
Abstract

Objective: To compare sweat chloride values obtained by quantitative pilocarpine iontophoresis (classic test) 
with the sweat conductivity values obtained using Macroduct® collection system in patients with and without cystic 
fibrosis (CF). The cost and time spent to carry out each test were also analyzed. 

Methods: The sweat test using both techniques was performed at the same time in patients with and without CF. 
Conductivity cutoff values to rule out or diagnose CF were < 75 and ≥ 90 mmol/L, respectively, and for the classic 
test the chloride values were < 60 and ≥ 60 mmol/L.

Results: Fifty-two patients with CF (29 males and 23 females; aged from 1.5 to 18.2 years) underwent the 
sweat test using both techniques, showing median sweat chloride and conductivity values of 114 and 122 mmol/L, 
respectively. In all of them, conductivity was ≥ 95 mmol/L, which provided the test with 100% sensitivity (95%CI 
93.1-100). Fifty patients without CF (24 males and 26 females; aged from 0.5 to 12.5 years) had median sweat 
chloride and conductivity values of 15.5 and 30 mmol/L, respectively. In all cases, conductivity was < 70 mmol/L, 
which provided the test with 100% specificity (95%CI 92.9-100). Time spent to perform the tests was significantly 
shorter for the conductivity test, and its cost was also lower.

Conclusions: The conductivity test showed high sensitivity and specificity, and there was good correspondence 
between the tests. The time spent to carry out the conductivity test was shorter and the cost was lower in comparison 
with the classic test.
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Introduction

Cystic fibrosis (CF) is an autosomal recessive genetic 

disease caused by mutations in one single gene located in 

the long arm of chromosome 7, affecting the epithelial cells 

of several organs, including the respiratory tract, exocrine 

pancreas, bowels, deferent channels, hepatobiliary system, 

and sudoriparous gland, resulting in alterations in several 

organs. CF is characterized by chronic suppurative lung 

disease, pancreatic failure, multifocal biliary cirrhosis, male 

infertility, and large sweat electrolytic loss.1-3

CF diagnosis is confirmed when sweat chloride values of 

two independent measurements are higher than 60 mmol/L, 

or when two mutations for CF are detected by means of 

genetic study, or even when there is alteration in the nasal 

potential difference measurement (a test that is performed 

at very few health care facilities) associated with a clinical 

picture compatible with the disease.4,5 The diagnosis criteria 

for CF have been recently revised; therefore, for infants 

younger than 6 months, the normal values of sweat chloride 
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are lower than 30 mmol/L and the borderline values are 

between 30 and 59 mmol/L, since it has been found that 

in normal young infants sweat chloride values are around 

10 mmol/L.6-8 Sweat test is positive in 98 to 99% of the 

patients with CF, and it is used as the routine test for the 

diagnosis of this disease. The genetic study of mutations is a 

more expensive method and, even when it shows a normal 

result, it does not rule out CF diagnosis because it is possible 

to find more rare mutations that are not usually analyzed 

by the marketed kits that study the mutations for CF. 

Although several techniques have been created for 

the collection and measurement of sweat electrolytes, the 

most reliable test is based on the pilocarpine iontophoresis 

technique described by Gibson & Cooke9 in 1959, which is 

still considered to be the gold standard for CF diagnosis. 

However, this is a complex technique that requires the 

definition of the exact sweat weight using an analytical 

scale, and sweat evaporation must be avoided during sweat 

collection; in addition, the sweat sample needs to undergo 

biochemical analysis of electrolytes, a technique that is also 

quite complex. According to this method, it is necessary 

to collect at least 50 mg of sweat10,11 (the ideal amount is 

≥ 75 mg) so that an accurate result can be reached, which 

may be difficult in infants younger than 1 to 2 months. 

