concentration was measured using the Access EPO assay 99 

(Beckman Coulter, Brea, CA) on an Access analyzer (Beckman Coulter). The Access 100 

EPO assay is a paramagnetic-particle chemoluminescent immunoassay developed for the 101 

quantitative determination of Epo levels in human serum and plasma (measurement 102 

range: 0.6–750 IU/L). Results are depicted as the PEG/control ratio, i.e. the ratio between 103 

the Epo concentration in the PEG-6000–pretreated aliquot and in the saline-pretreated 104 

aliquot. 105 

 106 

Statistical analysis 107 

All data were analyzed using GraphPad Prism version 5.01 for Windows (GraphPad 108 

Software, San Diego, CA). One-way ANOVA followed by Tukey’s multiple comparison 109 
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test was performed to analyze the serum samples for differences in PEG/control ratios 110 

among groups (hemodialysis patients treated with CERA, non-renal patients not treated 111 

with ESAs, hemodialysis patients not treated with ESAs). Statistical differences in 112 

PEG/control ratios between CERA and epoetin β standard solutions were assessed by 113 

two-sided two-sample t-tests. The level of statistical significance was set at P < 0.05 for 114 

all analyses. 115 

 116 

Results and Discussion 117 

 118 

Pegylation of a protein increases its water solubility as a result of the binding of two to 119 

three water molecules per ethylene oxide unit of PEG (10), and we therefore reasoned 120 

that the presence of a PEG chain in CERA may provide an opportunity for selective 121 

detection based on fractional precipitation. PEG itself was chosen as a suitable 122 

precipitant, since PEG solutions cause virtually no denaturation of proteins (13) and thus 123 

can be expected to preserve the native conformation of relevant epitopes. We decided to 124 

combine PEG precipitation with a commercially available, homogeneous immunoassay, 125 

with the aim to develop a convenient and simple method for selective determination of 126 

CERA in serum samples. 127 

In a first experiment, we analyzed serum samples that were collected from 128 

hemodialysis patients one week (at day 6, 7 or 8) following intravenous administration of 129 

CERA (dose range 50–350 µg), serum samples taken from non-renal patients not 130 

receiving CERA or other ESAs, and sera from hemodialysis patients not treated with 131 

CERA or other ESAs. Fig. 1 shows the overall results for each group of patients, while 132 
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the clinical characteristics and individual results of all patients are presented in 133 

Supplemental Tables 1–3. In CERA-treated hemodialysis patients (n = 25), PEG 134 

pretreatment at a final concentration of 25% (w/v) PEG-6000 resulted in a 2.15-fold 135 

(95% confidence interval of the mean [95% CI]: 2.09–2.22) change in serum Epo levels 136 

relative to control pretreatment with saline. This increase in Epo concentration after PEG 137 

pretreatment presumably corresponded to a co-volume effect (voluminous pellet after 138 

PEG precipitation; no visible pellet after saline pretreatment). In contrast, the same 139 

procedure of PEG precipitation on serum samples from non-renal patients not treated 140 

with ESAs (n = 49) yielded a PEG/control ratio, determined as the ratio between the Epo 141 

level in the PEG-6000–pretreated aliquot and in the saline-pretreated aliquot, that was, on 142 

average, 0.92 (95% CI: 0.87–0.97). Similarly, serum samples from hemodialysis patients 143 

not treated with ESAs (n = 7) were characterized by a mean PEG/control ratio of 0.82 144 

(95% CI: 0.63–1.01). These results demonstrated that PEG precipitation of serum 145 

samples followed by immunoassay-based measurement of Epo concentration was highly 146 

effective in discriminating CERA-treated patients from control patients not treated with 147 

ESAs (CERA-treated hemodialysis patients versus non-renal patients not receiving 148 

ESAs: P < 0.001; CERA-treated hemodialysis patients versus hemodialysis patients not 149 

receiving ESAs: P < 0.001). 150 

We next evaluated whether the different solubility of CERA in 25% (w/v) PEG-6000 151 

was due to the presence of the covalently linked PEG chain, by directly comparing 152 

