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Table 2. Principal causes of hyperprocalcitonemia

A,

e

Meuroendocrine tumors
Medullary thyroid cancer

smiall cell lung cancer
Carcinoid syndrome

. Noninfectious svstemic inflammation

Inhalational injury
Pulmonary aspiration
Pancreatitis

Heat stroke
Mesenteric infarction

. Severe infection

Bacterial
Viral
Parasitic

T

Trauma

Mechanical imjury
Burns

SUrEEry

Crit Care Med 2008 Vol. 36(3): 941



_ The Journal of TRAUMAY® Injury, Infection, and Critical Care

Serum Procalcitonin Levels in Patients With Multiple
Injuries Including Visceral Trauma ( Trauma. 2009:66:243-249.)

Marcus Maier, MD, Sebastian Wuizler, MD, Mark Lehnert, MD, Maika Szermutzky, MD, Hendrik Wyen, MD,
Tobias Bingold, MD, Dirk Henrich, MD, Felix Walcher, MD, and Ingo Marzi, MD
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Days after admission
Fig. 1. PCT concentrations in serum of multiply traumatized patients in dependency of the trauma severity. A time course during 5
consecutive davs is shown. Black squares: ISS 42 to 75 points (n = 11); open squares: IS5 25 to 41 points (n = 17); black triangles: IS5 16
to 24 points (n = 10); black circle: healthy volunteers (n = 9). DO marks the first blood sample obtained in the emergency room. Yp = 0.05,
IS5 42 to 75 versus IS5 25 to 41 and IS5 25 to 41 versus IS5 16 to 24, respectively.
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Fig. 3. PCT jA), IL-6 ( B), and CRP (C) plasma concentrations in serum of multiple traumarized parients (158 =25) with abdominal injury
(AL n = 24) and withour abdominal injfury (wio AL n = 200 on the day of admission (D) and the following rwo days (DI, DZ) 25%
confidence infervals of the median are shown, Only PCT plasma concentrations on D and D2 allow to differentiale reparding the occurrence
af severe abdominal infury. Black bars in panel indicate the mean valwes. *p = 0005 AT versus wio AL

(J Trauma. 2009;66:243-249.)
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Infection

» Localized Bacterial Infection with negative blood
and without symptomatology of sepsis (infection 2005;
33:257-263; Int J Tuberc Lung Dis 2006; 10:510-51)

 PCT Is higher in bacteremia than that in negative
blood culture (J infect 2006; 52:169-177)

e |Increased serum ProCT levels often occur In
urinary tract infections (pediatr Infect Dis 2001; 20:507-516)
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Table 3. Range of serum procalcitonin levels in e 41. Lancet 1993; 341:515-518
several studies of patients with severe systemic _ _
infection/sepsis o 55. Crit Care 2004; R234-R242
Range, L . e 74. Clin Infect Dis 2002; 35:156-
161
6-53 41
1.48-15.26 Be o 75. Pediatr Crit Care Med 2003;
Indeterminate® to 353 74 _ _
1799 TE 4:190-195
2.1-607.7 76 . - : . Q1. _
Indeterminate to T6T - 76. Arch Dis Child 2006; 91:117
120
“Indeterminate indicates below the functional
sensitivity of the assay. o 77.Crit Care Med 2004; 32:1166-
1169
Crit Care Med 2008 Vol. 36(3): 941
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Serge Aho

Jean-Pierre Quenot
Jean-Marce Doise

Hervé Aube

Nils-Olivier Olsson
Bernard Blettery

ORIGINAL

Serum procalcitonin measurement
contribution to the early diagnosis
of candidemia in critically ill patients
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Loncet Infect Dis 2007, 7:
210-17

Department of Intensive Care
Medicine, Mepean Hospital,
Penrith, Mew SouthWales,
Australia (B M PTang MO,

A 5 Melean MD); School of
Public Health, University of
Sydney, Sydney, New South
‘Wales (B M PTang,