The procedure is vulnerable to errors, which may lead to 

false-positive and false-negative results if the test is not 

performed by experienced professionals specifically trained 

in sweat collection and analysis. The minimum number of 

tests that a laboratory must carry out to be qualified as a 

proficient lab in the sweat test performance has not been 

defined.11 Some international guidelines recommend that 

labs perform at least between 50 and 100 tests per year, 

and each technician must carry out at least 10 tests per 

year.12,13 In addition, inadequate sweat samples should not 

account for more the 5% of the total number of samples 

collected.12,13 CF underdiagnosis rate is estimated to be 

high in Brazil, and this is partially due to the complexity of 

the sweat test, the small number of professional trained 

to carry out the test in Brazil, as well as the shortage of 

equipment for the adequate performance of the test. 

In order to make the test simpler, many labs have 

been using alternative methods.14-21 One of these methods 

includes the use of the device Macroduct® – a sweat collection 

system,22 through which sweat is collected into a plastic coil 

after stimulation by pilocarpine iontophoresis. Weighting and 

risk of evaporation are thus eliminated. The sweat can be 

taken from the coil and its ionic composition can be later 

analyzed using the usual biochemical techniques, or it may 

be immediately placed in the conductivity analyzer – Sweat-

Chek – Wescor®,22 which will quickly provide the equivalent 

values of sweat sodium chloride (NaCl) in mmol/L.

The objective of the present study was to compare sweat 

chloride values obtained by the quantitative pilocarpine 

iontophoresis test (classic test) with sweat conductivity 

values collected using the Macroduct® system in patients 

diagnosed with CF and in patients whose CF diagnosis had 

been ruled out, thus assessing the diagnostic properties of 

the test. Cost and time spent to perform the collection of 

the sweat sample and the measurements of electrolytes 

for each test were also assessed.

Methods

During the first phase of the study, we invited patients 

with a CF diagnosis who were registered and followed at 

the pulmonology outpatient clinic of Instituto da Criança, 

Hospital das Clínicas, Universidade de São Paulo (USP), São 

Paulo, state of São Paulo, Brazil, to participate in the present 

study. After this initial phase, we invited other patients to 

take the test. These patients were also followed at the same 

outpatient clinic but had received other diagnosis (asthma, 

wheezing infant, etc) and whose CF diagnosis had been 

ruled out based on two normal sweat tests performed using 

the classic technique at the lab of Instituto da Criança and 

recorded on the patients’ medical records.

The tests were carried out after the patients or their 

guardians received information about the study, read and 

signed the consent form. This research project was approved 

by the Research Ethics Committee of Hospital das Clínicas, 

School of Medicine, USP.

Both collections were conducted at the same time in 

each one of the patients’ arms as described below:

a) Classic test: quantitative pilocarpine 
iontophoresis technique9

First, the skin of the arm is cleaned using distilled water 

and wiped up using gauze. Next, 2.5 x 2.5 cm copper 

electrodes are placed on the skin using straps on gauze 

embedded in pilocarpine nitrate solution (positive electrode) 

and sulphur acid 0.004N (negative electrode). A current 

of 2 to 5 mA is applied during 5 minutes. Next, the skin 

is cleaned again using distilled water and wiped up using 

gauze for the placement of a filter paper of around 4 cm 

of diameter covered with plastic and masking tape. After 

30 to 60 minutes, the paper is removed using tweezers 

and weighted using an analytical scale in order to check 

the sweat mass. Next, the paper is placed inside a glass 

container, which is sealed with plastic so that it can be 

sent for sodium and chloride laboratory analysis. Chloride 

concentration is measured using a digital chloridometer, 

and the sodium concentration is defined using a flame 

photometer (results in mmol/L). Sweat sodium is mainly 

useful as quality control, since discordant values between 

both ions suggest that there are problems related to 

the collection or analysis; therefore, they should not be 

interpreted alone.23,24 The technician who performed the 

measurement of sodium and chloride was not aware of the 

result of the conductivity test.
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b) Sweat conductivity test: Macroduct® – sweat 
collection system – with analysis of electrolytes by 
means of conductivity22

First, the skin of the arm is cleaned using distilled water 

and wiped up using gauze. Next, there is sweat stimulation 

using electrodes with pilocarpine gel discs (Pilogel®) over 

the skin and passage of an electric current during a period 

of 5 minutes at 1.5 mA. After iontophoresis, the area is 

cleaned and wiped up, and Macroduct® is tightened up using 

straps. The collector consists of a concave plastic disc with 

a central tiny orifice. This orifice is connected to a plastic 

catheter that is placed inside the disc in concentric circles. 

