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ABSTRACT Objective: To investigate the feasibility of serum procalcitonin (PCT) level in using and ending the timing of antibiotic
treatment in acute exacerbation of chronic obstructive pulmonary disease ( AECOPD )by randomised controlled trial. Methods: 120 inpa-
tients with AECOPD were randomly divided into experimental group and control group, each group have 60 inpatients. Serum PCT were
detected within 24 hours in experimental group, the serum PCT>0.5 ng/mL of patients in experimental group were given antibiotic treat-
ment. PCT>0.5 ng/mL of patients in experimental group were carried out serum PCT examination every other day. When level of PCT
was less than 0.5 ng/mL or decreased more than 80% of its peak level, antibiotic treatment were advised to stop in experimental group.
According to the patient's clinical symptoms, signs and clinical judgment of the doctor decided to use and end the timing of antibiotic
treatment in control group. Results: 118 inpatients completed the clinical trials. Compared with the control group, the days of using an-
tibiotic treatment, hospitalization days in experimental group were significantly lower (P<0.01). Compared with the control group, total
cost of hospitalization in experimental group was significantly lower (P<0.01). Conclusion: PCT level is a good indication to judge the
timing of using and ending antibiotic treatment in AECOPD, this method not only can improve the curative effect, but also can reduce the
abuse of antibiotics, reduce the economic burden of the patient's medical expenses, it has feasibility in clinic.
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Table 1 Comparison of days of using antibiotic treatment, hospitalization days and total cost of hospitalization between

experimental group and control group

Days of using Total cost of

Groups n o Hospitalization days o Recurrence cases
antibiotic treatment hospitalization
Experimental group 58 6.7+ 1.3 7.7+ 14 7453.1% 546.9 1
Control group 60 8.0+ 1.5% 8.9+ 1.1* 8562.7+ 732.3* 1

Note: *P<0.01, compared with control group; * P>0.05, compared with control group.
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