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Abstract: Background/Objectives: The aim of this study was to investigate the response of interleukin-6
(IL-6) during the first few hours of a patient’s stay in the Intensive Care Unit (ICU) in a sample of
critically ill patients with septic shock, compared to healthy subjects as controls. Additionally, the
study examined the association of IL-6 with morbidity and mortality in these patients, as well as its
relationship with biomarkers such as lactic acid, C-reactive protein (CRP) and procalcitonin (PCT).
Methods: This was a prospective analytical study involving 28 critically ill patients with septic
shock, monitored from ICU admission through to their first three days of stay. Demographic data,
comorbidities and clinical information, including IL-6 and severity scores, were recorded. Results: IL-
6 levels were significantly higher in patients with septic shock compared to healthy subjects (p < 0.001)
upon admission. IL-6 levels decreased by the third day of ICU stay (p < 0.005). An association
between IL-6 and mortality was observed (areas under the curve 0.826, confidence interval (CI) 95%
0.659−0.994, p < 0.008). Significant correlations between IL-6 and lactic acid (p < 0.009 and p < 0.018)
and partial thromboplastin time (p < 0.004 and p < 0.007) were found on the first and third days,
respectively. IL-6 was also the correlated with an anion gap at admission to the ICU (p < 0.009).
Conclusions: In conclusion, this study suggests that IL-6 could be a valuable marker for early sepsis
follow-up in ICU patients, particularly during the first 72 h of hospitalization, providing important
prognostic information in patients with septic shock.
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1. Introduction

Septic shock is a disease with high mortality and morbidity that leads to a high
consumption of resources in the Intensive Care Unit (ICU) [1,2]. In patients with this
disease, there are severe circulatory, cellular and metabolic alterations that increase the risk
of mortality, with mortality due to sepsis alone reaching over 40% [1].

Inflammation biomarkers are useful in the diagnosis of infections in emergency ar-
eas [3]. One of the difficulties that can be found in these emergency areas is differentiating
sepsis from a non-infectious inflammatory response syndrome. A key biomarker stud-
ied in inflammatory diseases is interleukin-6 (IL-6), which is a glycoprotein involved in
inflammation, whose release is induced by interleukin-1. It is secreted by macrophages,
T cells, endothelial cells and fibroblasts. Elevated IL-6 levels have been associated with
cardiovascular and all-cause mortality in the general elderly population [4]. IL-6 levels
are also increased in a range of conditions involving inflammatory processes, including
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sepsis, neoplasms, autoimmune diseases, acquired immune deficiency syndrome (AIDS),
alcoholic liver disease and infections or transplant rejection [5–9].

In sepsis, IL-6 peaks around two hours after infectious stimulation [10] and remains
persistently elevated, often exceeding 500 pg/mL [11,12]. Notably, IL-6 levels rise ear-
lier than those of procalcitonin (PCT) and C-reactive protein (CRP) and before the onset
of fever [13–15]. IL-6 and PCT have a similar, yet superior, diagnostic value for sepsis
compared to CRP [11,16]. IL-6, as an early marker in sepsis, may assist in diagnosing
and predicting septic shock outcomes, providing valuable information alongside other
parameters commonly used in clinical practice.

The primary objective of this study is to investigate the evolution of IL-6 levels over
the first three days of ICU stay in critically ill patients with septic shock, and to compare
these levels with those of healthy controls. The specific objectives include determining
which marker—IL-6, CRP, PCT or lactic acid—is most effective for predicting the prognosis
of sepsis. Additionally, the study aims to examine the association between IL-6 and 28-day
morbidity and mortality, comparing IL-6 with other inflammatory markers to identify the
best predictor of morbidity and mortality. Furthermore, the study explores the relationship
between IL-6 and clinical parameters such as lactic acid, CRP and PCT in these patients.

2. Materials and Methods

This prospective analytical study examined the IL-6 levels of patients critically ill
patients with septic shock on days 1 and 3 of their stay in the ICU. This is a pilot study.
Over a two-year period (September 2015 to May 2017), adult patients (≥18 years old)
admitted to ICU department were systematically screened for inclusion in this study.
Patient selection followed the established protocols of the ICU at Virgen de las Nieves
Hospital, Granada, Spain. The diagnosis of septic shock was based on the consensus
criteria [17]. The sample size of this study was comparable to those reported in previous
research [18,19]. Patients over 18 years of age with sepsis and severe arterial hypotension
who were unresponsive to fluid therapy were included. Control samples were obtained
from healthy adult subjects with a similar age to the study participants and blood values
within the reference ranges.

