P: In the diagnosis of infection

EVMS Emergency Medicine Journal Club January 28th 2008 I: does the measuring of C-reactive protein or
Hjalti Mar Bjdrnsson Procalcitonin

C: compared to CBC and other traditional indicators of
Search strategy: Medline, Cochrane, PubMed, Google. infection

O: provide greater diagnostic accuracy?
C-Reactive Protein: CPR is an acute phase that is produced by the liver in response to the elevated levels of the cytokines, such as interleukin-6 that accompany

acute inflammation. CRP levels rise within 6 h of an inflammatory stimulus and double every 8-9 h thereafter. The clearance rate of CRP is constant, with a serum
half-life of about 24h.

Procalcitonin: PCT is the prehormone of calcitonin. Normally negligible serum PCT concentrations are detected. It is believed that PCT is produced by the liver
and modulated by lipopolysaccharides and sepsis-related cytokines. It has no known physiological function. PCT levels may start to rise within 2 hours, plasma T, of
25-30 h.
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Figure 2. Summary receiver operating characteristc (SROC) curves
comparing serum procalcitonin (PCT; @) and C-reactive protein (CRP; +)
markers for bacterial infections versus viral infections. Each point con-
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Figure 2. Multiple logistic regression analysis. ROC curves of the
three final models: ‘symptoms and signs’ model (SS), ‘symptoms
and signs + ESR’ model (SS+ESR), and ‘'symptoms and signs +

Clinical Bottom Line: CRP and Procalcitonin:

are superior in diagnostic accuracy to other laboratory markers of infection

may be more accurate than all other symptoms and signs of infections

are probably most useful in risk stratifying patients with intermediate or low probability and uncertain
symptoms and signs
have been more studied in pediatric population and ICU
more research on use in ED is needed to evaluate accuracy and cost effectiveness

further research of diagnostic use has the potential to decrease the use of antibiotics