G [ Eslick PRIy, | € Craig MDY
and Department of Medicine,
Uniiversity of Sydney, Nepean
Hospital, Penrith (G D Eslick)

Accuracy of procalcitonin for sepsis diagnosis in critically ill
patients: systematic review and meta-analysis

Benjamin M P Tang, Guy D Eslick, Jonathan C Craig, Anthomy 5 Md.ean

Procalcitonin is widely reported as a useful biochemical marker to differentiate sepsis from other non-infectious
causes of systemic inflammatory response syndrome. In this systematic review, we estimated the diagnostic accuracy
of procalcitonin in sepsis diagnosis in critically ill patients. 18 studies were included in the review. Overall, the
diagnostic performance of procalcitonin was low, with mean values of both sensitivity and specificity being 71%
(95% CI 67-76) and an area under the summary receiver operator characteristic curve of 0-78 (95% CI 0.73-0-83).
Studies were grouped into phase 2 studies (n=14) and phase 3 studies (n=4) by use of Sackett and Havnes' classification.
Phase 2 studies had a low pooled diagnostic odds ratio of 7-79 (95% CI 5-86-10.35). Phase 3 studies showed
significant heterogeneity because of variability in sample size (meta-regression coefficient —0-592, p=0.017), with
diagnostic performance upwardly biased in smaller studies, but moving towards a null effect in larger studies.
Procalcitonin cannot reliably differentiate sepsis from other non-infectious causes of systemic inflammatory response
syndrome in critically ill adult patients. The findings from this study do not lend support to the widespread use of the
procalcitonin test in critical care settings.
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Accuracy, sensitivity and specifi city of procalcitonin
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Influence of renal dysfunction on the accuracy of procalcitonin for
the diagnosis of postoperative infection after vascular surgery

Julien Amour, MD, PhD; Aurélie Birenbaum, MD; Olivier Langeron, MD, PhD; Yannick Le Manach, MD;
Micheéle Bertrand, MD; Pierre Coriat, MD; Bruno Riou, MD, PhD; Maguy Bernard, MD, PhD;

Pierre Hausfater, MD, PhD

Crit Care Med 2008; 36:1147-1154
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Figure 1. Evolution of estimated creatinine clear-
ance during the perioperative period in patients
without (n = 201) and with postoperative reral
dystunction (RD, n = 75). (5ee Methods for def-
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Marked increase of procalcitonin after the administration of
anti-thymocyte globulin in patients before hematopoietic stem
cell transplantation does not indicate sepsis: a prospective study
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Impact of previous sepsis on the accuracy of procalcitonin for the
early diagnosis of blood stream infection in critically ill patients
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JOURNAL OF CLINICAL MICROBIOLOGY, July 2010, p. 2325-2329 Vol. 48, No. 7
0095-1137/10/512.00  doi:10.1128/ICM.00635-10
Copyright @ 2010, American Society for Microbiology. All Rights Reserved.

MINIREVIEW

Use of Plasma Procalcitonin Levels as an Adjunct to
Clinical Microbiology"

David N. Gilbert*

Department of Medical Education, Providence Portland Medical Center, and Department of Medicine,
Oregon Health and Science University, Portland, Oregon

VoL. 48, 2010 MINIREVIEW 2327

TABLE 1. Role of PCT levels in the interpretation of clinical microbiology data in patients with lower respiratory tract infections

Bacterial Viral Procaleitonin level Interpretation
pathogen detected pathopen detected (ng/ml)
No No =005 No evidence of bacterial or viral infection
No No 0.5-1, () Innate immunity activated; suspect noncultured bacteria, e.p., oral
anaerobic organisms
No Yes =005 Viral infection
No Yes 0.25-1,000 Dual viral and bacterial infection; failure to identify etiologic bacteria
Yes Yes 0.25-1,000 Dual infection with virus and bacteria
Yes No =0.05 Bacterial colonization
Yes Yes =0.05 Bacterial colonization and viral infection
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CLINICAL AND EPIDEMIOLOGICAL STUDY