CERA with its non-pegylated counterpart, epoetin β. To this purpose, a serum pool, 153 

derived from individuals with a normal hematocrit and not treated with ESAs, was spiked 154 

with either 1000 IU/L CERA or 1000 IU/L epoetin β. The endogenous Epo level of the 155 
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serum pool was 9.12 IU/L. The spiked serum was subsequently serially diluted, in 156 

twofold increments, with unspiked serum from the same pool, down to a concentration of 157 

1.95 IU/L of the ESA (corresponding to a total Epo concentration of 11.07 IU/L). As 158 

shown in Fig. 2, our assay was capable of discriminating between the standard curve of 159 

CERA and the dilution series of epoetin β over the whole concentration range tested (P < 160 

0.01 for each concentration point). A higher PEG/control ratio was consistently observed 161 

for the CERA standard solutions compared to the corresponding epoetin β solutions, 162 

indicating that the PEG chain in CERA effectively increases the solubility of the 163 

molecule. 164 

Finally, we performed a time-course experiment aimed at exploration of the detection 165 

window of the assay after intravenous administration of CERA. Fifteen hemodialysis 166 

patients, different from those presented in Fig. 1, were selected for this experiment. It was 167 

decided, for the patient’s comfort, to investigate only leftovers from serum samples that 168 

were taken for routine diagnostic purposes, and this resulted in one group of patients that 169 

could be analyzed at week 1 (day 6, 7 or 8), week 2 (day 14 or 15), and week 4 (day 27 or 170 

28) following intravenous injection of CERA (n = 8, dose range 50–150 µg), and in 171 

another group of patients that could be evaluated at week 1 (day 7 or 8), week 3 (day 13, 172 

14 or 15), and week 4 (day 27 or 28) after intravenous CERA administration (n = 7, dose 173 

range 50–300 µg). Fig. 3A shows the distribution of the PEG/control ratios that were 174 

obtained at each time point for the 8 patients analyzed at weeks 1, 2, and 4 after CERA 175 

injection. Clinical characteristics and individual results of each patient are presented in 176 

Supplemental Table 4. The minimum PEG/control ratio observed was 1.86 at week 1 177 

(mean PEG/control ratio: 1.95; 95% CI: 1.89–2.01), 1.57 at week 2 (mean PEG/control 178 
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ratio: 1.76; 95% CI: 1.64–1.88), and 1.47 at week 4 (mean PEG/control ratio: 1.77; 95% 179 

CI: 1.54–2.00). All these values were higher than the maximum PEG/control ratio of the 180 

56 control patients analyzed in Fig. 1, which was equal to 1.30. For the 7 patients 181 

evaluated at weeks 1, 3, and 4 after CERA injection, PEG/control ratios lower than 1.30 182 

were not observed at week 1 (mean PEG/control ratio: 1.89; 95% CI: 1.75–2.03), but 183 

were recorded for 1 patient at week 3 (mean PEG/control ratio: 1.95; 95% CI: 1.50–2.39) 184 

and for 3 patients at week 4 (mean PEG/control ratio: 1.55; 95% CI: 1.04–2.05) (Fig. 3B 185 

and Supplemental Table 5). Taken together, these data demonstrated that a simple PEG 186 

precipitation followed by immunoassay-based Epo measurement was highly efficient in 187 

detecting the presence of CERA in the first two weeks after intravenous CERA 188 

administration and capable of detecting the majority, but not all, of the CERA-treated 189 

subjects at weeks 3 and 4 after injection (dose range 50–300 µg). 190 

We present here a rapid and simple method for selective determination of CERA in 191 

serum samples. A possible limitation of the study is that only CERA-treated hemodialysis 192 

patients have been included, which is due to ethical and practical considerations that 193 

hamper the recruitment of healthy sportsmen for a study with a prohibited doping 194 

substance. Another caveat is that we have not analyzed the serum samples in parallel by 195 

