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Influence of PCT level on prognosis in patients with acute coronary syndrome
Peng Shuying' ,OuYongguang®
(1. Teaching and Researching Section of Laboratory Medicine , De partment of Medical Technique and
Pharmaceutical , Zhaoging Medical College s Zhaoqing s Guangdong 526000 ,China;2. Department o f
Clinical Laboratory ,Zhaoqging Municipal Hospital of Traditional Chinese Medicine . Zhaoqing , Guangdong 526000, China)

Abstract: Objective To study the influence of procalcitonin (PCT) on the prognosis in the patients with acute coronary syn-
drome(ACS) to provide the basis for clinic treatment. Methods 210 cases of ACS treated in our hospital from May 2013 to May
2014 were selected and divided into the group A (n=121),B (n=49) and C (n=40) according to their PCT levels, the group A:
PCT<C0. 05 ng/ml., the group B:0. 05<PCT<C0. 5 ng/ml and the group C:PCT=0. 5 ng/ml. Then the occurrence rate of the
non-ST-elevation myocardial infarction (NSTEMI) or unstable angina (UA) ., simple-ST-elevation acute myocardial infarction
(STEMD) , cardiogenic shock (CS) complicating STEMI were compared among 3 groups. Finally, the correlation between PCT level
with the incidence of major adverse cardiac events and the mortality rate was analyzed by using COX regression. Results The oc-
currence rate of CS in the roup C was significantly higher than that in the group A and B, and the occurrence rate of CS in the group
B was significantly higher than that in the group A, the differences were statistical significant ( P<C0. 05). The occurrence rate of
NSTEMI/UA and STEMI in the group C was significantly lower than that in the group A and B, the difference was also statistical
significant (P<C0. 05) ; the COX regression analysis revealed that the PCT level was positively correlated with the incidence of major
adverse cardiac events and the mortality rate (P<Z0. 05). Conclusion The PCT level is a high-risk factor of ACS and is closely re-
lated with the incidence of major adverse cardiac events and the mortality rate.

Key words: procalcitonin; acute coronary syndrome; prognosis

SV TR WK 2R G E A R LA eE AR 3 ik ot 1 B Ak B B i 24l 3 69 1l . 4 52 1,56 ~80 %, F-1(68.2+1.1) % ;0. 05<<PCT<C
15, 2k % o S8 A B R S 5 4 (0 B JEME AR TR M E L 0.5 ng/mL g B4R L3 49 1, 5B 29 . % 20 fi].55~80 % . F
B — I R SR G AE . IRB R LAY I L S ™ ¥1(67.920.3) % ;PCT=0. 5 ng/mL 2 C 41,3t 40 £, 5 23
KR . BBEF(PCT R —FMEA R M B™ . & 17 6,56 ~80 % -4 (68. 340, 5) % . 4% 41 Bl FlI4F i
N DA EL A A7 A R IR TR AE DL K 22 U f D RE 1 R I 2% P22 B RG24 7 L (P>>0. 05) , HoA Al Lok,

WET R A E Rk A E S B PCT K it adtkd 1.2 ik A B E ABLE = B0 5 mL, B W # . 7%
WG G TG A —E e — S RE L MAREER L BF—4 C, WA EE NS PCT K ABE M. 2
K. AW ST PCT A 24k 5 ik 25 45 1iF 6 3% HU5 19 i 1B 5 2 AR 20 A 19 (HbALe) \C-J%2 v 28 11 (CRP) L 2L 4 g

SR O I ARG T SR K . B S5 R IE I T DLFEAR (ESR) OB E 8 H IR VIR ILES 3 1 T 0B TR & IR
1 BREFE WAL, A BRI (HOMAD 15500 = (R B

L1 —fRegekl #EE 2013 48 5 H & 2014 48 5 AARRBEMIARN RX MMM /22.5, %Hirg S & 347 1 1 E R, 43T
A IKEE A AR 210 B T B E A A AMEKEG A DR IR &R RAR LR,