The clinical and analytical parameters of these patients were collected on day 1 and
day 3 of inclusion in the ICU. Clinical parameters included Acute Physiology and Chronic
Health Evaluation II (APACHE II) score, sequential organ failure assessment (SOFA) score,
days of mechanical ventilation, length of ICU stay and 28-day mortality. This study was
approved by the Ethics Committee of the University of Granada (Ref.: 248/CEIH/2015).
Patients who participated in the study did so after signing an informed consent. This study
was conducted according to the principles of the Declaration of Helsinki, also in accordance
with the International Conference on Harmonization/Good Clinical Practice Standards.

2.1. Biochemical Assessment

Fasting blood samples were drawn from ICU patients by venepuncture after the hemo-
dynamic stabilization phase of admission and after 3 days of being in the ICU to measure
renal function (ions and creatinine), liver function (bilirubin), nutritional parameters (folic
acid, B12 and copper), hematimetric (hemoglobin, leukocytes, platelets, INR and activated
partial thromboplastin time (APTT)) and inflammatory parameters (lactic acid, fibrinogen,
lactate dehydrogenase (LDH)). PCR and PCT were performed by the hospital laboratory
using standard techniques.

2.2. Assessment of Interleukin-6

The patients had blood drawn on day 1 and day 3 of their stay in the ICU. The samples
were processed immediately; they were centrifuged at 3500 rpm for 10 min at 4 ◦C and
frozen at −80 ◦C. IL-6 was measured in an Advia CentaurXP autoanalyzer from Siemens
(Forchheim, Alemania), using competitive electrochemiluminescence immunoassays. The
method used for the detection of IL-6 consists of a sandwich immunoassay [20]. In this
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method, the sample with IL-6 binds to anti-IL-6 mouse monoclonal antibodies labeled
with acridinium ester. Paramagnetic particles coated with anti-IL-6 mouse monoclonal
antibodies are also added to the reaction vessel. The IL-6 concentration of the sample is
directly proportional to the amount of light measured by a luminometer.

2.3. Statistical Analysis

Qualitative variables were presented as frequencies and percentages, while quantita-
tive variables were presented as arithmetic mean ± standard deviation (SD). The assump-
tion of normality was tested using the Shapiro–Wilk test. The association of quantitative
variables and mortality, as well as between case and control groups, was assessed using
the U Mann–Whitney test. To verify whether IL-6 levels predicted mortality at baseline
and during follow-up, the area under the curve (AUC) was calculated using the receiver
operating curve (ROC) analysis, with comparison to healthy subjects. Correlations between
quantitative variables were examined using Spearman’s correlation coefficient (Rho). The
evolution of critically patients with septic shock during their stay in the ICU was ana-
lyzed by comparing quantitative variables between days 1 and 3 using the Wilcoxon test.
Statistical significance was set at p < 0.05. The statistical analysis was performed using
SPSS version 21.0 (IBM SPSS, Armonk, New York, NY, USA). GraphPad Prism version 9.0
software (GraphPad Software, San Diego, CA, USA) was used for plotting the graphs.

3. Results

When comparing IL-6 values in the group of healthy people with the group of patients
with septic shock, a statistically significant difference was obtained between both groups
(p < 0.001). It was observed that IL-6 increased in 100% of the patients admitted, while it
remained very low (<6.4 pg/mL) in the healthy controls.

3.1. Patient Characteristics

Twenty-eight patients who were admitted to the ICU with septic shock were enrolled
in this study. The demographic and clinical characteristics of the patients and the evolution
of their condition after three days are shown in Table 1. The gender distribution of the
sample was twenty-two male patients (78.6%) and six female patients (21.4%) with a mean
age (SD) of 61.93 (14.12) years. Regarding the original cause of septic shock, 50% were
due to an abdominal cause, 27% due to a respiratory cause and 23% were due to a urinary
cause. The microorganisms that caused the infection were three Streptococci (10.7%), an
Acinetobacter (3.6%), one Pseudomonas (3.6%), one Campylobacter (3.6%), one Clostridium
(3.6%) and one Candida Albicans (3.6%), and the rest were E. coli (60.5%).

