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Abstract
Sepsis is the leading cause of death worldwide. Timely administration of antibiotics is recognized as the
cornerstone in the management of sepsis. However, inappropriate use of antibiotics may lead to adverse
effects and the selection of drug-resistant pathogens. Microbiological cultures remain the gold standard
to diagnose infection despite their low sensitivity and the intrinsic delay to obtain the results. Certain
biomarkers have the benefit of rapid turnover, potentially providing an advantage in timely diagnosis
leading to accurate treatment. Over the last few decades, there is an ongoing quest for the ideal
biomarker in sepsis. Procalcitonin (PCT), when used alone or alongside additional clinical information, has
shown to be a promising tool to aid in the diagnosis and management of patients with sepsis. In February
2017, the Food and Drug Administration (FDA) approved the use of PCT to guide antibiotic treatment in
lower respiratory tract infections and sepsis. Despite a good negative predictive value for bacterial
infection, the utility of PCT-guided antibiotic initiation is conflicting at best. On the other hand, the use of
PCT-guided antibiotic discontinuation has shown to reduce the duration of antibiotic use, the associated
adverse effects, and to decrease the overall mortality.
The current review discusses the history and pathophysiology of procalcitonin, synthesizes its utility in
the diagnosis and management of sepsis, highlights its limitations and compares it with other biomarkers
in sepsis.

Introduction
Sepsis, the leading cause of death globally, has
an estimated incidence of 18 million cases per year
worldwide and a mortality rate of approximately
30%.[1] The increasing incidence of sepsis[2, 3] and
the rising cost of treatment[1] make accurate
diagnosis and aggressive treatment a priority to
health care delivery systems. The most important
interventions to improve survival in septic patients
are the timely and appropriate administration of
antibiotics and resuscitation in the initial hours after
sepsis develops.[1, 3, 4] Early diagnosis is
fundamental to prompt initiation of treatment. Sepsis
was classically defined as Systemic Inflammatory
Response Syndrome (SIRS) caused by documented or

suspected microbial infection; however, identification
of the organism causing such infection is not always
straightforward. Therefore, the differentiation of
sepsis from non-infectious SIRS can be very
challenging. The time to administration of antibiotics
after sepsis identification is recognized as a key
performance indicator in the management of sepsis[4,
5]; however, inappropriate and unnecessary use of
antibiotics can be harmful and is a major cause behind
the rising rates of antibiotic resistance.
Culture methods with microbial isolation
continue to be the gold standard for diagnosis of
infection despite their low sensitivity. Blood cultures
are negative in up to two-thirds of cases and cultures
http://www.medsci.org
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from all sites are negative in up to one-third of sepsis
cases.[2] In addition, microbial cultures have an
inherent delay for result availability, potentially
hindering the implementation of timely and effective
interventions. Compared to microbial isolation
techniques, biomarkers tend to increase in the early
stages of the sepsis, can be instantly tested with a
rapid turnaround and show increased levels of
expression in sepsis compared to non-infectious SIRS.
These characteristics would potentially allow an
accurate and timely diagnosis that will lead to prompt
treatment. There has been an ongoing search, over the
last few decades, for an ‘ideal biomarker’ in sepsis.
This biomarker must possess a high diagnostic
accuracy (high sensitivity, specificity, positive
predictive value and negative predictive value).
Procalcitonin, when used in combination with
additional clinical information, has shown to be a
promising tool in the diagnosis and management of
patients with sepsis.

