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Objective: Sepsis is a major cause of mortality among critically ill patients in the intensive care unit (ICU).
Alterations in serum amyloid A (SAA) and nitric oxide (NO) levels have been associated with mortality in
critically ill patients. In the present study, we investigated the predictive value of SAA and/or NO compared to
traditional predictive markers such as C-reactive protein (CRP) and Acute Physiology and Chronic Health
Evaluation II (APACHE II) score.
Methods: 100 adult patients with sepsis and 25 without sepsis were enrolled in a prospective, randomized study
in our ICU. The APACHE II score was calculated, and their peripheral venous blood SAA, NO and CRP levels were
evaluated on days 1, 3, and 7 after sepsis was diagnosed. The patients were sorted based on incidence of septic
shock into septic shock (A) and non-septic shock (B) groups. Comparative analyses of altered levels of these
indicators between the two groups were performed, and correlations between SAA, NO, and the more traditional
APACHE II score were probed. Patients were sorted based on survival status into death (D) and survival (S)
groups based on death endpoint within 28 days after admission.
Results: We observed that the diﬀerence in APACHE II score, SAA and CRP levels were statistically signiﬁcantly
(p < 0.05) between groups A and B on days 1, 3 and 7 post-diagnosis, while inter-group NO level signiﬁcantly
diﬀered (p < 0.05) on days 1 and 3 post-diagnosis, no apparent diﬀerence was observed on day 7 post-diagnosis. For groups D and S, SAA, CRP and NO levels signiﬁcantly diﬀered (p < 0.05) on days 3 and 7 postdiagnosis, with no apparent diﬀerence on day 1. APACHE II score was signiﬁcantly diﬀerent on day 7
(p < 0.05), however the diﬀerence on days 1 and 3 were non-signiﬁcant. We also demonstrated a positive
correlation between APACHE II scores, SAA levels on days 1, 3, and 7, as well as NO levels on days 1 and 3. In
addition, for the D and S groups, SAA at all time points, NO on day 3 and CRP on day 7 positively correlated with
increased death events.
Conclusion: The dynamic monitoring of SAA and NO serum levels with APACHE II scores better reﬂect the
severity of sepsis than traditional indicators like CRP and may serve as independent prognosticators of sepsis in
critically ill patients, shorten time to diagnosis conﬁrmation and improve therapeutic decision-making.

1. Introduction
Sepsis is not only a global health issue, but also a global health
priority, as morbidity and mortality rates remain high. Currently, there
are approximately 30 million patients with sepsis, with an estimated 6
million sepsis-related deaths [1], and these numbers continue to increase by 1.5–8.0% each year [1–3]. The third international consensus
deﬁnitions for Sepsis and Septic shock (Sepsis-3) released at the 45th

critical care congress of the society of critical care medicine deﬁned
sepsis as a life-threatening organ dysfunction caused by dysregulated
host response to infection [4]; Sepsis-3 mainly focused on the homeostatic imbalance of host caused by infection and organ dysfunction with
potential risk of fatality [4]. With increased understanding of the pathogenesis and biology of sepsis and septic shock, the dysregulated
reaction of the host to infection and organ dysfunction are emphasized
[5–7]. Therefore, for clinical decision-making and sepsis treatment,
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accurate prediction of sepsis severity in the early stage and administration of appropriate therapy are the keys to improving therapeutic
success in patients with sepsis. However, at present an objective and
eﬀective clinical outcome predictor or prognosticator of sepsis remains
unknown.
SAA, mainly secreted by the salivary gland and pancreas, can digest
polysaccharides such as starch and glycogen [8,9]. Once declared
‘molecule of the year’, NO is involved in multiple pathophysiological
processes [10,11]. Recently, it was shown that SAA and NO play signiﬁcant roles in the development of sepsis [12–15], thus informing our
rationale for investigating the probable predictive and/or prognostic
role of the duo in patients with sepsis.
In this study, the variations in the levels of SAA and NO in patients
with sepsis were evaluated, and their probable clinical utility as sepsisspeciﬁc early disease indicators and disease-course predictors in patients with sepsis was examined in comparison with the conventional
disease indicators, namely CRP and APACHE II score.

vacutainer blood collection tubes. The blood was centrifuged at
3500 rpm after 30 min at room temperature, and the plasma was collected and stored at −80 °C. Enzyme-linked immunosorbent assay
(ELISA; Booster Biological Technology Co. Ltd. Wuhan, China) was used
to detect and quantify SAA, NO and CRP following the manufacturer's
protocol. ELISA data was further analyzed using the MJ182 automatic
radioimmunoassay analyzer (Shanghai Institute of Applied Physics,
Chinese Academy of Sciences, Shanghai, China).