Evaluation of potential biomarkers for the discrimination
of bacterial and viral infections

P. Chalupa - O. Beran - H. Herwald -
N. Kasprikova - M. Holub

30



Table 4 Comparison of laboratory parameters in patients with bacterial and viral infections

Parameter Bacterial infection (n = 54) Viral infection (n = 27) Pvalue AUC
Median Lower Upper Median Lower Upper
quartile quartile quartile quartile
(25%) (75%) (25%) (75%)
Serum parameter
PCT (ng/ml) 1.584 0.64 13.63 0.05 0.05 0.06 <0001 0952
HBP (ng/ml) 51 30 72 20 17 26 <1001 0.837
IL-6 (pg/ml) 50 20 198 20 20 20 =10.001 0.830
Cortisol (nmolf1) 6049 505 765 394 349 483 <0.001 0.817
sCD14 (ng/ml) 3,645 3,021 7,303 2,059 1,432 6,868 <0,001 0.733
IL-8 (pg/ml) 28 20 74 20 20 20 0.001 0.708
IFN-y (pg/ml) 185 81 1,240 169 13 553 0.244 0.580
IL-10 (pg/ml) 20 20 20 20 20 20 0.479 0.549
TMNF-2 {pg/ml) 20 20 20 20 20 20 0.492 0.547
Peripheral blood cells
Leukocytes (cells/ul) 13,100 9,100 16,300 7,750 5,600 9,700 =10.001 0.799
Neutrophils (cells/pl) 10,000 6,775 14,300 1,450 3,300 6,600 <0.001 0.852
Lymphocytes (cells/pl) 800 600 1,200 1,450 1,250 1,950 <0.001 0.841
Monocyte expression marker
CD14 (MFI) 133 B0 760 394 165 841 <10.001 0.750
HLA-DR (MFT) 935 308 1,613 1,155 927 1,747 0.064 0.645
TLR2 (MFI) 192 144 259 209 131 310 0.593 0.538
TLR4 {MFI) 52 29 92 52 33 80 0.954 0504

Data are presented as median (lower quartile—upper quartile)
AUC area under the curve, MF! mean fluorescence intensity
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Research article

Diagnostic and prognostic value of procalcitonin among febrile
critically ill patients with prolonged ICU stay

Iraklis Tsangaris*!, Diamantis Plachouras?2, Dimitra Kavatha'?,

George Michael Gourgoulis™, Argirios Tsantes?, Petros Kopterides!,
George Tsaknis!, loanna Dimopoulou!, Stylianos Orfanos!,

Evangelos Giamarellos-Bourboulis?, Helen Giamarellou? and

Apostolos Armaganidis!

BMC Infectious Diseases 2009, 9:213 do0i:10.1186/1471-2334-9-213



Table 4: Validity of a four-fold increase of PCT value between

day | (PCTI: day of fever onset) and the six previews days (PCTO
1,50 to PCT-5) for differentiating patients with and without proven
infection
1,251 Sensitivity Specificity PPV
—_ PCTI-PCTO 59.26 86.95 B4.20
E 1,00
= 0.757 PCTI-PCT(-1) 64 82.60 80
= 0,50
PCTI-PCT{-2) 68 7727 7737
.25
- - -
0,00 PCTI-PCT -3) 69.56 Ta.7 69.65
| | [ | | [ | I
A0 & - -4 2 0 2 4
Time (days)
PCTI-PCT{-4) 66.67 B0 J7.07
Figure 3

PCT values for patients with (constant line) and with-

out (dotted line) proven infection before and after
the anset of fever (D 1). PCT: Procalcitonin, D1: Dayl| PCT1-PCT(-5) 66.67 73.68 73.68
(day of fever onset).