B W AR S, A MU W A M E S T A e, R 1.3 WiEUs kR WSS 4LdE ST BHh w0 LA ZE (NSTEMD
PCT 7K P44 5 4 A 41 (PCT<C0. 05 ng/mL) , 4t 121 4], 5 B E RO SO (UA) & 5 ST B4 i 2tk 0 LR PE (STE-

PEF TR LA 2, B, T2 IS I PRAS: S0 SRl e PR 2 I 0 2 A S B 5



* 632 - ERAREFLF2015F3 A% 3645% 58 Int] Lab Med,March 2015, Vol. 36,No. 5

MD O W AR 73 % STEMICCS) [ & A 2%, I 38 & 40 A B
MAE 25 B8 S B & L R A 8 B OF i C(HOMAD #5 0. HbAlc,
CRP.ESR. G RET 2 IR VIR IR LS 86 11 T {8 L 79 40 R 4 3k
B, s COX A48 PCT KT 5RRFMFMER.
1.4 Siitseab s 2 f g ¥ e SPSS17. 0 8 E gt H
Wit PR T s FORG A R I THECRORENE A o KR
K COX [ 20 M3 B PCT /K -5 32 0 A B2 £ A
WEHRB KR UL P<0.05 HERALGIT¥E XL,
2 &% S
2.1 HBE— WA LLE  WFE 1. CS B H B MK LKk
50.0% % " F STEMI(2. 4%) 1 NSTEMI/UA(1. 1%).
K2WALCHCSMELERRERT ABY4 . A BARES
F A4, 2257 BA %% 8 L (P<C0.05); NSTEMI/UA FI
STEMI [y kAR BEMT ABAH, ZFHEAFHIT¥E L (P
0.05), H1 % 3 AT UL, C 4 A B B, 25 16 B 5 F . HbAlc >
6.5 . HOMA 5% .CRP . ESR . ff it i 2 FI IR VIR IR JILES 2 A T
B NAREAEEBBYEEST ABYA. 5 A BALEK
= 5 HA Giit 2 L (P<C0.05)

1 BE—MBER

i H Cs STEMI  NSTEMI/UA
AEIECH) 71,4120 67.6-13.6  69.9+12.2
B/ 4/ 27/11 56/26 63/27
ASAEE
RS (Kg/m?) 25.74+4.8 271451 26.244.0
R (0 ] 25(65.8)  61(74.4) 73(8L. D
W HH R 0) ] 5(13.2)  32(39.0) 32(35.6)
BRI (%) ] 12(31.6)  23(28.5) 28(31. 1)
FIES (9] 6(15.8)  27(32.9) 41(45.6)
ik 4 [ (20) ] 13342 32(39.2) 41(45.6)
IR
M B e %6) ] 3(7.9) 9(10.9) 6(6.7)
HME B L5 P ZEUE (0] 821 147D 1314, 4)
Sk OB (5] 8(21. 1 7(8.5) 6(6.7)
M PERHIEVE R (0) ] 4(10.5) 8(9.8) 10011, 1
Bt 22 D E S A0 29.04+9.8 44.2+8.9  50.549.5

SR AECZN 19(50) 2(2.4) 1.1

®2 SHARBEREESERBER2()]

e Al B4l ca
CS 2C1.7) 9(18. 4)P 27(67.5)%
NSTEMI/UA 71(58.7) 18(36. 7)° 3(7.5)*
STEMI 48(39.7) 22(44. 9P 10(25.0)

*;P<C0.05,5 ABA ;Y. P<<0.05,5 A4 I#K.

2.2 FhYF 210 BB E A 22 BB E E AR NIET R A K
PIC R J3 a9 B8 2 M B )5 2 U7, A Rk T 179 R K .
BET I B8 R 3. 9% (7/179) 0 IER B3 14F 10 & R RN
20.1%(36/179), COX [a] 9 20 7 & 3, PCT 7K - FL0 E AR B
AR R R EAI S (HR=1.68;95% CI1. 05~2. 68; P=
0.030),