2. Materials and methods

2.4. Statistical analysis

2.1. General materials

Statistical analyses were carried out using IBM SPSS Statistics for
Windows version 20.0. (IBM Corp., Armonk, N.Y., USA) Normal distribution data were presented as mean ± standard deviation
(mean ± SD), while skewed distribution data were presented as
median (M) or interquartile range (IQR). Inter-group comparisons were
made using students t-test (normal distribution) or nonparametric test
(skewed distribution). Correlation analysis was performed by Spearman
correlation analysis and the receiver operating characteristic (ROC) was
used to determine the predictive signiﬁcance of SAA, NO or CRP at
diﬀerent time-points within 28 days after admission of patients with
sepsis. The correlation between APACHE II score and SAA or NO was
determined by Spearman correlation analysis. p < 0.05 was considered as statistically signiﬁcant.

2.3. Study outcome
The primary endpoint was death within 28 days after diagnosis/
admission, where diagnosis is established just prior to admission to ICU.
Secondary endpoints were disease exacerbation or complication including septic shock, and indications for mechanical ventilation or the
initiation of dialysis. The occurrence of any of the endpoints was
evaluated until day 28 after admission.

Adult patients with signs of systemic inﬂammatory response syndrome (SIRS) and/or sepsis (n = 100; male = 65, female = 35; median
age = 56 years old) admitted at Zhejiang Provincial People's Hospital
between February 2014 and February 2017 and subjects without sepsis
(n = 25; male = 15, female = 10; median age = 53 years old), were
enrolled in the study after obtaining informed consent. The sites of
infection were the lung (n = 40), abdomen (n = 31), blood (n = 17),
urinary tract (n = 7), and soft tissues (n = 5). Subjects were enrolled
based on the inclusion criteria: age > 18 years old and ≤75 years old
and presence of any 2 of the following - body temperature > 38 °C
or < 36 °C, heart rate > 90 per min, respiration rate > 20 per min or
hyperventilated
with
PaCO2 < 4.3 kPa,
leukocytosis
(WBC > 12,000 mm3), leucopenia (WBC < 4000 mm3), > 10% premature granulocytes and clinical signs or presentation of infection. All
patients conformed to the diagnostic criteria in International Guidelines
for Management of Sepsis and Septic Shock: 2012 [16]. Patients were
excluded from the study based on the exclusion criteria: age ≤ 18 years
old or > 75 years old; patients who had received antibiotics during the
72 h preceding presentation or admission at the hospital; length of stay
in ICU < 7 days; patients with pregnancy, organ transplantation, liver
cirrhosis, hematological disease, chronic organ dysfunction, tumor or
immune suppressor administration, patients with end stage disease;
non-compliance to treatment during the study. All the patients signed
the informed consent and the study was approved by the Ethics Committee of our hospital.

3. Results
3.1. Comparison of indicators between groups A and B
Comparative analysis of SAA, NO, CRP and APACHE II score between the groups A and B showed that the SAA and CRP levels, as well
as the APACHE II score signiﬁcantly diﬀered between groups on day 1,
3, and 7 post-diagnosis (p < 0.05), while the NO levels were signiﬁcantly diﬀerent on day 1 and 3 (p < 0.05), but non-signiﬁcant on
day 7 (p > 0.05) (Table 1).
3.2. Comparison of indicators between groups D and S
Results from comparing the SAA, NO, CRP and APACHE II score
between groups D and S revealed that the serum SAA, CRP and NO
levels were signiﬁcantly diﬀerent on day 3 and 7 (p < 0.05), but nonsigniﬁcant on day 1 (p > 0. 05). APACHE II score was signiﬁcantly
diﬀerent on day 7 (p < 0.05), however the diﬀerence was not signiﬁcant on days 1 and 3 (p > 0.05) (Table 2).