The sweat produced will be collected into this orifice and 

will be stored inside the catheter. A small amount of dye 

present in the collecting surface allows the stored sweat 

to be easily viewed, which makes it possible to quantify 

it in microliter. The sweat collection lasts for 30 minutes 

and, after the collection process, the catheter is separated 

from the disc and a syringe is connected to one end of 

the catheter. The other end is connected to the analyzer 

device Sweat-Chek®, which will measure the conductivity25 

of the sample collected and convert it into the equivalent 

of NaCl molarity. 

Statistical analysis

This is a cross-sectional diagnostic test study called 

Phase II Questions,26,27 that is, the test is performed in 

a population whose diagnosis is previously known: in 

patients with and without CF. It was possible then analyzed 

if the results obtained with the diagnostic test would be 

able to differentiate patients with the disease from normal 

patients and if the test would have a diagnostic potential 

(high sensitivity and specificity) under ideal conditions, 

that is, when it is previously known who has CF and who 

does not.

In order to check the sensitivity28 of the conductivity 

test, the gold standard was the previously established 

CF diagnosis recorded on the patient’s medical record, 

as well as the classic sweat tests showing altered results 

when the diagnosis was established. In order to check the 

specificity28 of the conductivity test, the gold standard 

was the exclusion of the CF diagnosis based on two classic 

sweat tests previously performed showing normal results 

and presence of another diagnosis recorded on the medical 

record. A convenience sample of around 50 patients for 

each group was defined.

For sensitivity and specificity calculations, the cutoff 

points were: chloride normal value was < 60 mmol/L and 

CF diagnosis value was ≥ 60 mmol/L for the classic test, 

and conductivity normal value was < 90 mmol/L and CF 

diagnosis value was ≥ 90 mmol/L.

The following diagnostic properties were calculated 

using contingency tables: sensitivity, specificity, positive 

predictive value (PPV), and negative predictive value (NPV), 

and the respective 95% confidence intervals (95%CI) both 

for the conductivity and classic tests. Fisher’s exact test 

was used to assess the association between the tests and 

the presence or absence of CF.

We used the receiver operator characteristic (ROC) 

curve28 to calculate the area under the curve between both 

tests to assess their accuracy. 

Wilcoxon test was used to compare the time spent to 

perform each test, with the significant difference set at 

p < 0.05.

Results

Both sweat collection techniques were conducted in 141 

patients selected at the pulmonology outpatient clinic of 

Instituto da Criança between February 2006 and February 

2007; 75 of these patients had CF and 66 did not have 

the disease. 

Of the 75 patients with CF, 23 (31%) were not able to 

collect enough sweat by means of the classic test, while 

only four (5%) of them could not collect enough sweat 

using the conductivity test. Of the 66 patients without CF, 

16 (24%) were not able to collect enough sweat by means 

of the classic test, while only two (3%) of them could not 

collect enough sweat using conductivity. These cases were 

excluded from the comparative analysis.

In 52 patients with CF, aged between 1.5 and 18.2 years, 

29 males and 23 females, it was possible to perform both 

sweat test techniques, with median sweat chloride value 

and sweat conductivity value of 114 and 122 mmol/L, 

respectively, which evidenced an excellent correspondence 

between the tests (Table 1). All patients with CF had sweat 

conductivity values higher than 90 mmol/L, providing the 

test with 100% sensitivity. Three patients with a previous 

CF diagnosis had the result for the classic test lower than 

60 mmol/L (normal in two of them and borderline in one 

case).

We could carry out both sweat test techniques in 50 

patients without CF, aged between 6 months and 12.5 

years, 24 males and 26 females, and we found median 

sweat chloride value and sweat conductivity of 15.5 and 

30 mmol/L, respectively (Table 1). All patients without 

CF had sweat conductivity values lower than 75 mmol/L, 

providing the test with 100% specificity. One patient had 

a chloride value above 60 mmol/L according to the classic 

test, but when the test was performed again, the result 

was normal, and the conductivity for this case was lower 

than 75 mmol/L.