the conventional IEF-based detection method (1, 6), partly because this test has a number 196 

of pitfalls and is not always easy to interpret (3, 4, 8), and partly because the controlled 197 

medical setting of this study did not leave any uncertainty on whether CERA had been 198 

administered or not. From a practical point of view, the developed assay seems to offer 199 

several advantages for CERA doping detection compared to the standard ESA detection 200 

procedure. While the latter method is based on a complex and laborious workflow 201 
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consisting of immunoaffinity chromatography, ultrafiltration, IEF, and double-blotting, 202 

the assay proposed here is extremely simple, straightforward, more economical, and 203 

allows a high throughput, making it ideal as a screening tool. It should be noted that other 204 

alternative tests for CERA detection have recently been developed. Lamon et al. 205 

examined an enzyme-linked immunosorbent assay (ELISA) that relies on the 206 

combination of an anti-Epo and an anti-PEG antibody to specifically detect CERA 207 

doping in blood (5). Reichel et al. developed a sodium dodecyl sulfate–polyacrylamide 208 

gel electrophoresis (SDS-PAGE) method that allows the detection of endogenous Epo 209 

and various ESAs, including CERA, in urine, serum, and plasma samples (12). A 210 

drawback of the latter assay is that the sensitivity for CERA detection is relatively low, 211 

because binding of SDS to the PEG chain impairs the recognition of CERA by an anti-212 

Epo antibody. This problem has recently been solved by exchanging the SDS for sodium 213 

N-lauroyl sarosinate (SARCOSYL), which does not interact with PEG (11). The ELISA 214 

and SARCOSYL-PAGE methods for CERA detection have been reported to be sensitive, 215 

specific, and easier to perform than the sophisticated IEF-based assay, but they remain 216 

more cumbersome and time-consuming than the approach presented here. The 217 

availability of various methods with complementary detection principles offers 218 

opportunities for improving doping control. When serum samples have been collected 219 

from athletes, PEG precipitation combined with immunoassay-based Epo measurement 220 

may hold promise as a first-line assay to screen for the presence of CERA in view of its 221 

simplicity and speed, followed by one or more confirmatory methods. In addition, it can 222 

be anticipated that future drug development efforts will increasingly focus on Epo 223 

modifications that allow for enhanced stability, which may, in principle, be detectable by 224 
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this assay. In conclusion, the developed method presents a conceptually new approach for 225 

selective detection of pegylated Epo in serum and may prove a valuable adjunct in the 226 

fight against doping in sport. 227 



 

 

12

Acknowledgments 228 

 229 

We wish to thank Roche for their gift of CERA and epoetin β, and C. Wehlou for help in 230 

preparing the manuscript. 231 



 

 

13

References 232 

 233 

1. Ayotte C, Gmeiner G, Lasne F, Pascual JA, Reichel C, Saugy M. WADA 234 

Technical Document – TD2009EPO version 2.0: Harmonization of the method 235 

for the identification of recombinant erythropoietins (i.e. epoetins) and analogues 236 

(i.e. darbepoetin and pegserpoetin) [Online]. World Anti-Doping Agency. 237 

http://www.wada-ama.org/rtecontent/document/TD_EPO_2009.pdf [Jan. 17, 238 

2010]. 239 

2. Davidson DF, Watson DJ. Macroenzyme detection by polyethylene glycol 240 

precipitation. Ann Clin Biochem 40: 514–520, 2003. 241 

3. Delanghe JR, Bollen M, Beullens M. Testing for recombinant erythropoietin. 242 

Am J Hematol 83: 237–241, 2008. 243 

4. Franke WW, Heid H. Pitfalls, errors and risks of false-positive results in urinary 244 

EPO drug tests. Clin Chim Acta 373: 189–190, 2006. 245 

5. Lamon S, Giraud S, Egli L, Smolander J, Jarsch M, Stubenrauch KG, 246 

Hellwig A, Saugy M, Robinson N. A high-throughput test to detect C.E.R.A. 247 

doping in blood. J Pharm Biomed Anal 50: 954–958, 2009. 248 

6. Lasne F, Martin L, Martin JA, de Ceaurriz J. Detection of continuous 249 

erythropoietin receptor activator in blood and urine in anti-doping control. 250 

Haematologica 94: 888–890, 2009. 251 

7. Levitt MD, Ellis C. A rapid and simple assay to determine if macroamylase is the 252 

cause of hyperamylasemia. Gastroenterology 83: 378–382, 1982. 253 



 