2.2. Study methods
The general data of patients including gender, age, primary disease,
infection site and length of stay in ICU were recorded prospectively.
The patients were divided into septic shock group (A) and non-septic
shock group (B); Septic shock was diagnosed when the patients met the
following 2 diagnostic criteria [17] - systolic blood pressure (SBP) <
90 mm Hg or SBP decrease > 40 mm Hg and serum lactate level >
3 mmol/L. Similarly, based on death end-point within 28 days after
diagnosis or admission, the patients were divided into death (D) or
survival (S) groups. Diagnosis and treatment of all patients were consistent with the International Guidelines for Management of Sepsis and
Septic Shock: 2012 [16], including ﬂuid resuscitation, antibiotics, administration of vasopressin, lung protective ventilation strategy, administration of glucocorticoid and surgical intervention et al. The
APACHE II scores of all the patients on days 1, 3 and 7 post-diagnosis
were evaluated and 5 mL fasting peripheral venous blood on same
mornings were drawn into Ethylenediaminetetraacetic acid (EDTA)

3.3. Correlation of SAA or NO with APACHE II score
We also observed that on SAA levels on days 1, 3, and 7 post-diagnosis, as well as NO levels on days 1 and 3 positively correlated with
the APACHE II scores (p < 0.05) (Table 3).
3.4. The predictive signiﬁcance of SAA, NO or CRP
3.4.1. SAA levels, mortality risk and prediction of outcome
The area under the receiver operating characteristic curves (AUC)
on days 1, 3, and 7 were 0.765 (p = 0.000), 0.996 (p = 0.001) and 1
(0.000), respectively, suggesting that the serum SAA level is an
288
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sepsis and has been shown to aid clinical evaluation of patients' status,
especially in the early stage of inﬂammation [20–22]. However, as
sepsis evolves and progresses, the CRP level becomes insuﬃcient for
clinical assessment of disease progression.
Similarly, APACHE II score, evaluated based on age, vital signs,
Glasgow coma scale (GCS), routine blood test, blood gas analysis and
blood biochemistry, is not only popular, but is one of the most important indicators for evaluation of disease severity and prognosis in
critically ill patients [23–25]. In the present study, we corroborated the
critical role of APACHE II score in evaluating the disease severity and
predicting clinical outcome. However, because the APACHE II scoring
system consists of many variables, including 12 acute physiologic
variables, age, and chronic health status points [25], and the score
calculation is complicated, with some variables limited by objective
medical conditions, thus, limiting its clinical application for rapid and
accurate evaluation of the severity and prognosis of patients with
sepsis. These underscore the clinical relevance of this study in which we
proﬀer novel accurate biomarkers for early, easy, rapid and cost-effective determination of disease severity in patients with sepsis, and for
prediction of their clinical outcome.
Sepsis is a syndrome of dysregulated acute inﬂammatory response,
characterized by excessive inﬂammation which is associated with systemic inﬂammatory response syndrome (SIRS) and the release of endogenous inﬂammatory mediators which induce compensatory antiinﬂammatory response syndrome (CARS) [26,27]. The imbalance between SIRS and CARS results in aberrant inﬂammatory response, aggravates systemic injury, induces hemodynamic instability, metabolic
disturbance and homeostatic imbalance, and causes injures to remote
organs or even death [26,27]. It has been suggested that SAA may be
associated with the pathogenesis of sepsis, and SAA level in patients
with sepsis was shown to be ~1000 times higher than the normal level
[28–30]. It is believed that SAA plays an important role in the promotion of acute inﬂammation, however, the molecular mechanism
underlying SAA-mediated promotion of acute inﬂammation remains
unclear [31], despite its implication in chronic inﬂammatory diseases
such as atherosclerosis and diabetes [32–35]. SAA belongs to a highly
conservative acute-phase protein family, and in acute inﬂammatory
conditions, plasma SAA level has been shown to be increased 1000 folds
[36]. In addition, it has been demonstrated that SAA is involved in
important immune-associated activities by inducing the production of
inﬂammatory mediators including TNF-α, NO and IL-6 by immune
cells, such as mononuclear macrophages [37], as well as increase the
chemotaxis of neutrophils and monocytes, thus it has potential pro-inﬂammatory function [38].
NO plays an important pathophysiological role in patients with
septic shock. In physiology, NO exhibits signiﬁcant bioactivities including regulating tissue oxygen consumption and blood ﬂow [39]. NO
has also been shown to regulate vascular tension in patients with septic
shock [40]. Recently it was demonstrated that NO production regulated
by berberine ameliorates lipopolysaccharide (LPS)-induced sepsis and
prevents septic shock-related mortality, in vivo [41].
In our study, serum SAA, NO, and CRP levels, as well as APACHE II
score in patients with sepsis, complicated by septic shock or not, and
the 28-day outcome were evaluated. We demonstrated that serum SAA,
and CRP levels, as well as APACHE II score in the septic shock group
signiﬁcantly diﬀer from the non-septic shock group on days 1, 3, and 7
(p < 0.05), for NO level, the diﬀerence was signiﬁcant on days 1 and 3
(p < 0.05), but non-signiﬁcant on day 7 (p > 0.05). SAA level at all
time-points and NO level on the day 1 positively correlated with
APACHE II score (p < 0.05), suggesting a short early-stage release
peak of SAA and NO in the serum of patients with sepsis, which is
consistent with the ﬁndings from other studies [37,38]. We posit that in
the early stages of sepsis, serum SAA and NO levels mirror the severity
of the disease in patients with sepsis, such that elevated SAA, or NO
level represents increased severity or disease exacerbation. Compared
with serum NO, our study revealed that in the early stage of sepsis, a