We found a strong association between CF and positivity 

in the sweat conductivity test and between absence of CF 

and negativity in the conductivity test (p < 0.0001). 

Diagnostic properties of both tests are described in 

Tables 2 and 3.

Comparison between two sweat test methods - Mattar AC et al.
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   Conductivity test

  Chloride Sodium (mmol/L) 

Patients with CF (n = 52)   

 Median 114 107 122

 Mean ± SD 110.5±25.5 104.3±24.4 119.7±11.6

 Minimum-maximum 37-165 36-158 95-138

Patients without CF (n = 50)   

 Median 15.5 17 30 

 Mean ± SD 17.4±10 19.9±12.1 34.4±13.5

 Minimum-maximum 6-61 3-67 14-69

 With CF Without CF Total

Positive test 52 0 52

Negative test 0 50 50

Total 52 50 102

Table 1 - Sweat chloride and sodium values and conductivity in patients with and without cystic fibrosis

CF = cystic fibrosis; SD = standard deviation.

Table 2 - Sensitivity and specificity of the conductivity test

95%CI = 95% confidence interval; CF = cystic fibrosis; NPV = negative predictive value; PPV = positive predictive value.
Sensitivity = 100% (95%CI 93.1-100); specificity = 100% (95%CI 92.9-100); PPV = 100% (95%CI 93.1-100); 
NPV = 100% (95%CI 92.9-100).
p < 0.0001 (Fisher’s exact test). 

 With CF Without CF Total

Positive test 49 1 50

Negative test 3 49 52

Total 52 50 102

95%CI = 95% confidence interval; CF = cystic fibrosis; NPV = negative predictive value; PPV = positive predictive value.
Sensitivity = 94.2% (95%CI 84-98.8); specificity = 98% (95%CI 89.3-99.9); PPV = 98% (95%CI 89.4-99.9); NPV = 94.2% (95%CI 84-98.8).
p < 0.0001 (Fisher’s exact test).

Table 3 - Sensitivity and specificity of the classic test

Comparing both tests using the ROC curve, the 

conductivity test included 100% of the area under the 

curve (95%CI 96.4 -100), whereas the classic test included 

99.9% of the area under the curve (95%CI 96.1-100), and 

the curves were overlapping (Figure 1).

The estimated cost of the classic test, calculated by 

the management of the Clinical Analyses Lab of Instituto 

da Criança was approximately R$ 39.00 (US$ 22.00). This 

calculation included the material used – solutions, gauzes, 

filter paper, gloves, etc. –, as well as the manpower used 

to collect the sweat. The sweat conductivity test, including 

the collection and analysis of conductivity, had a cost of 

approximately R$ 36.00 (US$ 20.00), considering the kits 

used to perform the test, calibrating solutions, gauzes, and 

gloves, and the same manpower included in the collection 

of the classic test.  

The total time spent to perform the conductivity test 

(collection and analysis) ranged from 38 to 71 minutes, with 

a median of 45 minutes. On the other hand, for the classic 

test, the sweat collection alone took from 38 to 95 minutes, 

with a median of 50 minutes. Using the Wilcoxon test, the 

difference of time spent for both tests, considering only the 

collection time, was significant (p < 0.0001). Considering 

also that the measurement of electrolytes conducted 

using the classic method at the lab of Instituto da Criança 

takes around 180 minutes, the difference of time for total 

performance of this test is even much higher. 

Discussion

In the present study, the sweat conductivity test showed 

to be highly sensitive and specific for CF diagnosis. Based 

Comparison between two sweat test methods - Mattar AC et al.
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Figure 1 - Comparison of ROC curves: conductivity (NaCl) vs. 
chloride (Cl)

on the comparison of both tests using the ROC curve, we 

found that the conductivity test applied to our population was 

equivalent to the classic test, evidencing high accuracy.