The basics of Procalcitonin
The intracellular precursor of calcitonin,
currently known as procalcitonin (PCT), was first
discovered in 1975 during the study of calcitonin
biosynthesis in chicken ultimo-branchial glands.[6] In
1981, a similar molecule was discovered in human
thyroid medullary carcinoma tissue leading to the
description of the exact structure of PCT.[7] The level
of PCT in healthy individuals is much lower than the
detection threshold and was only known to increase
in patients with medullary thyroid and small cell lung
carcinoma. Elevated levels of PCT in patients with
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bacterial infections were reported for the first time in
1993.[8] Since then, PCT has become an important
biomarker and is increasingly being used in the
context of sepsis.
In healthy individuals, PCT is produced in the
thyroid C-cells, cleaved from pre-procalcitonin by an
endopeptidase in the endoplasmic reticulum (Figure
1). PCT is then further broken down to form
N-terminal PCT, C-terminal katacalcin and active
calcitonin. As all the PCT formed in the C-cells is
broken down into the above-mentioned products and
no PCT enters the circulation, the serum PCT level in
healthy subjects is below detectable level. Moreover,
no plasma enzymes are able to breakdown PCT once
it enters the circulation; hence, it remains unchanged
with a half-life of 25-30 hours.[9]
During inflammation and sepsis, the production
of PCT follows an entirely different pathway (Figure
1), details of which are not fully understood. Several
studies have shown the production of PCT in
response to bacterial Lipopolysaccharide (LPS) or
other endotoxins and to inflammatory markers like
IL-β, IL-6, TNF-α, IL-2, etc.[8-10] The presence of PCT
in the serum of thyroidectomized patients during
bacterial infection supports the notion that an organ
other than the thyroid is the source of PCT in bacterial
sepsis.[8] Some studies suggest a ubiquitous
expression of the calcitonin gene in multiple tissues in
response to sepsis[11], while others suggest that
specific organs like pituitary, neuroendocrine cells in
the lungs, intestine, splanchnic area, liver or
hypothalamus are the source of PCT in sepsis.[12]

Figure 1. Diagram showing physiological production of Calcitonin (A) and production of PCT in sepsis states (B). As depicted, PCT is not typically secreted into
the bloodstream in normal physiological conditions whereas multiple tissues can secrete PCT in sepsis. Once in the bloodstream, PCT cannot be degraded. CT-mRNA:
Calcitonin messenger RNA, Pre-PCT: Pre-procalcitonin, PCT: Pro-calcitonin, N-ProCT: N termical Pro-calcitonin, CT: Calcitonin
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Role of Procalcitonin in the management
of sepsis
PCT has been increasingly used in the
management of sepsis. Patients with higher PCT
levels[13, 14] or those in whom the PCT levels remain
elevated for longer duration despite treatment tend to
have a worse prognosis compared to the ones with
lower levels of PCT or in whom the PCT level
decreases soon after initiation of antibiotics.[15-18]
While PCT use as a diagnostic tool for sepsis or to
decide to initiate antibiotics has been controversial,
the evidence supporting PCT use in the
discontinuation of antibiotics is stronger.

PCT as a diagnostic tool
PCT is an intriguing biomarker for the early
diagnosis of sepsis in critically ill patients. Several
studies have supported the use of PCT for making a
diagnosis of sepsis[11, 19-22], while others have
recommended its use to rule out sepsis.[23] It has a
good negative predictive value for bacterial
infection[24], especially bacteremia[25-29], although
the current evidence does not suggest a suitable
threshold to exclude bacteremia. PCT is detectable in
the serum within a few hours after its induction,
reaches its peak within 24 hours, and if treatment is
adequate, the levels start to decline by approximately
50% per day.[30, 31] On the other hand, if the
treatment is not adequate, PCT remains elevated or
rises further. The initial increase in PCT levels is more
prominent in bacterial infections than in viral
infections or non-infectious SIRS.
A meta-analysis[19] of 25 studies with 2966
patients concluded that PCT could be used as a quick
and early diagnostic test of sepsis in critically ill
non-immunocompromised adults. The role of PCT in
detecting sepsis in immunocompromised patients,
however, remains controversial as studies have
shown conflicting results.[32-35] On the other hand,
PCT has demonstrated an acceptable accuracy for the
diagnosis of bacterial infections in septic patients with
liver cirrhosis compared to patients with normal liver
function.[36] These results contrast with those of Tang
et al.[37] who described a low diagnostic performance
of PCT in differentiating sepsis from non-infectious
SIRS in critically ill adults. This meta-analysis
suggested not to use PCT as a diagnostic tool for
sepsis. While PCT is not a perfect marker for
diagnosis of sepsis, it is thought by some to be one of
the most promising tests available.[22]
It is important to note that these studies
compared PCT to a clinical diagnosis of sepsis;
therefore, the results could be confounded by clinician
variation. Moreover, the lack of a uniform cut-off level
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of PCT used for the diagnosis of sepsis could
potentially explain the difference in the stated results.
Despite growing evidence supporting the utility of
PCT, its use as a diagnostic tool in sepsis remains
questionable because of relatively low sensitivity and
lack of a precise cut-off level.