Table 3
Correlation of SAA and NO with APACHE II score.
Day 1

SAA and APACHE II
score
NO and APACHE II
score

Day 3

Day 7

r value

p value

r value

p value

r value

p value

0.501

< 0.001

0.386

< 0.001

0.798

< 0.001

0.590

< 0.001

0.339

0.001

0.139

0.169

Table 4
The predictive values of SAA, NO and CRP on the prognosis of septic patients.

SAA day 1
SAA day 3
SAA day 7
NO day 1
NO day 3
NO day 7
CRP day 1
CRP day 3
CRP day 7

Cutoﬀ
value

AUC

95% CI

Sensitivity (%)

Speciﬁcity (%)

58.7
164.75
146.1
49.55
90.75
17.9
50.45
87.35
98.45

0.765
0.996
1
0.660
0.781
0.038
0.498
0.745
0.984

0.675–0.856
0.988–1.000
1
0.551–0.770
0.687–0.875
0.002–0.073
0.374–0.621
0.646–0.845
0.964–1.000

0.861
0.944
1
0.835
0.806
1
0.722
0.889
0.972

0.609
1
1
0.453
0.656
0
0.344
0.516
0.891

Note: AUC: area under the curve; 95% CI: 95% conﬁdence interval.

independent predictor of sepsis-related death. We also showed that the
SAA level (> 164.75 mg/L) on day 3 was highly sensitive and speciﬁc
for sepsis as demonstrated by a sensitivity of 94.4% and speciﬁcity of
100%, using a cutoﬀ point of 164.75 mg/L, as shown in Table 4.
3.4.2. NO levels, mortality risk and prediction of outcome
The AUC of the NO levels on days 1, 3, and 7 post-diagnosis was
0.66 (p = 0.001), 0.78 (p = 0.002) and 0.04 (p = 0.002), respectively,
suggesting that serum NO level (> 90.75 μmol/L) on the day 3 is an
independent predictor of sepsis-related death with sensitivity of 80.6%
and speciﬁcity of 65.6%, using a cutoﬀ point of 90.75 μmol/L, as shown
in Table 4.
3.4.3. CRP levels, mortality risk and prediction of outcome
The AUC on days 1, 3, and 7 was 0.498 (p = 0.968), 0.745
(p = 0.001) and 0.984 (p = 0.002), respectively, indicating that the
serum CRP level of > 98.45 mg/L on day 7 is a good predictor of
mortality with a sensitivity of 97.2% and speciﬁcity of 89.1%, using
98.45 mg/L as the cutoﬀ point, as shown in Table 4. Together, our data
showing strong correlation between our proposed indicators of sepsis
and the risk of 28-day sepsis-related mortality demonstrate that the
discriminatory power of serum SAA, NO, or CRP levels for diﬀerentiation between survival and mortality is high and statistically signiﬁcant.
Thus, we present serum SAA and NO levels, as well as APACHE II score
as novel accurate predictors of 28-day sepsis-related deaths.
4. Discussion
Sepsis remains common in critically ill patients in the Intensive Care
Unit (ICU), may be complicated by multiple organ dysfunction syndrome (MODS), and often results in fatality despite advances made in
diagnostic and therapeutic approaches in the last decade consistent
with the International Guidelines for Management of Sepsis and Septic
Shock: 2012 [16,18,19]. The clinical status of patients with sepsis
changes rapidly with huge range of ﬂuctuation in disease severity, thus
the need for disease-speciﬁc and sensitive bio-indicators for real-time
monitoring of disease severity and/or prediction of treatment outcome.
Presently, CRP detection which is relatively easy and quick, as well as
low-cost, is widely used in the clinics for determining sepsis severity
and response to therapy [20–22]. CRP demonstrates high sensitivity to
290