PPY: Pasitive Predictive Value, PCT: Procalcitonin

BMC Infectious Diseases 2009, 9:213 do1:10.1186/1471-2334-9-213



Virulence 1:2, 88-92; March/April 2010; @ 2010 Landes Bioscience

Guidance of antibiotic therapy with procalcitonin
in lower respiratory tract infections

Insights into the ProHOSP study

Philipp Schuetz,'* Mirjam Christ-Crain,' Werner Albrich,? Werner Zimmerli® and Beat Mueller,? for the ProHOSP Study Group'
'Department of Internal Medicine; Division of Endocrinology; Diabetes and Clinical Nutrition; University Hospital Basel; Swirzerland; *Department of Internal
Medicine; Kantonsspital Aarau; Aarau, Switzerland; 3D::Par|:mcnt of Internal Medicine; Kantonsspital Liestal; Liestal, Switzerland

"Members of the ProHOSP Study Group are listed in the appendix
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I —————————— ARTIC EADDENDA

PCT Bacterial Recommendation Importantconsiderationsand
(mg/L) Infection? forantibiotics overruling criteria
10
2
1 ABYES! | (-Consider the course of PCT )
-If antibiotics are initiated:
05 = - FRepeated measurement of PCT ondays 3, 5. 7, stop antibiotics using the same cut offs
if imitial PCT lewvels are very high, then top when 80-90% decrease of peak PCT
AB Yes L) - if wwtial PCT remamns high. consader treatment failure y.
0.2 /" Antibiotics are withheld, control PCT after 624 hours )
AB No = | -Initial antibiotics can be considered in case of:
01 - Respratory or hemodynamic instability, severest comorbidity, ICU admission
= - PCT<0.1ug/L. CAPwith PSIV or CURB >3, COPD wath GOLD IV
- PCT<025ugll CAP with PSl >V or CURB >2. COPD with GOLD > Il
ABNOI — | - Locaksed nfection (abscess empyema), compromised host defense (&g immuno-
\_ suppression other than stercids), concomitant infection Y,
0.01

sure, age =65 years.

Figure l. Algorithm for Antibiotic Guidance. AB, Antibiotic; PSl, Pneumonia severity index; CURB&5, confusion, urea, respiratory rate, blood pres-
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A PCT levels and antibiotic therapy in PS| classes
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Figure 1. Procalcitonin concentrations and Antibiotic Therapy in different severities of CAP. PSI, Pneumonia severity index; CURBSS, confusion,

urea, respiratory rate, blood pressure, age =65 years.

39



BN ORIGINAL CONTRIBUTION
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Figure 1. Flow Diagram of Patients in Trial

1825 Patiants with lower
respiratory tract infection
assessed for eligibility

— 237 Excludad {(not eligibla)

1588 Screanad
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51 Had savere immunosuppression
28 Had concomitant infection
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45 Had hospital-acquired pneumenia
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12 Other
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836 Completed 30-d interview 655 Complatad 30-d intenviaw
I I
B71 Included in primary analysis BBE Included in primary analyaia
16 Ewcluded (withdrew informed B Excluded pwithdrew informed
consent) conzent)




|
Table 2. Rates of Combined Adverse Outcomes and Mortality by Randomization Group