Initiation of antibiotics
A randomized controlled trial looking at PCT
guided initiation of antibiotics in critically ill patients
did not show effectiveness in decreasing the total
antibiotic days.[38] The recent ProACT trial[39] failed
to show a benefit in terms of mortality or antibiotic
exposure for patients with suspected lower
respiratory tract infection when PCT was used to
guide antibiotic initiation. Pre-specified subgroup
analysis, however, showed that the PCT strategy was
useful in reducing antibiotic exposure in the
emergency department in patients with acute
bronchitis but not in other sub-groups like COPD
exacerbation, pneumonia and asthma exacerbation.
Despite the reduction in emergency department
antibiotic exposure in the acute bronchitis sub-group,
there was no significant difference in antibiotic use by
day 30.
Several studies[40-42] have shown that antibiotic
administration based on a PCT algorithm decreased
the rate of antibiotic exposure and antibioticassociated adverse effects without significant
difference in clinical outcomes. However, these
studies do not differentiate the advantage of
incorporating PCT in the decision to initiate
antibiotics versus discontinuation of antibiotics.
Schuetz showed a significant decrease in antibiotic
use when PCT was used to decide on initiation, as
well as the discontinuation of antibiotics.[40]
However, Bouadma et al. and Christ-Crain et al.
showed that while the difference in antibiotic use was
low between the groups on admission and day one, it
rose significantly on subsequent days.[41, 42]
Interestingly, a meta-analysis evaluating the role of
PCT in the initiation of antibiotics[43] showed a
benefit in decreasing the antibiotic exposure
compared to standard care with no associated
morbidity or mortality benefit. However, this study
had the limitation of including only two studies.
Overall, the bulk of data suggests that PCT is more
useful to guide the decision regarding discontinuation
of antibiotics than to decide on their initiation.
The Infectious Diseases Society of America
(IDSA) and American Thoracic Society (ATS)
guidelines for the treatment of Community-Acquired
Pneumonia
(CAP)[44],
Ventilator-associated
Pneumonia (VAP) and Hospital-acquired pneumonia
(HAP)[45] recommend against using PCT in the
http://www.medsci.org
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decision to initiate antibiotics. The use of PCT to aid in
the decision to initiate antibiotics has failed to show
benefits in clinical outcomes and its role in decreasing
antibiotic exposure and antibiotic-related adverse
outcomes is conflicting at best. Based on currently
available information, the use of PCT in making the
decision to initiate antibiotics is not recommended.

Comparing PCT to other markers for
sepsis

Discontinuation of antibiotics

Presepsin

As previously discussed, PCT level drops
rapidly (50% in 24 hours)[30, 46] once the patient gets
adequate treatment. On the contrary, persistently high
or up-trending PCT levels suggest that the treatment
strategy may not be appropriate. This property of PCT
can be used to guide the treatment of sepsis.
PCT guided antibiotic discontinuation did not
show a mortality benefit when a low-level PCT cut-off
(1 ng/dl) was used.[47] The low cut-off may have
potentially
lead
to
unnecessary
antibiotic
administration. Moreover, one of the studies in
question included a large number of surgical patients
(40%) where an elevated PCT level is generally
expected. Similarly, the ProACT trial[39] and the
study be Shehabi et al.[48] failed to show a lower
antibiotic use in PCT-guided therapy compared to
usual therapy.
Multiple other studies, however, have shown
that PCT guided antibiotic protocol reduces
cumulative antibiotic exposure in patients[40-43,
49-52]. However, these studies have failed to show a
reduction in the risk of antibiotic-related Clostridium
difficile diarrhea, the emergence of antibiotic
resistance, or overall mortality.
De Jong et al.[53] showed a significant decrease
in mortality with the use of PCT-guided therapy in
critically ill patients. This was supported by a
Cochrane based research[54], which involved 26 trials
including 6708 participants and showed that a
PCT-guided strategy on the initiation and duration of
antibiotic treatment in acute respiratory infections
results in a lower risk of mortality, lower antibiotic
consumption, and lower risk for antibiotic-related
side effects. Similarly, a recent study by Lam et al.[55]
showed that PCT guided cessation of antibiotics
resulted in lower mortality.
The IDSA/ATS guidelines[45] for treatment of
VAP/HAP and the Surviving sepsis campaign
guidelines[3] give a weak recommendation based on
low-quality evidence that PCT levels can be used to
discontinue empiric antibiotics.
While the mortality benefit of a PCT guided
strategy to discontinue antibiotics is questionable,
there is enough data to suggest that PCT has shown to
decrease antibiotic exposure and antibiotic-related
adverse effects. Based on the available data, we feel

strongly that PCT can be incorporated into the
management of sepsis and used in making the
decision to discontinue antibiotics in appropriate
patients.