International Immunopharmacology 62 (2018) 287–292

M.-H. Yu et al.

Availability of data and materials

stronger correlation exists between serum SAA level and the severity of
sepsis, however, for intermediate (severe sepsis) or advance (septic
shock) stages, a lower NO level suggests worsening severity. This is
suggestive of the stage-dependent divergent functionality of serum NO
in sepsis, and is corroborated by documented role of endogenous NO in
the enhancement of injury-related inﬂammation, on the one hand,
while on the other hand, it is known to block LPS-induced inﬂammatory
signaling [42,43]. The biological role of NO is extensive and complex,
as is also reﬂected in its divergent roles at various stages of septicopyemia [42,43].
We also demonstrated that the serum SAA level at all time-points,
serum NO on day 3 and CRP level on day 7 were statistically signiﬁcantly in predicting sepsis-related death. The AUC of serum SAA on
day 3 was the largest, with corresponding highest sensitivity and speciﬁcity on the ROC. The AUC, sensitivity and speciﬁcity of CRP on day 7
was signiﬁcantly higher than that of NO; besides, compared with NO,
CRP and APACHE II score, SAA exhibited a higher predictive power, as
it more accurately predicted the prognosis of sepsis patients based on
the 28-day primary outcome, namely death. Serum SAA levels on days
1, 3, and 7 signiﬁcantly diﬀered between the death and survival groups,
while NO, CRP and APACHE II score were only signiﬁcantly diﬀerent
on day 7 (p < 0.05). Our results showed that although SAA and CRP
are both acute-phase proteins, SAA exhibited better sensitivity and
speciﬁcity than CRP in the patients with sepsis. We demonstrated that
though serum SAA, NO and CPR levels to diﬀerent degrees predict the
prognosis of patients with sepsis, SAA displayed the best sensitivity and
speciﬁcity, conversely, CRP had the lowest. The observed rise in serum
SAA level was rapid and signiﬁcant in patients with sepsis.
In conclusion, while this study is limited by the relative small cohort
size, probable inﬂuence of treatment regimen on study results, and the
hitherto evolving or limited understanding of the speciﬁc mechanism
underlying the dynamism and disease-related changes in SAA and NO
levels in patients with sepsis, we have demonstrated that alterations in
serum SAA and NO levels better mirror the severity of sepsis and more
accurately predict clinical or treatment outcome of critically ill patients
with sepsis, compared to CRP. This is clinically-relevant as it aids
medical decision-making and informs therapeutic strategy in the ICU.
While abandoning the use of CRP and APACHE II in sepsis clinic for
dynamic monitoring of patients' status is not foreseen in the nearest
future, our study suggests that the dynamic monitoring of serum SAA or
NO alone or in combination with APACHE II score in critically ill patients signiﬁcantly improves the accuracy of predicting the severity of
sepsis by physicians, shortens the clinical decision-making time and
improves early-stage therapeutic eﬃciency. Thus, this study highlights
the potential role of serum SAA or NO as speciﬁc and accurate biomarker for sepsis, and its correlation with septic shock and the death of
patients with sepsis.