Table 1. Demographic and clinical characteristics of subjects and the evolution of condition after
three days in critically ill septic shock patients with COVID-19.

1ª Day
Median (IQR)

3ª Day
Median (IQR) p Value

Age, (years) 52.0 (22.0) - -
Male, number (%) 22 (78.6) - -

SOFA score 12.0 (4.0) 9.0 (7.0) 0.013
APACHE II score 22.0 (11.0) - -

Sepsis focus, number (%)
Respiratory (%) 14 (50.0) - -

Urinary (%) 6 (21.0) - -
Abdominal (%) 8 (29.0) - -
MAP (mmHg) 65.0 (18.0) 80.0 (43.0) 0.012

FiO2 (%) 0.60 (0.22) 0.40 (0.26) 0.001
PaO2/FiO2 232.0 (101.0) 242.0 (159.0) 0.583

PaCO2 (mmHg) 40.5 (20.0) 39.5 (14.5) 0.345
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Table 1. Cont.

1ª Day
Median (IQR)

3ª Day
Median (IQR) p Value

PEEP (cmH2O) 10.0 (5.5) 7.5 (4.5) 0.276
Cst (mL/cmH2O) 37.5 (15.25) 31.5 (12.25) 0.593

n = 28. Data are expressed as median (interquartile range) unless otherwise stated. The fourth column shows the
statistical significance after applying Wilcoxon test for related samples; thus, the evolution is shown after three
days. Significant p-values are represented in bold. p-values after applying the Benjamini–Hochberg (BH) procedure
for controlling the false discovery rate (FDR) are presented. Statistical significance = p < 0.05. Abbreviations:
MAP: mean arterial pressure. PaO2/FiO2: partial oxygen arterial pressure/fraction of inspired oxygen. PaCO2:
partial pressure of carbon dioxide in arterial blood. PEEP: positive end expiratory pressure. Cst: static compliance.

There was a significant decline in the SOFA on the third day (p < 0.011). A total of
15 patients needed mechanical ventilation (53.6%) and the mean length of stay in ICU was
7.04 (10.49) days. The observed 28-day mortality was 42.9% (12 patients). The control
samples were taken from 28 healthy patients with normal test results and similar ages.

3.2. Biochemical Parameters

Table 2 shows the biochemical and hematological parameters of the critically ill pa-
tients and a comparative analysis between admission and the third day of ICU stay. The
28 cases of septic shock had highly abnormal laboratory parameters with very high levels
of PCR and PCT (as acute markers of inflammation and infection). In the comparative
analysis, there were statistically significant differences between the IL-6 values on the first
and third days of evolution in the ICU (p < 0.005), decreasing on the third day. Moreover,
there were statistically significant decreases in lactic acid, PCT, hemoglobin and platelets on
the third day (p < 0.033). Finally, the IL-6 levels in the critically ill patients were compared
with healthy controls, and statistically significant differences between the healthy controls
and the patients with septic shock were observed (p < 0.001).

Table 2. Biochemical parameters and the evolution of critically ill septic shock patients with COVID-
19 after three days.

Reference
Values

1st Day
Median (IQR)

3rd Day
Median (IQR)

p Value
1st–3rd Day

Lactic acid (mmol/L) 0.6–2.5 4.35 (1.78) 1.55 (1.28) 0.014
Sodium (mmol/L) 136–146 137.0 (7.5) 138.5 (7.0) 0.589

Potassium (mmol/L) 3.5–5.1 3.80 (1.1) 3.80 (0.75) 0.850
Anion Gap (mmol/L) 7–16 11.50 (6.02) 9.50 (8.92) 0.079
Creatinine (mg/dL) 0.67–1.20 2.41 (3.09) 1.79 (2.94) 0.097

Total bilirubin (mg/dL) 0.3–1.2 1.04 (1.70) 1.40 (4.58) 0.975
Fibrinogen (mg/dL) 200–350 454.0 (210.0) 475 (219) 0.778

LDH (U/L) 110–295 645 (890) 577 (1814) 0.301
CRP (mg/L) 0.02–5 29.0 (15.4) 15.4 (5.5) 0.441

Procalcitonin (ng/mL) <0.5 27.2 (12.9) 5 (18.63) 0.018
Leukocytes (*103/µL) 3.5–10.5 11.69 (14.98) 13.24 (81.28) 0.679
Hemoglobin (g/dL) 11–17 10.70 (3.57) 8.75 (3.53) 0.001
Platelets (*103/µL) 120–450 13.40 (13.03) 68.50 (86.75) 0.033