We have limited data on direct comparison
between PCT and presepsin. While PCT has a higher
diagnostic accuracy than presepsin[21], presepsin can
signal the changes in the clinical course (improving or
worsening sepsis) much faster.
Presepsin has a pooled sensitivity of 0.88, while
that of PCT is 0.75. The pooled specificity of presepsin
is 0.58 compared to 0.75 for PCT.[56] The data on
presepsin is limited and may not be a readily available
test in many facilities.

C-Reactive Protein
C-Reactive Protein (CRP) is an acute-phase
reactant and a sensitive marker for inflammation and
tissue injury that cannot differentiate infective from
non-infective causes of inflammation. The slow
variation of CRP levels constitutes another major
limitation compared to PCT. Therefore, an otherwise
normal CRP level could introduce an unacceptable
delay in starting appropriate antibiotic treatment,
ultimately affecting mortality.
Compared to CRP, PCT has a better predictive
value for admission to the special care unit and
duration of intravenous antibiotic use.[57] In addition,
PCT has a higher sensitivity and specificity,
particularly
in
autoimmune and
malignant
diseases[58, 59] regardless of the use of corticosteroids
or immunosuppressive agents.[60]

Limitations of PCT
Despite being the most accepted biomarker in
sepsis, PCT is far from being an ideal biomarker. PCT
has many limitations that should be taken into
consideration when incorporating PCT in the
management of a potentially septic patient.
Falsely low PCT in localized infections like
cellulitis, appendicitis, abscess and empyema can be
misleading.[30, 61-63] However, some data shows a
modest performance of PCT in differentiating
para-pneumonic effusion from malignant or
transudative effusions.[64] Interpretation of PCT
levels can be difficult in patients with severe trauma,
major burns, multi-organ failure, islet cell tumors and
medullary thyroid carcinoma. It is also important to
acknowledge that cellular injury of any kind, whether
direct tissue or ischemia-reperfusion injury without
http://www.medsci.org
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infection, can result in elevation of PCT.[30] Highly
elevated bilirubin[65] and triglycerides (>1000mg/dl)
also interfere with PCT level measurement.
Serum levels of PCT increase in patients with
deranged renal function. Considering the high
incidence of renal failure in patients admitted to
hospital and critical care units, the utility of PCT
might be limited. While some studies report that PCT
can still be used in patients with renal failure[46, 66]
including those on hemodiafiltration[67], others
caution about the need to use a different threshold
(2.57 ng/ml instead of 0.8 ng/ml).[68] Although the
cut-off for PCT level might need to be adjusted in
patients with different levels of renal function, the
presence of kidney injury per se should not preclude
the use of PCT. Moreover, the PCT trend could still be
used in these patients with renal failure.

Conclusion
Serum PCT is a promising biomarker for early
detection of bacterial sepsis with a good negative
predictive value for bacteremia. The current evidence
supports PCT-guided discontinuation of antibiotics,
while the data behind PCT-guided initiation of
antibiotics is not as strong.
The current studies addressing the utility of PCT
in sepsis management are conflicting as patient
characteristics and clinical settings vary markedly
among them. The use of different PCT cut- off levels
as well as different algorithms for PCT guidance make
the interpretation even more difficult. However, most
of the studies have shown that PCT guidance results
in lower antibiotic exposure and antibiotic-associated
adverse effects without compromising clinical
outcomes. Nonetheless, PCT should always be used in
conjunction with clinical findings.

336
8.
9.
10.
11.
12.
13.

14.
15.

16.
17.
18.
19.
20.
21.
22.
23.
24.

25.

26.
27.

Competing Interests
The authors have declared that no competing
interest exists.

References
1.
2.
3.
4.
5.
6.
7.