The datasets supporting the conclusions of this article will be
available in a repository upon publication of the manuscript.
References
[1] K. Reinhart, R. Daniels, N. Kissoon, F.R. Machado, R.D. Schachter, S. Finfer,
Recognizing sepsis as a global health priority - a WHO resolution, N. Engl. J. Med.
377 (5) (2017) 414–417.
[2] M.K. Belba, E.Y. Petrela, A.G. Belba, Epidemiology and outcome analysis of sepsis
and organ dysfunction/failure after burns, Burns 43 (6) (2017) 1335–1347.
[3] J. Zhou, H. Tian, X. Du, X. Xi, Y. An, M. Duan, et al., Population-based epidemiology
of sepsis in a subdistrict of Beijing, Crit. Care Med. 45 (7) (2017) 1168–1176.
[4] M. Shankar-Hari, G.S. Phillips, M.L. Levy, C.W. Seymour, V.X. Liu,
C.S. Deutschman, et al., Developing a new deﬁnition and assessing new clinical
criteria for septic shock: for the third international consensus deﬁnitions for sepsis
and septic shock (sepsis-3), JAMA 315 (8) (2016) 775–787.
[5] S. Duggan, I. Leonhardt, K. Hunniger, O. Kurzai, Host response to Candida albicans
bloodstream infection and sepsis, Virulence 6 (4) (2015) 316–326.
[6] M.A. Huson, R. Kalkman, A.J. Hoogendijk, A.S. Alabi, C. van't Veer, M.P. Grobusch,
et al., Impact of HIV infection on the haemostatic response during sepsis and malaria, Br. J. Haematol. 173 (6) (2016) 918–926.
[7] L. McHugh, T.A. Seldon, R.A. Brandon, J.T. Kirk, A. Rapisarda, A.J. Sutherland,
et al., A molecular host response assay to discriminate between sepsis and infectionnegative systemic inﬂammation in critically ill patients: discovery and validation in
independent cohorts, PLoS Med. 12 (12) (2015) e1001916.
[8] A. Mahajan, Current status of role of serum amylase and lipase to triage blunt
pancreatic trauma? J. Clin. Diagn. Res. 10 (11) (2016) PL02.
[9] R. Naragani, A study on serum amylase levels in acute organophoshorous poisoning
and its relationship with clinical severity and outcome, J. Assoc. Physicians India 64
(1) (2016) 142.
[10] D. Dal-Secco, S. Dalbo, N.E.S. Lautherbach, F.N. Gava, M.R.N. Celes, P.O. Benedet,
et al., Cardiac hyporesponsiveness in severe sepsis is associated with nitric oxidedependent activation of G protein receptor kinase, Am. J. Physiol. Heart Circ.
Physiol. 313 (1) (2017) H149–H163.
[11] A.D. Nelson, M.J. Rossman, M.A. Witman, Z. Barrett-O'Keefe, H.J. Groot,
R.S. Garten, et al., Nitric oxide-mediated vascular function in sepsis using passive
leg movement as a novel assessment: a cross-sectional study, J. Appl. Physiol.
(1985) 120 (9) (2016) 991–999.
[12] R.P. Linke, A. Meinel, J.P. Chalcroft, S. Urieli-Shoval, Serum amyloid A (SAA)
treatment enhances the recovery of aggravated polymicrobial sepsis in mice,
whereas blocking SAA's invariant peptide results in early death, Amyloid 24 (sup1)
(2017) 149–150.