INR (ratio) 0.8–1.16 1.50 (0.33) 1.25 (0.26) 0.341
APTT (sg) 26–37 44.00 (41.50) 36.00 (14.00) 0.214

Interleukin-6 (pg/mL) <4.4 2860.9 (10,531.2) 65.1 (335.2) 0.005
n = 28. Data are expressed as median (interquartile range). Fifth column shows the statistical significance after
applying Wilcoxon test for related samples; thus, the evolution is shown after three days. Significant p-values
are represented in bold. p-values after applying the Benjamini–Hochberg (BH) procedure for controlling false
discovery rate (FDR) are presented. Statistical significance = p < 0.05. Abbreviations: LDH, lactate dehydrogenase;
CRP, C-reactive protein.

3.3. Interleukin-6 and Morbimortality Parameters

Table 3 describes the comparison of IL-6, platelets, and lactic acid between deceased
and non-deceased critically ill patients on admission and on the third day in the ICU. After
making a comparison, it was found that the IL-6 levels were different in the deceased
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patients compared to survivors, being higher in the deceased patients on both the first day
(p < 0.008) and on the third day in the ICU (p < 0.016). There also were differences in lactic
acid and platelets (p < 0.046), both on admission and the third day in ICU.

Table 3. Association of some parameters with 28-day mortality in septic shock patients.

1st Day (Mean ± SD) 3rd Day (Mean ± SD) p Value
1st Deceased vs.
Non-Deceased

p Value
3rd Deceased vs.
Non-DeceasedParameters Non-Deceased Deceased Non-Deceased Deceased

Interleukin-6
(pg/mL) 2879.9 ± 4786.5 43,828.2 ±

71,858.4 83.7 ± 142.3 2238.6 ± 2560.3 0.007 0.011

Platelets
(*103/µL) 141.9 ± 88.5 96.2 ± 103.2 104.5 ± 55.6 29.3 ± 26.0 0.047 0.015

Lactic acid
(mmol/L) 3.94 ± 1.77 5.76 ± 1.82 1.45 ± 0.36 5.22 ± 2.98 0.013 0.001

n = 28. Data are expressed as mean ± standard deviation. Mann–Whitney test for independent samples was used
to compare between deceased vs. non-deceased groups of patients at 1st and 3rd day in ICU stay. Significant
p-values are represented in bold.

Figure 1 shows the receiver operating characteristic curves (ROCs) for IL-6 and lactic
acid to check and compare their prognostic value for mortality. The areas under the curve
were 0.826 (confidence interval (CI) 95% 0.659−0.994) for IL-6 on the first day and 0.858
(CI 95% 0.707−1.008) for lactic acid on the first day.
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Figure 1. The receiver operating characteristic curves (ROCs) of IL-6 and lactic acid to check and
compare the mortality prognostic value. The areas under the curve were represented for IL-6 and
lactic acid on the first day in the ICU.

3.4. Interleukin-6, Acute Phase Reactants and Clinical Outcomes

There were statistically significant correlations between IL-6 and lactic acid, both on
the first day (Rho = 0.524; p < 0.007) and on the third day (Rho = 0.641; p < 0.018); between
IL-6 and GAP (Rho = 0.512; p < 0.009) on the first day; and between IL 6 and APTT on the
first day (Rho = 0.552; p < 0.004) and on the third day (Rho = 0.706; p < 0.007) (Figure 2).
With regard to clinical outcomes, no significant associations were observed with the severity
of the SOFA and APACHE II scores and days of stay in the ICU.
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4. Discussion

The main finding of this study was that IL-6 decreased on the third day following
ICU admission in patients with septic shock. IL-6 was higher in patients with septic
shock than in the control group of healthy people. Additionally, IL-6 was found to be a
stronger predictor of mortality compared to the other parameters studied (PCT/CRP), as it
demonstrated a larger area under the curve, similar to that of lactate. Another objective
of the study revealed that IL-6 correlates with other sepsis markers, showing significant
correlations with APTT, anion gap, and lactate.