Slade E, Tamber PS, Vincent JL. The Surviving Sepsis Campaign: raising
awareness to reduce mortality. Crit Care. 2003; 7: 1-2.
Angus DC, Linde-Zwirble WT, Lidicker J, Clermont G, Carcillo J, Pinsky MR.
Epidemiology of severe sepsis in the United States: analysis of incidence,
outcome, and associated costs of care. Crit Care Med. 2001; 29: 1303-10.
Rhodes A, Evans LE, Alhazzani W, Levy MM, Antonelli M, Ferrer R, et al.
Surviving Sepsis Campaign: International Guidelines for Management of
Sepsis and Septic Shock: 2016. Crit Care Med. 2017; 45: 486-552.
Seymour CW, Gesten F, Prescott HC, Friedrich ME, Iwashyna TJ, Phillips GS,
et al. Time to Treatment and Mortality during Mandated Emergency Care for
Sepsis. N Engl J Med. 2017; 376: 2235-44.
Kumar A, Ellis P, Arabi Y, Roberts D, Light B, Parrillo JE, et al. Initiation of
inappropriate antimicrobial therapy results in a fivefold reduction of survival
in human septic shock. Chest. 2009; 136: 1237-48.
Moya F, Nieto A, JL RC. Calcitonin biosynthesis: evidence for a precursor. Eur
J Biochem. 1975; 55: 407-13.
Allison J, Hall L, MacIntyre I, Craig RK. The construction and partial
characterization of plasmids containing complementary DNA sequences to
human calcitonin precursor polyprotein. Biochem J. 1981; 199: 725-31.

28.

29.
30.
31.
32.

33.
34.