[13] M.P. Fink, Nitric oxide synthase and vascular dysfunction in sepsis: should we target
nitric oxide synthase 1, nitric oxide synthase 2, both, or neither? Crit. Care Med. 42
(6) (2014) 1572–1575.
[14] F. Sjovall, S. Morota, E. Asander Frostner, M.J. Hansson, E. Elmer, Cytokine and
nitric oxide levels in patients with sepsis—temporal evolvement and relation to
platelet mitochondrial respiratory function, PLoS One 9 (5) (2014) e97673.
[15] S. Trzeciak, L.J. Glaspey, R.P. Dellinger, P. Durﬂinger, K. Anderson, C. Dezfulian,
et al., Randomized controlled trial of inhaled nitric oxide for the treatment of microcirculatory dysfunction in patients with sepsis*, Crit. Care Med. 42 (12) (2014)
2482–2492.
[16] R.P. Dellinger, M.M. Levy, A. Rhodes, D. Annane, H. Gerlach, S.M. Opal, et al.,
Surviving sepsis campaign: international guidelines for management of severe
sepsis and septic shock: 2012, Crit. Care Med. 41 (2) (2013) 580–637.
[17] D.C. Angus, T. van der Poll, Severe sepsis and septic shock, N. Engl. J. Med. 369
(21) (2013) 2063.
[18] B. Besen, T.G. Romano, A.P. Nassar Jr., L.U. Taniguchi, L.C.P. Azevedo,
P.V. Mendes, et al., Sepsis-3 deﬁnitions predict ICU mortality in a low-middle-income country, Ann. Intensive Care 6 (1) (2016) 107.
[19] J.Y. Wang, Y.X. Chen, S.B. Guo, X. Mei, P. Yang, Predictive performance of quick
sepsis-related organ failure assessment for mortality and ICU admission in patients
with infection at the ED, Am. J. Emerg. Med. 34 (9) (2016) 1788–1793.
[20] I.H. Celik, F.G. Demirel, N. Uras, S.S. Oguz, O. Erdeve, Z. Biyikli, et al., What are the
cut-oﬀ levels for IL-6 and CRP in neonatal sepsis? J. Clin. Lab. Anal. 24 (6) (2010)
407–412.
[21] J. Cornillon, M. Bouteloup, C. Lambert, Evaluation of procalcitonin and CRP as
sepsis markers in 74 consecutive patients admitted with prolonged febrile neutropenia, J. Inf. Secur. 63 (1) (2011) 93–95.
[22] L. Su, L. Feng, Q. Song, H. Kang, X. Zhang, Z. Liang, et al., Diagnostic value of
dynamics serum sCD163, sTREM-1, PCT, and CRP in diﬀerentiating sepsis, severity
assessment, and prognostic prediction, Mediat. Inﬂamm. 2013 (2013) 969875.
[23] A. Bencosme, A. Warner, D. Healy, C. Verme, Prognostic potential of cytokines,
nitrates, and APACHE II score in sepsis, Ann. Clin. Lab. Sci. 26 (5) (1996) 426–432.
[24] A.S. Dabhi, S.S. Khedekar, V. Mehalingam, A prospective study of comparison of
APACHE-IV & SAPS-II scoring systems and calculation of standardised mortality
rate in severe Sepsis and septic shock patients, J. Clin. Diagn. Res. 8 (10) (2014)
MC09–13.
[25] E.J. Giamarellos-Bourboulis, A. Norrby-Teglund, V. Mylona, A. Savva, I. Tsangaris,
I. Dimopoulou, et al., Risk assessment in sepsis: a new prognostication rule by
APACHE II score and serum soluble urokinase plasminogen activator receptor, Crit.
Care 16 (4) (2012) R149.