 

14

8. Lundby C, Achman-Andersen NJ, Thomsen JJ, Norgaard AM, Robach P. 254 

Testing for recombinant human erythropoietin in urine: problems associated with 255 

current anti-doping testing. J Appl Physiol 105: 417–419, 2008. 256 

9. Panchapakesan U, Sumual S, Pollock C. Nanomedicines in the treatment of 257 

anemia in renal disease: focus on CERA (Continuous Erythropoietin Receptor 258 

Activator). Int J Nanomedicine 2: 33–38, 2007. 259 

10. Parveen S, Sahoo SK. Nanomedicine: clinical applications of polyethylene 260 

glycol conjugated proteins and drugs. Clin Pharmacokinet 45: 965–988, 2006. 261 

11. Reichel C, Abzieher F, Geisendorfer T. SARCOSYL-PAGE: a new method for 262 

the detection of MIRCERA- and EPO-doping in blood. Drug Test Analysis; doi: 263 

10.1002/dta.97. 264 

12. Reichel C, Kulovics R, Jordan V, Watzinger M, Geisendorfer T. SDS-PAGE 265 

of recombinant and endogenous erythropoietins: benefits and limitations of the 266 

method for application in doping control. Drug Test Analysis 1: 43–50, 2009. 267 

13. Simpson RJ. Concentrating solutions of proteins. In: Purifying proteins for 268 

proteomics: a laboratory manual, edited by Simpson RJ. New York, NY: Cold 269 

Spring Harbor Laboratory Press, 2004. 270 

14. Vieira JG, Tachibana TT, Obara LH, Maciel RM. Extensive experience and 271 

validation of polyethylene glycol precipitation as a screening method for 272 

macroprolactinemia. Clin Chem 44: 1758–1759, 1998. 273 

15. World Anti-Doping Agency. International standard for laboratories – version 6.0 274 

[Online]. World Anti-Doping Agency. http://www.wada-275 



 

 

15

ama.org/rtecontent/document/International_Standard_for_Laboratories_v6_0_Jan276 

uary_2009.pdf [Jan. 17, 2010]. 277 

 278 

279 



 

 

16

Figure legends 280 

 281 

Fig. 1. PEG/control ratios for serum samples from CERA-treated patients and control 282 

patients. Serum samples were obtained from hemodialysis patients one week after 283 

intravenous administration of CERA (n = 25), from non-renal patients not treated with 284 

ESAs (n = 49), and from hemodialysis patients not treated with ESAs (n = 7). 285 

PEG/control ratios were determined as described in Methods. The horizontal line, box, 286 

and whiskers of each boxplot represent the median, the interquartile range, and the upper 287 

and lower range of the data, respectively. HD, hemodialysis. 288 

 289 

Fig. 2. PEG/control ratios for CERA- and epoetin β–spiked serum. For each ESA, three 290 

separate dilution series were prepared and PEG/control ratios were determined, as 291 

described in Methods. Points represent the mean PEG/control ratios of the three 292 

experiments, and error bars indicate standard deviations. 293 

 294 

Fig. 3. PEG/control ratios for serum samples at different time points following 295 

intravenous administration of CERA. Serum samples were collected from hemodialysis 296 

patients at 1, 2, and 4 weeks after intravenous CERA administration (A; n = 8, dose range 297 

50–150 µg) and at 1, 3, and 4 weeks following intravenous CERA injection (B; n = 7, 298 

dose range 50–300 µg). PEG/control ratios were determined as described in Methods. 299 
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