In our study, the decrease in IL-6 levels on the third day of ICU stay could be due
to the therapeutic measures implemented in the ICU for patient recovery. One study [21]
suggests that IL-6 predicts treatment success in patients with non-surgical sepsis more
effectively within first 48–72 h than PCT or CRP. These findings lead us to consider that, in
addition to its role as a marker of inflammation or infection, IL-6 may also help to assess
the efficacy of early interventional protocols in septic shock patients in the ICU.

The innate immune system can recognize microbial pathogens and endogenous
alarmins [22], leading immune cells to release inflammatory mediators, which are re-
sponsible for the development of organ dysfunction. Upon ICU admission, it is important
to distinguish critically ill patients with infectious causes from those with non-infectious
causes. Measuring CRP, lactate, PCT and IL-6 in the clinical laboratory is essential for
making a differential diagnosis and prognosis of the patient’s evolution. However, research
that includes all four biomarkers in critically ill patients with organ dysfunction remains
insufficient. In this study, we propose using this complete set of molecules to develop a
comprehensive prognosis, ensuring that IL-6 is not excluded.

In the present study, IL-6 levels were much higher in the septic patients than in healthy
subjects, as expected based on previous research [6]. It is well established that excessive
plasma IL-6 plays a key role in the pathophysiology of septic shock, particularly since
the administration of low doses of endotoxin to animals or human volunteers not only
induces an increase in plasma TNF [23] but also an increase in IL-6 [24]. All of the cases in
this study showed elevated IL-6 levels, with a 100% sensitivity for diagnosing sepsis, as
reported in earlier studies [25,26]. Previous research has also highlighted the prognostic
and diagnostic utility of IL-6 in pre-operative patients [27], septic patients [28,29] and
COVID-19 patients [30]. Furthermore, studies have demonstrated a higher discriminatory
power between severe sepsis and SIRS when using PCT and IL-6, with a reported area
under the ROC of 0.923 [19]. In addition, IL-6 has been shown to be a better diagnostic
marker for sepsis compared to PCT and CRP [25,31].

As for the relationship between the parameters and morbidity and mortality, our study
shows a significant relationship with mortality, as patients who died had higher IL-6 levels.
In a study very similar to ours [32], IL-6 was studied as a predictor of mortality after 72 h.
Although no differences in IL-6 levels were found between septic patients who survived
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and those who did not, there was a significant increase in IL-6 at 72 h among patients
who died. Other studies [6] have also reported similar results, showing an association
between IL-6 and mortality in patients with sepsis, with a stronger association in those with
septic shock. In another study [10], IL-6 was measured each day of admission in patients
with sepsis, and no differences were observed between survivors and non-survivors on
the first day of admission. However, higher IL-6 values were obtained in patients with
septic shock than in patients with sepsis. In our study, all the patients had septic shock,
which may explain the significant association of IL-6 with mortality on the third day of
ICU admission. The discrepancy with previous studies, where this association was not
observed, could be due to the inclusion of patients with sepsis but not septic shock [10,32].

SOFA is the gold standard for assessing the severity of sepsis in ICU patients; however,
certain biomarkers have also been studied, as a whole, increasing the diagnostic perfor-
mance and prognostic accuracy of predicting morbidity and mortality. For instance, both
PCT and IL-6 were included in such analyses [26]. Previous studies have observed correla-
tions between sepsis severity and serum levels of IL-6 [31] and PCT [33–37]. Moreover, IL-6
has been correlated with SOFA scores and low platelet levels [10], providing evidence of the
usefulness of IL-6 in monitoring septic shock patients. On the other hand, lactic acid was
also included in the definition of sepsis and septic shock in the 2016 consensus [1]. As in
our study, lactic acid was previously described as a predictor of mortality in patients with
infection in the emergency department [38]. In short, this biomarker has proven useful for
the diagnosis, prognosis and evolution of the septic patient [1,38,39]. A correlation between
IL-6 and lactic acid, as observed in our study, further supports the prognostic value of
IL-6 [6]. Another study [40] showed that IL-6 is more strongly associated with all-cause
mortality and cancer-related mortality, whereas CRP only primarily predicts cardiovascular
mortality over a 16-year follow-up period. In addition, in the short term, IL-6 and CRP
were more strongly associated with mortality than anion gap, as observed in our study.
Altogether, these findings suggest that high IL-6 concentrations in septic shock patients
are related to clinicopathological outcomes. We suggest IL-6 as an early follow-up marker,
where its concentration decreases with the therapeutic measures applied in the ICU.