Assicot M, Gendrel D, Carsin H, Raymond J, Guilbaud J, Bohuon C. High
serum procalcitonin concentrations in patients with sepsis and infection.
Lancet. 1993; 341: 515-8.
Maruna P, Nedelnikova K, Gurlich R. Physiology and genetics of
procalcitonin. Physiol Res. 2000; 49 Suppl 1: S57-61.
Dandona P, Nix D, Wilson MF, Aljada A, Love J, Assicot M, et al. Procalcitonin
increase after endotoxin injection in normal subjects. J Clin Endocrinol Metab.
1994; 79: 1605-8.
Muller B, Becker KL. Procalcitonin: how a hormone became a marker and
mediator of sepsis. Swiss Med Wkly. 2001; 131: 595-602.
Kiriyama Y, Nomura Y, Tokumitsu Y. Calcitonin gene expression induced by
lipopolysaccharide in the rat pituitary. Am J Physiol Endocrinol Metab. 2002;
282: E1380-4.
Sager R, Wirz Y, Amin D, Amin A, Hausfater P, Huber A, et al. Are admission
procalcitonin levels universal mortality predictors across different medical
emergency patient populations? Results from the multi-national, prospective,
observational TRIAGE study. Clin Chem Lab Med. 2017; 55: 1873-80.
Kutz A, Briel M, Christ-Crain M, Stolz D, Bouadma L, Wolff M, et al.
Prognostic value of procalcitonin in respiratory tract infections across clinical
settings. Crit Care. 2015; 19: 74.
Schuetz P, Birkhahn R, Sherwin R, Jones AE, Singer A, Kline JA, et al. Serial
Procalcitonin Predicts Mortality in Severe Sepsis Patients: Results From the
Multicenter Procalcitonin MOnitoring SEpsis (MOSES) Study. Crit Care Med.
2017; 45: 781-9.
Gunal O, Ulutan F, Barut S. Procalcitonin. Scand J Infect Dis. 2012; 44: 710-1.
Huang DT, Weissfeld LA, Kellum JA, Yealy DM, Kong L, Martino M, et al.
Risk prediction with procalcitonin and clinical rules in community-acquired
pneumonia. Ann Emerg Med. 2008; 52: 48-58 e2.
Schuetz P, Albrich W, Mueller B. Procalcitonin for diagnosis of infection and
guide to antibiotic decisions: past, present and future. BMC Med. 2011; 9: 107.
Uzzan B, Cohen R, Nicolas P, Cucherat M, Perret GY. Procalcitonin as a
diagnostic test for sepsis in critically ill adults and after surgery or trauma: a
systematic review and meta-analysis. Crit Care Med. 2006; 34: 1996-2003.
Vikse J, Henry BM, Roy J, Ramakrishnan PK, Tomaszewski KA, Walocha JA.
The role of serum procalcitonin in the diagnosis of bacterial meningitis in
adults: a systematic review and meta-analysis. Int J Infect Dis. 2015; 38: 68-76.
Wu J, Hu L, Zhang G, Wu F, He T. Accuracy of Presepsin in Sepsis Diagnosis:
A Systematic Review and Meta-Analysis. PLoS One. 2015; 10: e0133057.
Wacker C, Prkno A, Brunkhorst FM, Schlattmann P. Procalcitonin as a
diagnostic marker for sepsis: a systematic review and meta-analysis. Lancet
Infect Dis. 2013; 13: 426-35.
Riedel S, Melendez JH, An AT, Rosenbaum JE, Zenilman JM. Procalcitonin as a
marker for the detection of bacteremia and sepsis in the emergency
department. Am J Clin Pathol. 2011; 135: 182-9.
Rodriguez AH, Aviles-Jurado FX, Diaz E, Schuetz P, Trefler SI, Sole-Violan J,
et al. Procalcitonin (PCT) levels for ruling-out bacterial coinfection in ICU
patients with influenza: A CHAID decision-tree analysis. J Infect. 2016; 72:
143-51.
van Nieuwkoop C, Bonten TN, van't Wout JW, Kuijper EJ, Groeneveld GH,
Becker MJ, et al. Procalcitonin reflects bacteremia and bacterial load in
urosepsis syndrome: a prospective observational study. Crit Care. 2010; 14:
R206.
Hoeboer SH, van der Geest PJ, Nieboer D, Groeneveld AB. The diagnostic
accuracy of procalcitonin for bacteraemia: a systematic review and
meta-analysis. Clin Microbiol Infect. 2015; 21: 474-81.
Oussalah A, Ferrand J, Filhine-Tresarrieu P, Aissa N, Aimone-Gastin I,
Namour F, et al. Diagnostic Accuracy of Procalcitonin for Predicting Blood
Culture Results in Patients With Suspected Bloodstream Infection: An
Observational Study of 35,343 Consecutive Patients (A STROBE-Compliant
Article). Medicine (Baltimore). 2015; 94: e1774.
Lin CT, Lu JJ, Chen YC, Kok VC, Horng JT. Diagnostic value of serum
procalcitonin, lactate, and high-sensitivity C-reactive protein for predicting
bacteremia in adult patients in the emergency department. PeerJ. 2017; 5:
e4094.
Hoenigl M, Raggam RB, Wagner J, Prueller F, Grisold AJ, Leitner E, et al.
Procalcitonin fails to predict bacteremia in SIRS patients: a cohort study. Int J
Clin Pract. 2014; 68: 1278-81.
Meisner M. Update on procalcitonin measurements. Ann Lab Med. 2014; 34:
263-73.
Preas HL, 2nd, Nylen ES, Snider RH, Becker KL, White JC, Agosti JM, et al.
Effects of anti-inflammatory agents on serum levels of calcitonin precursors
during human experimental endotoxemia. J Infect Dis. 2001; 184: 373-6.
Ratzinger F, Haslacher H, Perkmann T, Schmetterer KG, Poeppl W,
Mitteregger D, et al. Sepsis biomarkers in neutropaenic systemic inflammatory
response syndrome patients on standard care wards. Eur J Clin Invest. 2015;
45: 815-23.
Sakr Y, Sponholz C, Tuche F, Brunkhorst F, Reinhart K. The role of
procalcitonin in febrile neutropenic patients: review of the literature. Infection.
2008; 36: 396-407.
von Lilienfeld-Toal M, Dietrich MP, Glasmacher A, Lehmann L, Breig P, Hahn
C, et al. Markers of bacteremia in febrile neutropenic patients with
hematological malignancies: procalcitonin and IL-6 are more reliable than
C-reactive protein. Eur J Clin Microbiol Infect Dis. 2004; 23: 539-44.

