
the serum PCT level decreases under 0.5 ng/ml, we stopped the antibiotic 
administrations if their systemic conditions were getting better.
Results Twelve patients were in Group A, and 15 patients were in Group 
B. The ages were 65 ± 18 in Group A, and 64 ± 23 in Group B. The APACHE 
II scores were 20.4 ± 6.3 in Group A, and 18.5 ± 7.5 in Group B. There were 
no signi" cant di# erences. The periods of antibiotic administrations were 
14.1 ± 7.7 days in Group A, and 9.7 ± 6.0 days in Group B. The periods in 
Group B tended to be signi" cantly shorter than in Group A (P = 0.049). 
The C-reactive protein (CRP) levels were 3.5 ± 4.2 mg/dl in Group A, and 
6.5 ± 4.1 in Group B when the antibiotic administrations were stopped. 
The CRP levels in Group B were higher than in Group A (P = 0.071). Two 
patients in Group B were repeated antibiotic administrations, while they 
were discharged without any complications.
Conclusions The follow-up PCT measurements safely shorten the periods 
of antibiotic administrations for septic patients. We believe that PCT has 
good cost–bene" t e# ects for critically ill patients.
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Introduction The goal of our study is to assess the diagnostic pro" tability 
of procalcitonin (PCT) in septic shock and another biomarker as C-reactive 
protein (CRP).
Methods Case–control study. During 2009 we proceeded to select the 
sample: 54 patients (ICU) and 61 controls. PCT and CRP were set in the 
" rst 24 hours besides the diagnosis and other analytical (glucose, lactate, 
leukocytes, platelets, white blood cells, LIC cells and ALY cells) and 
clinical parameters. There were realized diagnostic output curves (ROC), 
area under the curve (AUC), con" dence interval (95%), cut-o#  and the 
comparison between AUC.

Results Fifty-four septic patients were assessed, 66% were males; mean 
age, 63 years. Eighty-eight percent was diagnosed as septic shock and 
11% severe sepsis. Seventy-six percent were medical patients. Positive 
blood cultures in 42.5%. Sepsis origin: respiratory 46%, neurological 5%, 
digestive 37% and urinary 3%. Average SOFA score was 10.4.
Conclusions PCT and CRP have the same e*  ciency in early sepsis 
diagnosis. The PCT and CRP e*  ciency diagnostic together is signi" cant 
but small. We suggest using both with the doubt of sepsis.
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Introduction Sepsis is still the major cause of death in the late post-
traumatic period in patients with major burns. Diagnosis of sepsis remains 
di*  cult in these patients where signs of sepsis may be present in the 
absence of real infection. This study attempted to assess whether the 
plasma procalcitonin (PCT) level was related to sepsis in burned patients.
Methods PCT was measured over the entire course of stay in patients with 
predictive signs of sepsis according to Burn French Society Criteria (SFETB) 
for the presence of infection. The patients were assigned to two groups 
depending on the clinical course and outcome: A = no septic patients, B = 
septic patients. Optimum sensitivity, predictive values, and area under the 
receiver operating characteristic (ROC) curve were evaluated.
Results Over a 6-month period starting from 1 July 2008 to 31 December 
2008, 157 patients were admitted. Sixty-two were investigated, 40 in group 
A and 22 in group B. Procalcitonin was signi" cantly higher in the septic 
group (7.26 ± 7 ng/ml) compared with the no septic group (0.25 ± 0.32 ng/
ml). Area under the curve was 0.94 on the day of sepsis diagnosis. A PCT 
cut-o#  value of 0.75 ng/ml was associated with the optimal combination 
of sensitivity (85%), speci" city (87%), positive predictive value (91%), and 
negative predictive value (73%). In surviving septic patients the PCT value 
was signi" cantly lower than in deceased septic patients (3.5 ± 0.87 ng/
ml vs 10.18 ± 9.6 ng/ml). The PCT cut-o#  value for optimum prediction 
of outcome in septic patients was 3.66 ng/ml with sensitivity (91%), 
speci" city (75%), positive predictive value (78%), and negative predictive 
value (90%).
Conclusions Procalcitonin appears to be a powerful marker of sepsis in 
burn patients. It is sensitive, speci" c, reliable and easy to measure. A high 
PCT concentration (>3.66 ng/ml) would indicate poor outcome in septic 
patients.
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Introduction We hypothesized that the higher risk of severe sepsis and 
mortality observed after infection in prior epidemiologic studies are due 
to age-related di# erences in immune response.
Methods We analyzed 2,183 subjects from a multicenter observational 
cohort of patients hospitalized with community-acquired pneumonia 
(CAP). We divided subjects into " ve age groups (<50, 50 to 64, 65 to 74, 
74 to 84, ≥85). To compare immune response, we measured circulating 
in? ammatory (IL-6 and IL-10), coagulation-" brinolysis (D-dimer, factor 
IX (F-IX), thrombin–antithrombin complex (TAT), antithrombin (AT) and 
plasminogen-activator inhibitor (PAI)), and cell surface markers (TLR2, 

Figure 1 (abstract P45). Comparison between AUC not signi" cantly 

di# erent for PCT and CRP (P = 0.445).

Table 1 (abstract P45). Output curve results: PCT/CRP, sensitivity, speci# city

  PCT CRP

Mean 24 ng/ml 227 mg/day

AUC 0.983 0.965

95% CI 0.93 to 0.99 0.91 to 0.99

Sensitivity 92.6% 91.1%

Speci" city 93.1% 100%
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