%3 3 HETIEMRL R

&b A2l B4 C2

A B I A (mg/dL) 112.240.9 145.6+2.3> 162,541, 9
75 BB (pU/mL) 7.1+0.8  8.7+0.9* 10.6+0. 7
HOMA 5% (%0) 8.7+t0.1 18.940.5> 27.4+1.2°
HbAlc( %) 25.4+0.4 35.14+1.3 35.340.3
CRP(mg/L) 68.2+1.1 78.34+0.2> 98.340,9°
ESR(mm/h) 16.2+0.3 28.2+0.8> 38.2+1.1n
3k ¥ 2 1R (pug/min) 15.24+1.5 34.24+1.6> 67.2+2.3°
SRR (mg/dL) 5.740.3  6.8+0.3"  7.940.4°

ALE5 8 A 104 {H (ng/mL) 35.7£2.6 95.241.9> 185.242. 3¢

B E (U/L) 27.241.3 39.942.1> 73.243.1%

“:P<C0.05,5 A BA# ;. P<<0.05,5 A4 LK.

3 it it

PCT J2&— Bl d5e . & B0 HF 5w 09 4 B, B W00 5 1 4T
W b e A B8 B b Bl & B, PCTmRNA 1] L% 3k T k&
TAE St A5 BF5E 22 PR, 76 35 Ik 5 I RE Pt i 2 B PCT™Y . #F 5T
R 2 Bk 2% A AR B ABERT 9 PCT /K F-BEAE S 2
SER TR R G A R FRER, &5 NIk 2
k&5 A PCT WK R AR R 4™ . B 5 &
B, oM k2R A R B ABERT B PCT /K IE & W 2cpko il
FAE TG 0 & AT . AT AR SR AT 2 B 0E IS R B B0 1 B
STEMI #rai 5 CS o PCT A AE B RN (B . B = H 5,
APBE 48 h N K PCT X Stk s ik 25 4 A & W VE L R 5
KB B KB PCT BE I 38 1 A Be S W1 R 6 A H &
HIR AL R,

EWIWE I R, Bk Ik 25 G AR R TP B A PCT KF 19
T » £ B 95 B SR o A L M 3, n 5 R 2% PCT >0. 05
ng/mL B H 85 AT 78 IR G e AR, 8 100 R 30T ) 28 T KU
22 KR A 3G I ELAT LA #05  E— B 4R OR L 1 CS il B —
A B e {H » FRR B Y P B R EE R A B ILAS B
TR 7K - D0 56 BH O LA 26 1 AR 4™ DR 388 Ao 000 e R A 5 3R
B RT LA 00 A B 2 07 98 B L T CRP Ay /K S U /T LA 0 48
JETE 0T AR SE & B PCT K H 1 C 410 0 R B =5 ¢4
AREREE S T BAMAL, MABANE T AA, HLw
W, PCT 7K F0 IEAS R 3544 1 B8 5% 2 1 A 3¢, X Bt 15 9%
#47 COX [ A 434 7R , PCT RIAE N O AR K= {4 F1 95 58 R
F M R 2 (HR=1. 68;95%CI 1. 05~2. 68; P=0. 030) , &
R FE W R S B v T N 2% O e M R bk 4 A IE R B A B
By PCT 7K, 17 HW 2% FOE 75 77 78 SRR g i AR 1 ke A R =
PRR R o ABRIZ AT s ) N D , S B G ok — 11
B2 AN X F PCT ZKE AR I, FJ2 46 DU A B B A 7K 5 i
AR IEAT LR ML WSS, ] R84 45 25 Ay Sk g,

g5 LTIk S e KR A AE R AR R R LR
B KB PCT & i85 A VRN AN B 350 2 A6 1 XU 1 A
M AEBENBEEA - ENHESEL AEEHIANSEA
B9 T v o 00T DL DU A 0 WILBE SE R I W L RS P R R R A
PO AT LA I S0k N R 38 5 I s CRP AT LA B & 98 4
A, B2 K LR IS R .