IL-6 levels have been included in a nutritional risk index in critical patients called
NUTRIC, this scoring algorithm was proposed by Heyland et al. [41]. The NUTRIC was
proposed to assess the risk of adverse events in critically ill patients. There are several
articles that discuss the relationship between malnutrition in critically ill patients and
adverse events in the ICU [42–48]. These adverse events may be modifiable through
nutritional intervention.

Our study has a number of limitations that mean that the results must be interpreted
with caution. Firstly, possible confounding factors in the subjects who participated in
our study (sociodemographic and/or socioeconomic) were not evaluated and the subjects
who participated came from the same hospital. For this reason, the results obtained
cannot be extrapolated to other populations. Secondly, another sample of critically ill
patients without septic shock could not be included to act as a control group. Thirdly, we
must take into account that the alterations found in these subjects may be influenced by
the heterogeneity of the patients, including their underlying conditions (diabetes mellitus,
arterial hypertension, kidney disease, liver disease) or the severity of the disease (depending
on the focus of the infection or the microorganism responsible for the infection). Further
studies with a larger sample size are needed to be able to extrapolate these results to the
rest of the population, as well as to obtain more definitive conclusions. This study could be
repeated with a larger population of critically ill patients that includes patients without
septic shock who can be used as a control group; this could help us validate the findings
found in our study.

5. Conclusions

The present study shows that IL-6 could be useful as a marker in the follow-up of
patients with sepsis and their response to intervention during the early days of their
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ICU stay. IL-6 could serve as a predictor of mortality in a similar way to lactic acid and
as a predictor of morbidity, since an association with acute phase reactants is shown in
this study.

Author Contributions: Conceptualization, Y.G.-M., J.M.-L. and E.P.; methodology, Y.G.-M., J.M.-
L., F.G.-L. and E.P.; software, J.M.-L., F.-C.S.-R. and F.G.-L.; validation, J.M.-L., F.G.-L. and E.P.;
formal analysis, Y.G.-M., J.M.-L., F.-C.S.-R. and E.P.; investigation, Y.G.-M., J.M.-L., F.-C.S.-R., L.H.-Q.,
H.V.-L., F.G.-L. and E.P.; resources, F.G.-L. and E.P.; data curation, Y.G.-M., J.M.-L. and F.-C.S.-R.;
writing—original draft preparation, Y.G.-M.; writing—review and editing, Y.G.-M., J.M.-L. and E.P.;
visualization, J.M.-L., F.-C.S.-R., L.H.-Q., H.V.-L., F.G.-L. and E.P.; supervision, J.M.-L., F.G.-L. and E.P.;
project administration, E.P.; funding acquisition, F.G.-L. and E.P. All authors have read and agreed to
the published version of the manuscript.

Funding: This research was funded by European Regional Development Fund (ERDF) “a way of
making Europe”, funded via the Consejería de Transformación Económica, Industria, Conocimiento
y Universidades de la Junta de Andalucía (REF. A-CTS-708-UGR20), by Project FIS PI10/1993 from
the Spanish Carlos III Health Institute and by Siemens Healthineers. Lourdes Herrera-Quintana (REF.
FPU18/03702) and Héctor Vázquez-Lorente (REF. FPU18/03655) were awarded a FPU fellowship
from the Spanish Ministry of Education.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki and approved by the Ethics Committee of the University of Granada (protocol code
149/CEIH/2016).

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Data will be shared upon reasonable request by the corresponding
authors: Yenifer Gamarra-Morales.

Acknowledgments: The authors thank “FEDER/Junta de Andalucía-Consejería de Transforma-ción
Económica, Industria, Conocimiento y Universidades, Proyecto A.CTS.708.UGR20” and Siemens
Healthineers. We also acknowledge all the patients who participated in our study and the personnel
from the hospital Virgen de las Nieves.

Conflicts of Interest: The authors declare no conflicts of interest.