http://www.medsci.org

Int. J. Med. Sci. 2020, Vol. 17
35. Erten N, Genc S, Besisik SK, Saka B, Karan MA, Tascioglu C. The predictive
and diagnostic values of procalcitonin and C-reactive protein for clinical
outcome in febrile neutropenic patients. J Chin Med Assoc. 2004; 67: 217-21.
36. Lin KH, Wang FL, Wu MS, Jiang BY, Kao WL, Chao HY, et al. Serum
procalcitonin and C-reactive protein levels as markers of bacterial infection in
patients with liver cirrhosis: a systematic review and meta-analysis. Diagn
Microbiol Infect Dis. 2014; 80: 72-8.
37. Tang BM, Eslick GD, Craig JC, McLean AS. Accuracy of procalcitonin for
sepsis diagnosis in critically ill patients: systematic review and meta-analysis.
Lancet Infect Dis. 2007; 7: 210-7.
38. Layios N, Lambermont B, Canivet JL, Morimont P, Preiser JC, Garweg C, et al.
Procalcitonin usefulness for the initiation of antibiotic treatment in intensive
care unit patients. Crit Care Med. 2012; 40: 2304-9.
39. Huang DT, Yealy DM, Angus DC, the Pro ACTI. Procalcitonin-Guided
Antibiotic Use. N Engl J Med. 2018; 379: 1973.
40. Schuetz P, Christ-Crain M, Thomann R, Falconnier C, Wolbers M, Widmer I, et
al. Effect of procalcitonin-based guidelines vs standard guidelines on
antibiotic use in lower respiratory tract infections: the ProHOSP randomized
controlled trial. JAMA. 2009; 302: 1059-66.
41. Bouadma L, Luyt CE, Tubach F, Cracco C, Alvarez A, Schwebel C, et al. Use of
procalcitonin to reduce patients' exposure to antibiotics in intensive care units
(PRORATA trial): a multicentre randomised controlled trial. Lancet. 2010; 375:
463-74.
42. Christ-Crain M, Stolz D, Bingisser R, Muller C, Miedinger D, Huber PR, et al.
Procalcitonin guidance of antibiotic therapy in community-acquired
pneumonia: a randomized trial. Am J Respir Crit Care Med. 2006; 174: 84-93.
43. Schuetz P, Briel M, Christ-Crain M, Stolz D, Bouadma L, Wolff M, et al.
Procalcitonin to guide initiation and duration of antibiotic treatment in acute
respiratory infections: an individual patient data meta-analysis. Clin Infect
Dis. 2012; 55: 651-62.
44. Metlay JP, Waterer GW, Long AC, Anzueto A, Brozek J, Crothers K, et al.
Diagnosis and Treatment of Adults with Community-acquired Pneumonia.
An Official Clinical Practice Guideline of the American Thoracic Society and
Infectious Diseases Society of America. Am J Respir Crit Care Med. 2019; 200:
e45-e67.
45. Kalil AC, Metersky ML, Klompas M, Muscedere J, Sweeney DA, Palmer LB, et
al. Management of Adults With Hospital-acquired and Ventilator-associated
Pneumonia: 2016 Clinical Practice Guidelines by the Infectious Diseases
Society of America and the American Thoracic Society. Clin Infect Dis. 2016;
63: e61-e111.
46. Meisner M, Schmidt J, Huttner H, Tschaikowsky K. The natural elimination
rate of procalcitonin in patients with normal and impaired renal function.
Intensive Care Med. 2000; 26 Suppl 2: S212-6.
47. Jensen JU, Hein L, Lundgren B, Bestle MH, Mohr TT, Andersen MH, et al.
Procalcitonin-guided interventions against infections to increase early
appropriate antibiotics and improve survival in the intensive care unit: a
randomized trial. Crit Care Med. 2011; 39: 2048-58.
48. Shehabi Y, Sterba M, Garrett PM, Rachakonda KS, Stephens D, Harrigan P, et
al. Procalcitonin algorithm in critically ill adults with undifferentiated
infection or suspected sepsis. A randomized controlled trial. Am J Respir Crit
Care Med. 2014; 190: 1102-10.
49. Nobre V, Harbarth S, Graf JD, Rohner P, Pugin J. Use of procalcitonin to
shorten antibiotic treatment duration in septic patients: a randomized trial.
Am J Respir Crit Care Med. 2008; 177: 498-505.
50. Matthaiou DK, Ntani G, Kontogiorgi M, Poulakou G, Armaganidis A,
Dimopoulos G. An ESICM systematic review and meta-analysis of
procalcitonin-guided antibiotic therapy algorithms in adult critically ill
patients. Intensive Care Med. 2012; 38: 940-9.
51. Prkno A, Wacker C, Brunkhorst FM, Schlattmann P. Procalcitonin-guided
therapy in intensive care unit patients with severe sepsis and septic shock--a
systematic review and meta-analysis. Crit Care. 2013; 17: R291.
52. Zhang T, Wang Y, Yang Q, Dong Y. Procalcitonin-guided antibiotic therapy in
critically ill adults: a meta-analysis. BMC Infect Dis. 2017; 17: 514.
53. de Jong E, van Oers JA, Beishuizen A, Vos P, Vermeijden WJ, Haas LE, et al.
Efficacy and safety of procalcitonin guidance in reducing the duration of
antibiotic treatment in critically ill patients: a randomised, controlled,
open-label trial. Lancet Infect Dis. 2016; 16: 819-27.
54. Schuetz P, Wirz Y, Sager R, Christ-Crain M, Stolz D, Tamm M, et al.
Procalcitonin to initiate or discontinue antibiotics in acute respiratory tract
infections. Cochrane Database Syst Rev. 2017; 10: CD007498.
55. Lam SW, Bauer SR, Fowler R, Duggal A. Systematic Review and
Meta-Analysis of Procalcitonin-Guidance Versus Usual Care for Antimicrobial
Management in Critically Ill Patients: Focus on Subgroups Based on Antibiotic
Initiation, Cessation, or Mixed Strategies. Crit Care Med. 2018; 46: 684-90.
56. Wu CC, Lan HM, Han ST, Chaou CH, Yeh CF, Liu SH, et al. Comparison of
diagnostic accuracy in sepsis between presepsin, procalcitonin, and C-reactive
protein: a systematic review and meta-analysis. Ann Intensive Care. 2017; 7:
91.
57. de Kruif MD, Limper M, Gerritsen H, Spek CA, Brandjes DP, ten Cate H, et al.
Additional value of procalcitonin for diagnosis of infection in patients with
fever at the emergency department. Crit Care Med. 2010; 38: 457-63.
58. Limper M, de Kruif MD, Duits AJ, Brandjes DP, van Gorp EC. The diagnostic
role of procalcitonin and other biomarkers in discriminating infectious from
non-infectious fever. J Infect. 2010; 60: 409-16.