£ % 3k
(1] B vie AWl kv . 45 B A5 R AR ST Bedfi i CTF 36 58 635 30



E AR I E ¥ 4% 2015 4 3 A% 36 %% 53 Int J Lab Med,March 2015, Vol. 36,No. 5

* 635 -

S REEAL R et UTT iR e X Rgle T4
Aotk UTTIER Y 85, 5) I 2R 1R 7 i ], 384 T 20 7 T
2 0 0k o A6 R T 25 T b T L T T T 2 5 R A #, R LR
Ji7r 5% A T 7 ESBL (191t 25 3 B 25 )l 7 CTX %Y ESBL f§ 4t
T A i 25 2 0020 3 HL Sk R g 40 T Bl B A K 2 B0 6 mm,
i B X Sk FRLE IS 1) K A R O SR . R R B R A Sk R N5 2
SHHE LA A S 33 B 1 20 B A K 0, S AS T RE S PE I B A0 i P 9 B0
B o PR, — R AT AR AT RE S 3 UTT A 52 R % Wl i
020 BT 24 e R . TRk E R UTT 3B 7 R L i 5 %
= RL TR A AR aY7 CTX B ESBL il 4t 18 8k 4
B UTI BB KA PR . Remt A3 2 8850 B AP 25 903
7R FLE e S AR I B L I PR I AR A AR i XY AT
2 R A A R 24 0 R S B 22 0 R 24 L O A O T OO
A o AR 8 24 B R o] R R R 2 P R KBO 1

AR R BN B R B R 2 IR IT R e R
R—MRBEBIT RN 7 AR IR BRI T R — R 3~5 T,
St UTTR YT B 8] 554, SR T, 33K 26 47 38 50408 JF 1 00 K H 4
PG TR 2548 0 25 T U6 . M Xt UTT 4355 w3 = 4% 3k 1 (B 4h
PRI M T 245 % K+ 7006, B RT 4k 2 H A =Rk ALk
97 L3 UTI W] RE 25 38 0 o & 0 0 KURS: , 45 31 02 % L 3 & 4% 1
UTI & . BIME L6028 BT 1 25 W 76 TR b i) e B 3 g o AL 2
PR 5 55 4 T BE S B SN B HE 0 5 5 (R BRE A T 24 1 7 K R T
i & HUAIT RE T D UTL & kA 15 RAIF IS R AE 52 .

2% 30k

[1] White B. Diagnosis and treatment of urinary tract infections in
children[J]. Am Fam Physician,2011,83(4) :409-415.

[2] Montini G, Tullus K, Hewitt 1. Febrile urinary tract infections in
children[J 7. N Engl ] Med.,2011.365(3) ;239-250.

(3] FJa R, T, 55 2012 4R E 13 RECEBEBE A 22 B AT i
1 245 M 43 AT [T ). A R 22 435 . 2013,93(18) : 1388-1396.

[4] Clinical and Laboratory Standards Institute. M100-S24 Perform-
ance standards for antimicrobial susceptibility testing[ S]. Wayne,

PA,USA:CLSI,2014.

[5] Clinical and Laboratory Standards Institute. M02-A11 Perform-
ance standards for antimicrobial disk susceptibility tests [ S].
Wayne,PA,USA:CLSI.2012.

[6] Ammenti A,Cataldi L,Chimenz R,et al. Febrile urinary tract in-
fections in young children: recommendations for the diagnosis,
treatment and follow-up[J]. Acta Paediatr, 2012, 101 (5); 451-
457.

[7] Finnell SM, Carroll AE, Downs SM. Technical report-Diagnosis
and management of an initial UTI in febrile infants and young
children[ J 7. Pediatrics,2011,128(3) :749-770.

(81 BESFM. PRGN K B A0+ o0 JL 3 IR % e py 2 W e L) .
] o A 6 B2 2 2% 75, 2012,19(33) : 2392-2394.

[9] Roberts KB, Urinary tract infection; clinical practice guideline for
the diagnosis and management of the initial UTT in febrile infants
and children 2 to 24 months[]]. Pediatrics, 2011, 128 (3): 595-
610.

[10] %75 . Biie , FLIE IR , 4. Mohnarin 2011 4F B ¢ 5 - FR A5 A 41 14 T
] e B el e o 2k A, 2012, 24(1) :5503-5507.