No. (%) of Patients

PCT Control Risk Difference,
Group Group % (95% CI)
All patients (intention-to-treat)? (n =671) (n = 6B8)
Cwverall adverse outcome 103 (15.4) 130 (18.9) -3.5(-7.61t0 0.4)
Death 34 (5.1) 33 (4.8) 0.3(-2.1to 2.5)
ICU admission 43 (6.4) 60 (8.7) -2.3 (-5.2 to 0.4)
Recurrence/renospitalization 25 (3.7 45 [(6.5) -2.8(-5.1 to -0.4)
Disease-specific complication 17 (2.5) 14 (2.0} 0.5(-1.1t0 2.0
er-protocol population N = 633) n = 650)
Owerall adverse outcome 95 (15.0) 123 (18.9) -3.9 (-8.2 to 0.03)
Death 29 (4.6) 31 (4.8) -0.2 {(-2.6 to 2.0)
Community-acguired pneumonia (n = 460) (n = 465)
Cwverall adverse outcome 74 (16.1) 94 (20.2) -4.1 {-9.1 to 0.9)
Death 24 (5.2) 26 (5.6) -0.4 (-3.3 t0 2.6)
Exacerbation of COPD2 (n=115) (n=113)
Cwverall adverse outcome 15 (13.0) 21 [18.8) -5.3(-14.B1t0 4.4)
Death 4 (3.5) 5 (4.4) -0.9 (-6.4 to 4.5)
Acute bronchitis (n = 69) (n = 82)
Owverall adverse outcome 6 (B.7) 8(9.8) -1.1 {(-10.4 to 8.7)
Death 1(1.4) 0 1.4 {-2.9 to 6.1)
Other diagnoses (n = 27) (n = 28)
Owverall adverse outcome 8 (29.68) T (25.0) 4.6 (-18.7 to 27.5)
Death 5(18.5) 2(7.1) 11.4 {(-7.5 to 28.9)

Abbreviations: Cl, confidence interval; COPD, chronic obstructive pulmonary diseass; 1ICU,

procakcitonin,

imtensive care unit; PCT,

A0utcome was missing for 1 patient with exacerbation of COPD. For the calculation of the risk {n and %) in each group,
this patient was treated as being without adverse ocutcome, but estimates for the risk diffierence are based on mul-

tiple imputation of the missing outcome.
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Figure 2. Antibiotic Exposure in Patients Receiving Antibiotic Therapy

All patients [n=1359)
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Conclusion

Inpatients with lower respiratory tract infections, PCT
guidance compared with standard guidelines resulted in
similar rates of adverse outcomes, as well as lower rates

of antibiotic exposure and antibiotic-associated adverse

effects
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Infection Clinical and Epidemiological Study

Effect of Procalcitonin-Guided Treatment in
Patients with Infections: a Systematic Review
and Meta-Analysis

H. Tang, T. Huang, J. Jing, H. Shen, W. Cui

Infection 2009; 37: 497-507 DOI 10.1007/s15010-009-9034-2
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348 Potentially relevant reports identified
by computerized search up to November,
2008

337 excluded

231 considered not relevant
o 77 reviews
14 editorial letters

15 conference paper

L 4
11 selected for detailed
full-text review

4 excluded
1 non-randomized
1 no primary outcome
1 repeated data
1 protocol paper

h

r

7 randomized trials included
in the meta-analysis

Figure 1. Study identification, inclusion, and exclusion for meta-
analysis.
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Figure 3. Forrest plot of pooled
weighted mean difference for
duration of antibiotic therapy
from six randomized trials.
WMD: Weighted mean
difference. Cl: confidence
interval.
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Figure 5. Forrest plot of pooled
relative risks (RR) for antibiotic
exposure from four randomized
trials.
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Figure 6. Forrest plot of pooled
weighted mean difference for
length of stay in intensive care
unit from four randomized

trials.

ICU Stay

Figure 7. Forrest plot of pooled
weighted mean difference for

haospital length of stay from
three randomized trials.
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Table 2

Procalcitonin changes at various time points in patients with bacterial sepsis according to antibiotic therapy

First-line empirical antibictic therapy P value

Appropriate Inappropriate
PCTatD1 (n=180; 129 5, 51 NS)= 27.2 (62.7) 29.6 (96.7) 0.82
PCTatD2 (n=163; 117 5, 46 NS)= 27.4 (45.1) 40.9 (74.3) 0.09
APCT D1-D2 +1.7 (35.0) +5.2 (47.4) 0.20
PCT at D3 (n=164; 117 5, 47 NS)® 24.4 (58.4) 34.4 (65.7) 012
APCT D2-D3 -3.9 (35.9) +5.0 (29.7) <0.01
PCTatD4 (n=121; 80 §, 41 NS)2 17.3 (45.8) 32.4 (46.2) 0.03
APCT D1-D4 -9.1 (486.7) -0.8 (102.5) 0.01
APCT D3-D4 -8.3 (21.5) -8.4 (16.6) 0.97