References
1. Singer, M.; Deutschman, C.S.; Seymour, C.W.; Shankar-Hari, M.; Annane, D.; Bauer, M.; Bellomo, R.; Bernard, G.R.; Chiche, J.-D.;

Coopersmith, C.M.; et al. The Third International Consensus Definitions for Sepsis and Septic Shock (Sepsis-3). JAMA 2016, 315,
801–810. [CrossRef]

2. Angus, D.C.; van der Poll, T. Severe Sepsis and Septic Shock. N. Engl. J. Med. 2013, 369, 840–851. [CrossRef]
3. Rawat, R.; Humphrey, J.H.; Mutasa, K.; Ntozini, R.; Stoltzfus, R.J. Short Communication: Predicting Adverse HIV-Related

Outcomes in a Resource-Limited Setting: Use of the Inflammation Marker α(1)-Acid Glycoprotein. AIDS Res. Hum. Retroviruses
2010, 26, 1171–1174. [CrossRef]

4. Li, H.; Liu, W.; Xie, J. Circulating Interleukin-6 Levels and Cardiovascular and All-Cause Mortality in the Elderly Population:
A Meta-Analysis. Arch. Gerontol. Geriatr. 2017, 73, 257–262. [CrossRef]

5. Steinmetz, H.T.; Herbertz, A.; Bertram, M.; Diehl, V. Increase in Interleukin-6 Serum Level Preceding Fever in Granulocytopenia
and Correlation with Death from Sepsis. J. Infect. Dis. 1995, 171, 225–228. [CrossRef]

6. Hack, C.E.; De Groot, E.R.; Felt-Bersma, R.J.; Nuijens, J.H.; Strack Van Schijndel, R.J.; Eerenberg-Belmer, A.J.; Thijs, L.G.; Aarden,
L.A. Increased Plasma Levels of Interleukin-6 in Sepsis. Blood 1989, 74, 1704–1710. [CrossRef]

7. Hummel, M.; Czerlinski, S.; Friedel, N.; Liebenthal, C.; Hasper, D.; von Baehr, R.; Hetzer, R.; Volk, H.D. Interleukin-6 and
Interleukin-8 Concentrations as Predictors of Outcome in Ventricular Assist Device Patients before Heart Transplantation.
Crit. Care Med. 1994, 22, 448–454. [CrossRef]

8. Buck, C.; Bundschu, J.; Gallati, H.; Bartmann, P.; Pohlandt, F. Interleukin-6: A Sensitive Parameter for the Early Diagnosis of
Neonatal Bacterial Infection. Pediatrics 1994, 93, 54–58. [CrossRef]

9. Garbers, C.; Hermanns, H.M.; Schaper, F.; Müller-Newen, G.; Grötzinger, J.; Rose-John, S.; Scheller, J. Plasticity and Cross-Talk of
Interleukin 6-Type Cytokines. Cytokine Growth Factor Rev. 2012, 23, 85–97. [CrossRef] [PubMed]

10. Oda, S.; Hirasawa, H.; Shiga, H.; Nakanishi, K.; Matsuda, K.; Nakamua, M. Sequential Measurement of IL-6 Blood Levels in
Patients with Systemic Inflammatory Response Syndrome (SIRS)/Sepsis. Cytokine 2005, 29, 169–175. [CrossRef] [PubMed]

11. Bloos, F.; Reinhart, K. Rapid Diagnosis of Sepsis. Virulence 2014, 5, 154–160. [CrossRef]

https://doi.org/10.1001/jama.2016.0287
https://doi.org/10.1056/NEJMra1208623
https://doi.org/10.1089/aid.2010.0053
https://doi.org/10.1016/j.archger.2017.08.007
https://doi.org/10.1093/infdis/171.1.225
https://doi.org/10.1182/blood.V74.5.1704.1704
https://doi.org/10.1097/00003246-199403000-00015
https://doi.org/10.1542/peds.93.1.54
https://doi.org/10.1016/j.cytogfr.2012.04.001
https://www.ncbi.nlm.nih.gov/pubmed/22595692
https://doi.org/10.1016/j.cyto.2004.10.010
https://www.ncbi.nlm.nih.gov/pubmed/15652449
https://doi.org/10.4161/viru.27393


Diseases 2024, 12, 298 9 of 10

12. Reinhart, K.; Meisner, M.; Brunkhorst, F.M. Markers for Sepsis Diagnosis: What Is Useful? Crit. Care Clin. 2006, 22, 503–519, ix–x.
[CrossRef]

13. Dahaba, A.A.; Metzler, H. Procalcitonin’s Role in the Sepsis Cascade. Is Procalcitonin a Sepsis Marker or Mediator? Min-
erva Anestesiol. 2009, 75, 447–452.