Authors' contributions
Conceived and designed the study: MHY, FH, YXT; Performed the
experiments: MHY, FH, MHC, XL; Analyzed the data: MHY, RHS, YXT;
Wrote the paper: MHY, FH, YXT; Provided reagents, materials, and
experimental infrastructure: RHS, YXT; All authors read and approved
the ﬁnal version of the manuscript.
Acknowledgements
This work was supported by Funds of Science Technology
Department of Zhejiang Province (No. 2018C37120), and Zhejiang
Province Bureau of Health (No. 2018ZA012).
Competing interests
The authors declare that they have no competing interests.
291

International Immunopharmacology 62 (2018) 287–292

M.-H. Yu et al.

Diabetes Care 40 (7) (2017) 966–972.
[35] A. Xin, H. Mizukami, W. Inaba, T. Yoshida, Y.K. Takeuchi, S. Yagihashi, Pancreas
atrophy and islet amyloid deposition in patients with elderly-onset type 2 diabetes,
J. Clin. Endocrinol. Metab. 102 (9) (2017) 3162–3171.
[36] M. De Buck, M. Gouwy, J.M. Wang, J. Van Snick, P. Proost, S. Struyf, et al., The
cytokine-serum amyloid A-chemokine network, Cytokine Growth Factor Rev. 30
(2016) 55–69.
[37] S. Wang, X. Zhang, L. Tan, Serum amyloid a promotes visfatin expression in macrophages, Biomed. Res. Int. 2016 (2016) 4819327.
[38] R.D. Ye, L. Sun, Emerging functions of serum amyloid A in inﬂammation, J. Leukoc.
Biol. 98 (6) (2015) 923–929.
[39] S. Kumar, R.K. Singh, T.R. Bhardwaj, Therapeutic role of nitric oxide as emerging
molecule, Biomed Pharmacother 85 (2017) 182–201.
[40] A. Cauwels, Nitric oxide in shock, Kidney Int. 72 (5) (2007) 557–565.
[41] J.S. Shin, H.E. Choi, S. Seo, J.H. Choi, N.I. Baek, K.T. Lee, Berberine decreased
inducible nitric oxide synthase mRNA stability through negative regulation of
human antigen R in lipopolysaccharide-induced macrophages, J. Pharmacol. Exp.
Ther. 358 (1) (2016) 3–13.
[42] Y. Ando, T. Oku, T. Tsuji, Platelet supernatant suppresses LPS-induced nitric oxide
production from macrophages accompanied by inhibition of NF-kappaB signaling
and increased arginase-1 expression, PLoS One 11 (9) (2016) e0162208.
[43] B. Ghiassy, N. Rahimi, M. Javadi-Paydar, M.H. Gharedaghi, A. Norouzi-Javidan,
A.R. Dehpour, Nitric oxide mediates eﬀects of acute, not chronic, naltrexone on
LPS-induced hepatic encephalopathy in cirrhotic rats, Can. J. Physiol. Pharmacol.
95 (1) (2017) 16–22.

[26] P.E. Marik, A.M. Taeb, SIRS, qSOFA and new sepsis deﬁnition, J. Thorac. Dis. 9 (4)
(2017) 943–945.
[27] P. Papadopoulos, A. Pistiki, M. Theodorakopoulou, T. Christodoulopoulou,
G. Damoraki, D. Goukos, et al., Immunoparalysis: clinical and immunological associations in SIRS and severe sepsis patients, Cytokine 92 (2017) 83–92.
[28] L. Su, H. Li, A. Xie, D. Liu, W. Rao, L. Lan, et al., Dynamic changes in amino acid
concentration proﬁles in patients with sepsis, PLoS One 10 (4) (2015) e0121933.
[29] R. Lee, D. Wang, N.T. Lin, H.I. Chen, Physiological and chemical indicators for early
and late stages of sepsis in conscious rats, J. Biomed. Sci. 9 (6 Pt 2) (2002) 613–621.
[30] B. Tribl, W.J. Sibbald, H. Vogelsang, S. Spitzauer, A. Gangl, C. Madl, Exocrine
pancreatic dysfunction in sepsis, Eur. J. Clin. Investig. 33 (3) (2003) 239–243.
[31] T. Lane, J.D. Gillmore, A.D. Wechalekar, P.N. Hawkins, H.J. Lachmann,
Therapeutic blockade of interleukin-6 by tocilizumab in the management of AA
amyloidosis and chronic inﬂammatory disorders: a case series and review of the
literature, Clin. Exp. Rheumatol. 33 (6 Suppl 94) (2015) S46–S53.
[32] C. Castro-Diehl, A.V. Diez Roux, S. Redline, T. Seeman, P. McKinley, R. Sloan, et al.,
Sleep duration and quality in relation to autonomic nervous system measures: the
multi-ethnic study of atherosclerosis (MESA), Sleep 39 (11) (2016) 1927–1940.
[33] A. Ozkok, O.C. Elcioglu, T. Cukadar, A. Bakan, G. Sasak, K.G. Atilgan, et al., Low
serum pancreatic enzyme levels predict mortality and are associated with malnutrition-inﬂammation-atherosclerosis syndrome in patients with chronic kidney
disease, Int. Urol. Nephrol. 45 (2) (2013) 477–484.
[34] W.M. Steinberg, J.B. Buse, M.L.M. Ghorbani, D.D. Orsted, M.A. Nauck,
L.S. Committee, et al., Amylase, lipase, and acute pancreatitis in people with type 2
diabetes treated with liraglutide: results from the LEADER randomized trial,

292