Changes in procalcitonin (PCT) values at various time points in patients with bacterial sepsis according to the appropriateness of the first-line
empirical antibiotic therapy. S, survivors; NS, nonsurvivors. APCT D1-D2, procalcitonin decrease between day 2 and day 1 after the onset of
sepsis, and so forth, *Missing data are due to insufficient serum sample or death of patients within the 1-day, 2-day or 3-day-pericd following the

onset of sepsis. D1, day sepsis is diagnosed.
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Table 3

Factors predictive of the appropriateness of first-line empirical antibiotic therapy in patients with bacterial sepsis

Odds ratio Variable type 95% confidence interval F value
Gram staining (positive) 2.61 Dichotomous 1.13 to 6.03 0.02
APCT D2-D3 10.29 Continuous 1.66 to 63.9 0.01

Multivariate analysis of factors predictive of the appropriateness of the first-line empirical antibiotic therapy in 147 patients with bacterial sepsis.
PCT, procalcitonin; D1, day sepsis is diagnosed; APCT D2-D3, procalcitonin decrease between day 3 and day 2 after the onset of sepsis.

Figure 1
z
F B
B ool — A-PCT D2-D3 2 -30%
= 8
-E T ot - -
g L A-PCT D2-D3 < -30%
=
o ]
i L
Z 2]
S o1

0 20 40 60 80 100 120
Days from the onset of sepsis
N. of survivors
APCT D2-D3z-30% 73 L] el 63 63 63 62
APCT D2-D3<-30% T 49 44 44 43 43 43

Kaplan—Meier estimated survival after the onset of bacterial sepsis. Kaplan—Meier estimated survival in the intensive care unit after the onset of bac-
terial sepsis in 147 patients with bacterial sepsis according to the procalcitonin variation between day 3 and day 2 (log-rank test, P= 0.04). D1, day
sepsis is diagnosed; APCT D2-D3, procalcitonin decrease between day 3 and day 2 after the onset of sepsis.
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Table 5

Procalcitonin changes at various time points in patients with bacterial sepsis according to the outcome

Survivors MNonsurvivors F value
PCT at D1 (n=180; 129 §, 51 N§)2 21.7 (62.0) 43.0 (107.4) 0.30
PCT at D2 (n=163; 117 S, 46 NS)= 25.7 (41.5) 43.8 (76.3) 0.13
APCT D1-D2 +1.8 (35.9) +4.8 (44.8) 0.44
PCT at D3 (n=164; 117 S, 47 NS)2 21.3 (41.0) 40.8 (85.7) 0.04
APCT D2-D3 -4.5 (24.0) +5.4 (52.3) <0.01
PCT at D4 (n=121; 80 5, 41 NS)2 14.0 (29.1) 34.9 (66.6) <0.01
APCT D1-D4 -3.2 (38.8) -14.1 (97.8) 0.05
APCT D3-D4 -5.9 (14.8) -13.1 (28.2) 0.06

S, survivors; NS, nonsurvivors; PCT, procalcitonin; D1, day sepsis is diagnosed; APCT D1-D2, procalcitonin decrease between day 2 and day 1
after the onset of sepsis, and so forth. aMissing data are due to insufficient serum samples or death of patients within the 1-day, 2-day or 3-day

period following the onset of sepsis.

Key messages

= The PCT time course within the first days of manage-
ment of sepsis could be a critical issue in the critically ill
patients.