14. Pepys, M.B.; Hirschfield, G.M. C-Reactive Protein: A Critical Update. J. Clin. Investig. 2003, 111, 1805–1812. [CrossRef]
15. Tsokos, M.; Reichelt, U.; Jung, R.; Nierhaus, A.; Püschel, K. Interleukin-6 and C-Reactive Protein Serum Levels in Sepsis-Related

Fatalities during the Early Postmortem Period. Forensic. Sci. Int. 2001, 119, 47–56. [CrossRef]
16. Ma, L.; Zhang, H.; Yin, Y.-L.; Guo, W.-Z.; Ma, Y.-Q.; Wang, Y.-B.; Shu, C.; Dong, L.-Q. Role of Interleukin-6 to Differentiate Sepsis

from Non-Infectious Systemic Inflammatory Response Syndrome. Cytokine 2016, 88, 126–135. [CrossRef]
17. Rhodes, A.; Evans, L.E.; Alhazzani, W.; Levy, M.M.; Antonelli, M.; Ferrer, R.; Kumar, A.; Sevransky, J.E.; Sprung, C.L.; Nunnally,

M.E.; et al. Surviving Sepsis Campaign: International Guidelines for Management of Sepsis and Septic Shock: 2016. Intensive Care
Med. 2017, 43, 304–377. [CrossRef]

18. Du, B.; Pan, J.; Chen, D.; Li, Y. Serum Procalcitonin and Interleukin-6 Levels May Help to Differentiate Systemic Inflammatory
Response of Infectious and Non-Infectious Origin. Chin. Med. J. 2003, 116, 538–542.

19. Du, B.; Li, Y.; Chen, D.; Pan, J. Serum procalcitonin and interleukin-6 help differentiate between severe sepsis and systemic
inflammatory response syndrome of non-infectious origin. Zhonghua Yi Xue Za Zhi 2002, 82, 1111–1114. [PubMed]

20. Pierson-Perry, J.F. EP17 A2|Evaluation of Detection Capability for Clinical Laboratory Measurement Procedures, 2nd ed.; Clinical
and Laboratory Standards Institute: Wayne, PA, USA, 2012. Available online: https://clsi.org/standards/products/method-
evaluation/documents/ep17/ (accessed on 4 August 2024).

21. Weidhase, L.; Wellhöfer, D.; Schulze, G.; Kaiser, T.; Drogies, T.; Wurst, U.; Petros, S. Is Interleukin-6 a Better Predictor of Successful
Antibiotic Therapy than Procalcitonin and C-Reactive Protein? A Single Center Study in Critically Ill Adults. BMC Infect. Dis.
2019, 19, 150. [CrossRef] [PubMed]

22. Sato, S.; St-Pierre, C.; Bhaumik, P.; Nieminen, J. Galectins in Innate Immunity: Dual Functions of Host Soluble Beta-Galactoside-
Binding Lectins as Damage-Associated Molecular Patterns (DAMPs) and as Receptors for Pathogen-Associated Molecular
Patterns (PAMPs). Immunol. Rev. 2009, 230, 172–187. [CrossRef]

23. Michie, H.R.; Manogue, K.R.; Spriggs, D.R.; Revhaug, A.; O’dwyer, S.; Dinarello, C.A.; Cerami, A.; Wolff, S.M.; Wilmore, D.W.
Detection of Circulating Tumor Necrosis Factor after Endotoxin Administration. N. Engl. J. Med. 1988, 318, 1481–1486. [CrossRef]

24. Coulie, P.G.; Cayphas, S.; Vink, A.; Uyttenhove, C.; Van Snick, J. Interleukin-HP1-Related Hybridoma and Plasmacytoma Growth
Factors Induced by Lipopolysaccharide in Vivo. Eur. J. Immunol. 1987, 17, 1217–1220. [CrossRef]

25. Takahashi, W.; Nakada, T.-A.; Yazaki, M.; Oda, S. Interleukin-6 Levels Act as a Diagnostic Marker for Infection and a Prognostic
Marker in Patients with Organ Dysfunction in Intensive Care Units. Shock 2016, 46, 254–260. [CrossRef]

26. Zhang, Y.; Khalid, S.; Jiang, L. Diagnostic and Predictive Performance of Biomarkers in Patients with Sepsis in an Intensive Care
Unit. J. Int. Med. Res. 2019, 47, 44–58. [CrossRef]
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