337
59. Eberhard OK, Haubitz M, Brunkhorst FM, Kliem V, Koch KM, Brunkhorst R.
Usefulness of procalcitonin for differentiation between activity of systemic
autoimmune disease (systemic lupus erythematosus/systemic antineutrophil
cytoplasmic antibody-associated vasculitis) and invasive bacterial infection.
Arthritis Rheum. 1997; 40: 1250-6.
60. Buhaescu I, Yood RA, Izzedine H. Serum procalcitonin in systemic
autoimmune diseases--where are we now? Semin Arthritis Rheum. 2010; 40:
176-83.
61. Yu CW, Juan LI, Wu MH, Shen CJ, Wu JY, Lee CC. Systematic review and
meta-analysis of the diagnostic accuracy of procalcitonin, C-reactive protein
and white blood cell count for suspected acute appendicitis. Br J Surg. 2013;
100: 322-9.
62. Sand M, Trullen XV, Bechara FG, Pala XF, Sand D, Landgrafe G, et al. A
prospective bicenter study investigating the diagnostic value of procalcitonin
in patients with acute appendicitis. Eur Surg Res. 2009; 43: 291-7.
63. Amal Abd El-Azeem GH, Mohamed Saraya, Esmat Fawzy, Enas Anwar,
Sherif Abdulattif. The role of procalcitonin as a guide for the diagnosis,
prognosis, and decision of antibiotic therapy for lower respiratory tract
infections. Egyptian Journal of Chest Diseases and Tuberculosis. 2013; 62:
687-95.
64. He C, Wang B, Li D, Xu H, Shen Y. Performance of procalcitonin in diagnosing
parapneumonic pleural effusions: A clinical study and meta-analysis.
Medicine (Baltimore). 2017; 96: e7829.
65. Qu J, Feng P, Luo Y, Lu X. Impact of hepatic function on serum procalcitonin
for the diagnosis of bacterial infections in patients with chronic liver disease: A
retrospective analysis of 324 cases. Medicine (Baltimore). 2016; 95: e4270.
66. Meisner M, Lohs T, Huettemann E, Schmidt J, Hueller M, Reinhart K. The
plasma elimination rate and urinary secretion of procalcitonin in patients with
normal and impaired renal function. Eur J Anaesthesiol. 2001; 18: 79-87.
67. Meisner M, Huttemann E, Lohs T, Kasakov L, Reinhart K. Elimination of
procalcitonin and plasma concentrations during continuous veno-venous
haemodiafiltration in septic patients. Eur J Anaesthesiol. 2000; 17: 665-71.
68. Amour J, Birenbaum A, Langeron O, Le Manach Y, Bertrand M, Coriat P, et al.
Influence of renal dysfunction on the accuracy of procalcitonin for the
diagnosis of postoperative infection after vascular surgery. Crit Care Med.
2008; 36: 1147-54.

http://www.medsci.org