* A marked decreased of PCT between the second and
third days might be expected in the patients with appro-
priate empirical antibiotic therapy and good outcome.
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Table 2

Frequency of used antibiotics and length of therapy

Controls PCT-guided antibiotic therapy P
Antibiotic classes (%) >0.05
Acylaminopenicillin + BLI 51.8 56.2
Acylaminopenicillin + nitroimidazole 19.6 15.5
Carbapenem 8.8 10.4
Aminobenzylpenicillin + BLI 5.4 6.9
Fluorochinolone 5.4 5.2
Cephalosporins of Group 3b 5.4 3.4
_(thars AR 34
Length of antibiotic therapy (days) 789+05 59 +1.7 <0.001

BLl = g-lactamase inhibitor; PCT = procalcitonin, Mean + standard deviation.

Critical Care 2009, 13:R83 (d0i:10.1186/cc7903)
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Sequential Organ Failure Assessmeant scoras, No difference in score
was sean batween patients with procalcitonin-guided antibictic treat-
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Use of Procalcitonin to Shorten Antibiotic Treatment
Duration in Septic Patients

A Randomized Trial

Vandack Nobre', Stephan Harbarth?, Jean-Daniel Graf*, Peter Rohner?, and Jérome Pugin®

282 patients
assessed for
eligibility

L

79 patients
randomized

203 excluded:

42 = 48 hrs of antibiotics

35 sfrong immunosuppression

37 long-term antibiotic therapy
anticipated at DO

20 withholding of life-support

15 refusal to consent

9 psychiatric disturbance

& impossibility 1o obtain informed consent
B P.aeruginoss infection

T infective endocarditis

f early discharge from intensive care
16 other reasons

39 assigned to 40 assigned to Intention-
intervention contral group — to-treat
(PCT) group analysis
4 deceased or 3 excluded:
transferred before 2 deceased or
(3] transferred
4 complicated before D&
infections {plaural 1 pleural
empyema, acute empyeama
miastoiditis, pelvic
ahscess)
L
1 l 4l o F"EI‘
31 patients 37 patients orotocol
analysis

Figure 7. Trial profile. DO = Day 0; D5 = Day 5;
PCT = procalcitonin.
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TABLE 3. OUTCOMES USING PER-PROTOCOL ANALYSIS

Control Group PCT Group RR
Per-Protocol Analysis {n= 37 (n =37 (95% ) P Value
Primary ouloomes
Duration of antibiolic therapy, first episode of 10 {3-33) 6 (4-16) Mean difference: 0.003
infection, median d (range) 320071354
Total antibiotic exposure days/1,000 d 655 504 1.301.1 v 1.5 0.0002
Days alive without antibiolics, mean = 5D 136 7.6 17476 Mean difference: 0.04

3.8 (0.1 1o 7.5)

Secondary oulcormes

Clinical cure, n (%) 31 (B3.B) 28 (90.3) 0.B (0.5 to 1.3) 0.48
28-d mortality, n (%) 6 (16.2) 5 (16.1) 1.0 (0.5 1o 1.8) 0.74
In-hospital mortality, n (%) Z{18.9) 6(19.4) 09(061w1.7) 0.79
Sepsis-related death, n (%) 1/6 (16.6) 3/5 (60) 0.3(0.1 to 2.0) 0.44
Primary infection relapse rate, n (%) 1(2.7) 1(3.2) 0.9(0.9 1w 3.7) 0.70
ICU length of stay, median d (range) 5{1-30) 3(1-18) Mean difference: 0.03
43(04108.3)
Hospital length of stay, median d (range) 21 (5-89) 14 (5-64) Mean difference: 0.16

2.2 (-1.9 o 6.3)

For definitinon of abbmeviations, <ee Takle 2
* In these cases, the result expresses the index of relative nsk.

Am J Respir Crit Care Med , 2008;177:498
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Figure 3. Kaplan-Meier plots showing the evolution with time of the

percentage of patients who remained on antibiotics in the procalcito-
nin {(PCT) and control group. HR = hazard ratio.
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Figure 4. Kaplan-Meier plots showing the evolution with time of the
percentage of patients remaining in the intensive care unit (ICU) (4)
and in the hospital (B), in the procalcitonin (PCT) and the control

aroun. HR = hazard ratio.
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