We found an excellent correspondence between the 

classic and the conductivity tests in the patients with CF, with 

median sweat chloride and conductivity values of 114 and 

122 mmol/L, respectively. In three patients with previous 

CF diagnosis, the result of the classic test was lower than 

60 mmol/L, probably due to laboratory error, with sweat 

conductivity values higher than 90 mmol/L in all of them, 

showing that there were not false-negative results when 

we used the conductivity technique. 

We also found an excellent correspondence between the 

classic and the conductivity tests in the patients without CF, 

with median sweat chloride and conductivity values of 15.5 

and 30 mmol/L, respectively. In one patient, the chloride 

value obtained by the classic test was higher than 60 mmol/L. 

In this case, the sweat conductivity value was lower than 

75 mmol/L, showing that there were not false-positive 

results when we used the conductivity technique. 

Considering the diagnostic properties of both tests, we 

found that the 95%CI was narrower for the conductivity 

test when compared with the classic test, showing higher 

accuracy of the conductivity determination in our sample.

We decided to use a value of 90 mmol/L or higher as 

the cutoff point for the CF diagnosis based on the study by 

Lezana et al.20 These authors compared both sweat test 

techniques (classic and conductivity) in 3,834 patients and 

found high correlation between the methods to confirm and 

to rule out the CF diagnosis (r = 0.6; p < 10-6). In 3,540 

patients without CF, the authors found a median conductivity 

of 36 mmol/L (ranging from 12 to 89 mmol/L), and in 294 

patients with CF the median was 111 mmol/L (ranging 

from 82 to 148 mmol/L). These authors found that using 

the conductivity method the best cutoff point of sweat 

conductivity for CF diagnosis was 90 mmol/L or higher, with 

99.66% of sensitivity, 100% of specificity, 100% of PPV, 

99.97% of NPV, and a kappa value of 0.998.

Several studies have demonstrated an excellent 

correspondence between both methods. Hammond et al.17 

compared both techniques in patients without and with 

CF and found mean conductivity values of 33.4 mmol/L 

(ranging from 13 to 87 mmol/L) and mean sweat chloride 

values of 16.4 mmol/L (ranging from 5 to 60 mmol/L) in 

471 patients without CF, and in 43 patients with CF the 

mean conductivity was 113.1 mmol/L (ranging from 90 

to 136 mmol/L) and the mean chloride was 98.8 mmol/L 

(ranging from 77 to 117 mmol/L). 

Mastella et al.18 also found high correlation between both 

techniques by applying the tests to 287 individuals: 184 

patients without CF had a mean chloride value of 16.3 mmol/L 

(ranging from 4 to 60 mmol/L) and a mean conductivity value 

of 39.8 mmol/L (ranging from 19 to 87 mmol/L), while 103 

patients with CF had a mean chloride value of 95.7 mmol/L 

(ranging from 32 to 121 mmol/L) and a mean conductivity 

value of 112 mmol/L (ranging from 45 to 173 mmol/L). 

The conductivity test showed a similar ability to distinguish 

normal patients from patients with CF.

In Brazil, Riedi et al.21 conducted sweat collections 

using Macroduct®, analyzing the same sample regarding 

conductivity and sodium levels, and found high correlation 

between the methods. They found mean sodium and 

conductivity values of 36.3 mmol/L (ranging from 12 

to 75 mmol/L) and 40.9 mmol/L (ranging from 16 to 

75 mmol/L), respectively, in 175 patients without CF, 

and 113.2 mmol/L (ranging from 80 to 146 mmol/L) and 

118.5 mmol/L (ranging from 84 to 155 mmol/L) in 31 

patients with CF. However, the literature recommends the 

measurement of the chloride levels for establishing the 

CF diagnosis instead of the measurement of the sodium 

levels alone.

The mean difference between the conductivity values 

compared with the chloride values, which is approximately 

15 mmol/L higher for conductivity, occurs due to the 

presence of lactate, bicarbonate, and other unmeasured 

anions that are measured when the conductivity technique 

is used. Therefore, the cutoff value of sweat conductivity 

for CF diagnosis is higher when compared with the chloride 

cutoff value.