[11] Peleg AY,Hooper DC. Hospital-acquired infections due to gram-
negative bacteria[ J]. N Engl ] Med,2010,362(19) :1804-1813.

[12] Drieux L,Brossier F,Sougakoff W, et al. Phenotypic detection of
extended-spectrum beta-lactamase production in Enterobacteri-
aceae;review and bench guide[ J]. Clin Microbiol Infect, 2008, 14
(1):90-103.

[13] Eliakim-Raz N, Yahav D, Paul M, et al. Duration of antibiotic
treatment for acute pyelonephritis and septic urinary tract infec-
tion 7 days or less versus longer treatment; systematic review and
meta-analysis of randomized controlled trials[ J]. J Antimicrob
Chemother,2013,68(10):2183-2191.

[14] Hooton TM. Uncomplicated urinary tract infection[ J]. N Engl J
Med.2012,366(11):1028-1037.

[15] Seupaul RA. What is the appropriate antibiotic course for the
treatment of urinary tract Infections in children[ J]. Ann Emerg

Med,2010,56(3) :300-301.

e H 37 :2014-09-08)

(e 632 70
SR IR SR G AE A T 42 B ROE RN 45 A AR B IR T R g 1 s T
FERIAY AL, 2 RHE 2. 2013,16(19) :1708-1710.

(2] PNARZE, ARULA. W45 2R 75 M e Ik 25 0 0o 1 A 5 o
BN E Sk LT ], b B 2R R, 2013,16(7) :598-600.

[3] WRAEZE. 540198 Ak TG AR A 7T 16 97 % 20 58 Ik 5 A A 8 3 13 iR
R 5 MR KT 82 ma [T, ¥ g R, 2014, 42(6) : 810-812.

[4] Cho HJ,Choi YE,Song ES,et al. Procalcitonin levels in patients
with complete and incomplete kawasaki disease[ ] ]. Dis Markers,
2013,35(5):505-511.

[5] EWE, DR, £ET . % ET-1 K& TXA2 KT8 R A A
et Bk 25 AIE ) e PR G SC LT ). 1 R B2 2%, 2013, 41(24) : 3607-
3609.

[6] Maisel A, Neath SX, Landsberg J. et al. Use of procalcitonin for
the diagnosis of pneumonia in patients presenting with a chief
complaint of dyspnoea:results from the BACH (Biomarkers in A-
cute Heart Failure) trial[J]. Eur ] Heart Fail,2012,14(3);278-
286.

[7] B ), 0 27 Womh =X 40 BT T500F 2Pk o Bk 5 1R O &k £5 Bm

I G 0 BIDIR S B HE 0 BT (s e ) . o [ R 25 5 4%, 2013, 34
(32):132-134.

[8] Aksu NM, Aksoy DY, Akkas M,et al. 25-OH-Vitamin D and pro-
calcitonin levels after correction of acute hyperglycemial ] ]. Med
Sci Monit,2013,12(19) :264-268.

(o0 s, AR AT, A= A0 F L &5 ik 2 L A8 A J0L 3 I 5 3R D 1) A8 Ak B
Foi R (AT ], B R P R 25 5 253, 2014, 23(15) : 1649-1651.

[10] Yuan LY, Ke ZQ, Wang M, et al. Procalcitonin and C-Reactive
protein in the diagnosis and prediction of spontaneous bacterial
peritonitis associated with chronic severe hepatitis B[ J]. Ann Lab
Med,2013,33(6) :449-454.

CLL] T A4, o sl % 0 SR L 5. 13K B 780 Jigg 4 Ik xoh 24k 58 Ik 258 5 A
BR300 % W00 DA L. BEAC AR 9 e 22 J, 2012, 12(22) .
4324-4326.

L12] BEVL, B R 65, ok o 55 Dk i 5 Jie 3% % 48 K2 5 4R 3l Bk A A8 97
BT Ik 25 A AR MR R R R R I BUS 9w L) ],
[ G S 45 4 2 75, 2012, 32(7) 1 906-909.

i H B :2014-11-10)





