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8 Reply to Topeli et al. and to Akinosoglou et al.

From the Authors:

We would like to thank Topeli and colleagues and Akinosoglou and
colleagues for their interest in our manuscript (1).

We carefully read the discussion by Topeli and colleagues on
our data and their own results regarding quick sepsis-related organ
dysfunction (qQSOFA) and other scores for sepsis’ mortality
prediction in Turkey. We congratulate the authors for their
initiative, as we believe it is very important to have data from low-
and middle-income countries (LMICs). These countries represent
more than 80% of world population, and the data from these
settings on sepsis epidemiology and mortality are scarce (2).

There are important similarities between the authors’ results
and ours. They found that gSOFA score has the worst sensitivity to
predict mortality in septic patients, which adds to previous LMICs’
studies showing that gSOFA has low sensitivity to predict sepsis
mortality in this population (3, 4). However, there are also major
differences comparing both results. Their study is a single-center
retrospective cohort with a limited number of patients, as can be
suggested by the large confidence intervals of the data.
Additionally, they collected gSOFA variables from patients at 48
hours before ICU admission, whereas we collected qSOFA data
considering only the worst values prior to the suspicion of infection
or sepsis, which may have contributed to more accurate findings in
our study. The time window is crucial in assessing the sensitivity of
a screening tool, as it is expected that if the interval of data
collection is increased, more patients that deteriorate and
eventually die will have a gSOFA =2. It would also be important to

3This article is open access and distributed under the terms of the Creative
Commons Attribution Non-Commercial No Derivatives License 4.0 (http://
creativecommons.org/licenses/by-nc-nd/4.0/). For commercial usage and
reprints, please contact Diane Gern (dgern@thoracic.org).
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evaluate in Topeli’s data whether the use of a single gQSOFA variable
would increase the sensitivity of the score, as we demonstrated in
our study. This modified score could be suggested as an alternative
to improve its accuracy in determining mortality in LMICs.

Akinosoglou and colleagues assessed the role of gSOFA according
to site of infection in a cohort of 614 septic patients from their
institution. They identified that gSOFA accuracy to predict survival is
dependent on the focus of infection. Because mortality rates are variable
with the site of sepsis, and gSOFA variables may also be affected by the
disease itself, their data are very reasonable. It would be interesting to
assess data from other series to confirm if gSOFA can have adequate
performance in all sepsis sites, or if we should modify the score
according to the probable site of infection.

Author disclosures are available with the text of this letter at
www.atsjournals.org.
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Erratum: Pitolisant for Daytime Sleepiness in
Patients with Obstructive Sleep Apnea Who Refuse
Continuous Positive Airway Pressure Treatment. A
Randomized Trial

There are errors in the article by Dauvilliers and colleagues

(1), published in the May 1, 2020, issue of the Journal. In

the list of HAROSA 1II Study Group collaborators that appears before
the references, one of its members, Dr. Yiiksel Peker, is incorrectly
listed as Yeksel Peker. In addition, Dr. Peker’s current affiliation

8This article is open access and distributed under the terms of the Creative
Commons Attribution Non-Commercial No Derivatives License 4.0 (http://
creativecommons.org/licenses/by-nc-nd/4.0/). For commercial usage and
reprints, please contact Diane Gern (dgern@thoracic.org).
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should have been included: Kog University School of Medicine,
Istanbul, Turkey.

Finally, one of the authors of the article, Dr. Jan Hedner, is also
mentioned in the collaborator section; this is incorrect; he should
not have been included in that list.
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Erratum: Validation of a Host Response Assay,
SeptiCyte LAB, for Discriminating Sepsis from
Systemic Inflammatory Response Syndrome
in the ICU

The authors of the article by Miller and colleagues, published
in the October 1, 2018, issue of the Journal, have alerted us to
errors in Table 3. Because of a probable flaw in the original R
script used to perform the calculations, incorrect values were
inadvertently cited in the last row (“Forced”) of Table 3.

The correct values for the last three cells in that row are 0.34,

0.84, and 0.53 (instead of 0.65, 0.91, and 0.69). There are
additional small corrections (—0.01) to the values of the last three
cells in the first row and in the antepenultimate cell in the
middle row of the table; these corrections, in the second position
to the right of the decimal point, are related to the way in which
rounding was handled by the R script used for the original
calculations. For the convenience of our readers, the corrected
version of the table is included below, with the changes indicated in
bold.

Finally, a value from Table 3 is mentioned at the bottom of the
middle column on page 908; this should be corrected to
read “negative predictive values were 0.84 or greater (Table 3),” not
0.89.

The authors do not believe that these changes affect the conclusions
of the article; they would like to apologize for any confusion.
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Copyright © 2020 by the American Thoracic Society

Table 3. Summary of Results from Binary Analysis of Complete Clinical Dataset

RPD Description

Unanimous, based on discharge
evaluation (n =290 of 447 [64.9%)])

Consensus (n=410 of 447 [91.7 %))

All three panelists and site Pl agree
on SIRS (171 of 290 [59.0%]) or
sepsis (119 of 290 [41.0%)])

Majority vote leads to exclusion of 37

Sepsis
Prevalence AUC Sensitivity Specificity NPV PPV

indeterminates and classification
of 230 of 410 (56.1%) as SIRS and
180 of 410 (43.9%) as sepsis

Forced (n=447 of 447 [100.0%])

All subjects classified as SIRS (245 of

41.0% 0.89 0.97 0.33 0.93 0.50
43.9% 0.85 0.94 0.34 0.89 0.53
45.2% 0.82 0.92 0.34 0.84 0.53

447 [54.8%]) or sepsis (202 of 447

[45.2%))

Definition of abbreviations: AUC = area under the curve; NPV = negative predictive value; Pl = principal investigator; PPV = positive predictive value;
RPD = retrospective physician diagnosis; SIRS = systemic inflammatory response syndrome.
A SeptiCyte LAB cutoff value of 3.1 was used in the analysis. This value had been obtained previously from receiver operating curve analysis of an

independent discovery dataset (4).
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