In the present study, using the conductivity technique, 

we could analyze the electrolytes in the sweat even when 

there were small amounts of sweat, which was not true for 

the classic method. Of the 141 tests performed, only six 

had an inadequate volume for the analysis of conductivity, 

while 39 tests were inadequate in terms of sweat mass 

for the analysis of chloride. The cause of the high rate of 

Comparison between two sweat test methods - Mattar AC et al.

ROC = receiver operator characteristic.



114  Jornal de Pediatria - Vol. 86, No. 2, 2010

Correspondence:
Ana Claudia Veras Mattar
Rua Tucuna, 270/91
CEP 05021-010 - São Paulo, SP - Brazil
Tel.: +55 (11) 3872.4958 – Fax: +55 (11) 3872.4958
E-mail: anacmattar@uol.com.br

References
1. Accurso FJ. Update in cystic fibrosis 2006. Am J Respir Crit Care 

Med. 2007;175:754-7. Review.
2. Davis PB. Cystic fibrosis since 1938. Am J Respir Crit Care Med. 

2006;173:475-82.
3. Ratjen F, Döring G. Cystic fibrosis. Lancet. 2003;361:681-9. 
4. Rosenstein BJ, Cutting GR. The diagnosis of cystic fibrosis: a 

consensus statement. Cystic Fibrosis Foundation Consensus Panel. 
J Pediatr. 1998;132:589-95.

5. Flume PA, Stenbit A. Making the diagnosis of cystic fibrosis. Am 
J Med Sci. 2008;335:51-4.

6. Farrell PM, Rosenstein BJ, White TB, Accurso FJ, Castellani C, Cutting 
GR, et al. Guidelines for diagnosis of cystic fibrosis in newborns 
through older adults: Cystic Fibrosis Foundation consensus report. 
J Pediatr. 2008;153:S4-14.

7. Leigh MW. Diagnosis of CF despite normal or borderline sweat 
chloride. Paediatr Respir Rev. 2004; 5 Suppl A:S357-9. Review.

8. Beauchamp M, Lands LC. Sweat-testing: a review of current 
technical requirements. Pediatr Pulmonol. 2005;39:507-11.

9. Gibson LE, Cooke RE. A test for concentration of electrolytes in 
sweat in cystic fibrosis of the pancreas utilizing pilocarpine by 
iontophoresis. Pediatrics. 1959;23:545-9.

10. LeGrys VA. Sweat testing for the diagnosis of cystic fibrosis: 
practical considerations. J Pediatr. 1996;129:892-7.

11. LeGrys VA, Yankaskas JR, Quittell LM, Marshall BC, Mogayzel PJ 
Jr; Cystic Fibrosis Foundation. Diagnostic sweat testing: the Cystic 
Fibrosis Foundation guidelines. J Pediatr. 2007;151:85-9.

12. Massie J. Sweat testing for cystic fibrosis: How good is your 
laboratory? J Paediatr Child Health. 2006;42:153-4.

13. Green A, Kirk J; Guidelines Development Group. Guidelines for the 
performance of the sweat test for the diagnosis of cystic fibrosis. 
Ann Clin Biochem. 2007;44;25-34.

14. Carter EP, Barrett AD, Heeley AF, Kuzemko JA. Improved sweat 
test method for the diagnosis of cystic fibrosis. Arch Dis Child. 
1984;59:919-22.

15. Denning CR, Huang NN, Cuasay LR, Shwachman H, Tocci P, 
Warwick WJ, et al. Cooperative study comparing three methods 
of performing sweat tests to diagnose cystic fibrosis. Pediatrics. 
1980;66:752-7.

16. Kabra SK, Kabra M, Gera S, Lodha R, Sreedevi KN, Chacko S, 
et al. An indigenously developed method for sweat collection 
and estimation of chloride for diagnosis of cystic fibrosis. Indian 
Pediatr. 2002;39:1039-43.

