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Introduction The objective of this study was to evaluate the neutrophil 
to lymphocyte count ratio (NLCR) versus procalcitonin (PCT) in 
diagnosing bacteremia in the emergency department (ED). The NLCR is 
a biomarker that appears early in the course of the acute in( ammatory 
response and reaches maximum levels within 4 hours after onset. An 
elevated NLCR has been shown to correlate to bacteremia at a cuto-  
level of >10 [1]. It is rapidly analyzed on a full blood cell count at low 
cost. The lowest recommended cuto-  level for PCT is <0.5 ng/ml.
Methods We randomly chose 425 patients from a 9-month 
epidemiologic study on the incidence of community-onset severe 
sepsis and septic shock in western Sweden 2011 to 2012. In total, 207 
had severe sepsis and 218 had sepsis, mean age 71.2 versus 64.2 years; 
males 51%. Sampling was made on arrival in the ED. The NLCR was 
analyzed immediately, PCT later on plasma frozen at –80°C. A total of 
122/425 patients had bacteremia, 72 (35%) in the severe sepsis group 
versus 50 (23%) in the sepsis group. Most common D ndings were 
Escherichia coli (n = 33), Staphylococcus aureus (n = 24), streptococcal 
spp. (n = 33) and other enterobacteriacae spp. (n = 17).
Results The NLCR shows signiD cantly higher sensitivity than PCT at 
recommended cuto-  levels for bacteremia. Interestingly, this is true 
even for all 207 patients with severe sepsis, irrespective of bacteremia 
or not. Sensitivity D gures with 95% conD dence interval: bacteremia (n = 
122): NLCR 80% (0.73 to 0.87) versus PCT 66% (0.58 to 0.75), P = 0.01; 
severe sepsis with bacteremia (n = 72): NLCR 85% (0.77 to 0.93) versus 
PCT 70% (0.59 to 0.81), P = 0.03; and severe sepsis but no bacteremia 
(n = 135): NLCR 71% (0.65 to 0.77) versus PCT 61% (0.54 to 0.68), P = 0.03.
Conclusion The NLCR can be used in the ED as a biomarker for 
bacteremia as well as severe sepsis and seems to perform as well as or 
even better than PCT in this setting. Rapid response, low cost and no 
need for extra sampling make it useful as a screening tool.
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Introduction The purpose of the study was to assess the prognosis 
value of pro-adrenomedullin (pADM), C-reactive protein (CRP) and 
procalcitonin (PCT), lactate (LT), albumin (ALB), cholesterol (CHOL), 
white blood cell (WBC) and severity score in patients with severe sepsis 
or septic shock.
Methods A prospective, observational study in adult patients with 
severe sepsis or septic shock in a polyvalent ICU. Demographics, 
severity scores (APACHE II and SOFA) and all of the biomarkers were 
studied within 24  hours from septic shock onset. Descriptive and 
comparative statistical analysis was performed using the statistical 
software packages SPSS v.15 and MedCalc® 9.2.1.0.
Results We analyzed 246 consecutive episodes of severe sepsis (38%) 
or septic shock (62%). The 28-day mortality was 36.2%. The proD le of 
dead patients had a signiD cantly higher average age (65 (IQR: 75.5 to 
57.5) vs. 63 (47 to 72); P <0.06), APACHE II (27 (22 to 30) vs. 23 (18 to 27); 
P <0.001) and SOFA (11 (9 to 12.75) vs. 9 (7 to 10); P <0.001). CRP (168.4 
(106 to 285) vs. 165.4 (87.8 to 275) mg/dl; P = NS), PCT (6.5 (0.94 to 23.8) 
vs. 5.8 (0.97 to 19.59) ng/ml; P = NS) and WBC 14.7 (9.5 to 21.4) vs. 12.9 
(5.5 to 17.5); P = NS) were increased in those who died, but CHOL (102 
(75 to 134) vs. 108 (86 to 141) mg/dl; P = NS) had lower values. These 

di- erences were signiD cant in pADM (2.46 (1.21 to 4.89) vs. 1.68 (0.94 to 
3.32) nmol/l; P = 0.012), LT (2.6 (1.6 to 3.94) vs. 1.6 (1.2 to 2.43) mmol/l; 
P <0.001) and ALB (2 (1.55 to 2.38) vs. 2.22 (1.96 to 2.7) g/dl; P = 0.001).
Conclusion The protein pADM, LT and ALB showed good prognosis 
accuracy when measured on admission of septic patients to the ICU.
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Introduction Early di- erentiation of bacterial from candidal 
bloodstream infections (BSIs) in the presence of sepsis or septic shock 
is crucial because of the need for appropriate treatment initiation. 
Clinical data, although limited, suggest a role for procalcitonin (PCT) 
[1-3]. The aim of this study was to investigate a possible association 
between the etiology of BSIs and the serum PCT levels.
Methods ICU patients with clinical and laboratory signs of sepsis or 
septic shock, with documented BSIs and with both serum PCT and 
CRP measurements on the day of the positive blood sample (±1 day), 
were included. Illness severity was assessed by SOFA score on both 
admission and BSI day. Demographic, clinical, and laboratory data 
including PCT and CRP levels, as well as the white blood cell (WBC) 
count on the day of the BSI were recorded. PCT was measured by an 
electrochemiluminescence analyzer and CRP by the tholosimetric 
method (Roche, Switzerland).
Results A total of 64 ICU patients (mean age 58 ± 18 years, 39 males) 
with BSIs were included. SOFA sore was 9 ± 4 on ICU admission and 
8 ± 4 on the day of BSI. In 30 of these patients Candida spp. were isolated 
in blood culture (candidemia group) whereas the remaining 34 had a 
bacterial etiology of BSI (bacteremia group). Serum PCT concentrations 
remained within normal ranges in most patients with candidemia 
whereas a wide range was observed in patients with bacteremia. Mean 
values of PCT and CRP levels were higher in the bacterial than in the 
candidemia BSI group: 18.5 ± 33.2 versus 0.73 ± 1.40 ng/ml, P <0.001 
and 17.7 ± 10.3 versus 8.9 ± 8.0 mg/dl, P = 0.001, respectively. There 
was a signiD cant di- erence in WBC count between the two groups: 
19,460  ±  10.174 versus 11,000  ±  5,440, P <0.001 for the bacteremia 
and candidemia BSI group, respectively. A ROC curve analysis of the 
predictive ability of PCT showed an AUC of 0.79 (P <0.001). When a 
cuto-  point of 0.40 ng/ml was selected using Youden’s J statistic, a low 
value of PCT had in our sample a negative predictive value of 0.76 and 
a likelihood ratio (negative) of 0.30.
Conclusion A low serum PCT value could be considered as a diagnostic 
marker in distinguishing between BSIs of candidal or bacterial origin in 
ICU patients with varying severity of sepsis.
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Introduction Early initiation of antifungal therapy (AFT) improves the 
outcome in candidemic patients, but empiric AFT is not considered the 
standard of care.
Methods We used a scoring system based on the presence of a central 
venous catheter and receipt of antibiotics, plus at least two of the 
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