17. Hammond KB, Turcios NL, Gibson LE. Clinical evaluation of the 
macroduct sweat collection system and conductivity analyzer in 
the diagnosis of cystic fibrosis. J Pediatr. 1994;124:255-60.

18. Mastella G, Di Cesare G, Borruso A, Menin L, Zanolla L. Reliability 
of sweat-testing by the Macroduct® collection method combined 
with conductivity analysis in comparison with the classic Gibson 
and Cooke technique. Acta Paediatr 2000;89:933-7.

19. Heeley ME, Woolf DA, Heeley AF. Indirect measurements of sweat 
electrolyte concentration in the laboratory diagnosis of cystic 
fibrosis. Arch Dis Child. 2000;82:420-4.

20. Lezana JL, Vargas MH, Bechara JK, Aldana RS, Furuya ME. Sweat 
conductivity and chloride titration for cystic fibrosis diagnosis in 
3834 subjects. J Cyst Fibros. 2003;2:1-7.

21. Riedi CA, Zavadniak AF, Silva DC, Franco A, Filho NA. Comparação 
da condutividade com a determinação de sódio na mesma amostra 
de suor. J Pediatr (Rio J). 2000;76:443-6.

22. Macroduct sweat collection system and sweat conductivity analyzer. 
Instruction/Service Manual. 1999. Wescor, Inc. Biomedical. Utah, 
USA.

23. Rosenstein BJ. What is cystic fibrosis diagnosis? Clin Chest Med. 
1998;19:423-41, v. Review.

24. Baumer JH. Evidence based guidelines for the performance of the 
sweat test for the investigation of cystic fibrosis in UK. Arch Dis 
Child. 2003;88:1126-7.

25. Licht TS, Stern M, Shwachman H. Measurement of the electrical 
conductivity of sweat; its application to the study of cystic fibrosis 
of the pancreas. Clin Chem. 1957;3:37-48.

26. Sackett DL, Haynes RB. Evidence base of clinical diagnosis – The 
architecture of diagnostic research. BMJ. 2002; 324:539-41.

27. Newman TB, Browner WS, Cummings SR. Designing studies of 
medical tests. In: Hulley SB, Cummings SR, Browner WS, Grady 
D, Hearst N, Newman TB, editors. Designing clinical research: 
an epidemiologic approach. Philadelphia: Lippincott Williams & 
Wilkins; 2001. p. 175-91.

28. Fletcher RH, Fletcher SW. Diagnóstico. In: Fletcher RH, Fletcher 
SW. Epidemiologia clínica: elementos essenciais. 4ª ed. Porto 
Alegre: Artmed; 2006. p. 56-81.

inadequate sweat amount obtained by means of the classic 

test in our health care facility, which is a center of excellence 

for the sweat test and carries out an average of 75 tests a 

month, still needs to be clarified.

The total time spent to perform the test was significantly 

shorter in the conductivity test compared with the classic test 

(median of 45 vs. 50 minutes, respectively), not taking into 

consideration the time spent to conduct the measurement of 

sweat chloride in the classic test. At our health care facility, 

the measurement of sweat chloride is only performed once 

a week; therefore, the result of the test may take 1 to 7 

days to be released after sweat collection, whereas the 

result of the conductivity test is immediate. 

With regard to cost, the amount spent with the 

conductivity test was a little lower than that spent with 

the classic test, this being an additional advantage of this 

method, which may reduce the costs for the public and 

private health system at long term. 

Due to the simplicity of the performance of the 

conductivity test, which does not require a highly trained 

professional exclusively devoted to that task, as well as the 

accuracy of the test, streamlined result and costs at least 

equivalent to those of the Gibson & Cooke technique, we 

recommend that the conductivity test is used by health care 

facilities that do not have professionals and a laboratory 

prepared to perform the classic test.

Conclusions

Macroduct® sweat collection system, with sweat 

conductivity analysis, showed to be an easily performed, 

accurate method, including the possibility of analysis of 

sweat electrolytes even in small samples. In our population, 

it showed excellent sensitivity and specificity when compared 

with the classic test, as well as shorter performance time 

and lower cost. 
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