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[(HZE] B HPLETGE s LM M fa TiE (pediatric chronic critical illness, PCCI) AY G R 2H RS D
BH. Ak PA20174F 1 H—20224F 12 H 76T AR BERFR2E MY R AR 58 )L 38 B2 e L3 dE Wadr = (E B )5 3| PCCLi2
Wb vfE A LI xt 52 o AR SR LAOIR DI R R B i W7, X G R A T 402 o WA I oA LA e U T A G
IR R, S5 20174F 1 H—20224 12 A LI EAE W% 3 955 BB L, A 32141 (8.12%) £F4 PCCI
LR, 3210 PCCLE L, i WA R oMY (71.3%, 22949)), HCAEIMGE (12.8%, 414]) . FAR
Ji (5.9%, 194) . MR/ REE0 (5.0%, 164) . &/ s (5.0%, 1641), 3214 PCCIEILHT,
WG B 249 1] (77.6% ), FIBERILBE 376 (11.5%), ZEFFET=350 (10.9%)., BT, B 5 74%
(26/35), EAMAEE N 17% (6/35), MIE/ARTE RGN (6% (2/35), wtfB/de ARG 5 3% (1/35), 2017—
2022 4F PCCIAF JLEE FAE WP 2 58005 TP ) o LU 284 L3 (P<0.05) . 3214l PCCL &L, 2240 L 148 44
(46.1%) , “FIEATILE ST (17.8%), “#WWIL# 544 (16.8%), FHHEMILE 2] (19.3%), i B4 L4 5
b (P<0.05) . LA E 4 AR08 20 A8 Be i SE R0 9 ol 14.9% (22/148) . 8.8% (5/57) . 5.6% (3/54) . 8.1%
(5/62), HAB4 ) LARIERE S, (H4Nd 2R LG 2EE L (P>0.05). it PCCI#EJLE EAE W=
P I o B R, LR RO R KR AN, B PCCT B JLAET - e WL B O B . PCCIER R A
BELABA LA 3, B4 L ST B SE R AN X o [hENHRILRIZE, 2023, 25 (8): 843-848]
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Abstract: Objective To explore the etiology composition and outcomes of pediatric chronic critical illness
(PCCI) in the pediatric intensive care unit (PICU). Methods The children who were hospitalized in the PICU of
Dongguan Children's Hospital Affiliated to Guangdong Medical University and met the diagnostic criteria for PCCI from
January 2017 to December 2022 were included in the study. The etiology of the children was classified based on their
medical records and discharge diagnoses. Relevant clinical data during hospitalization were collected and analyzed.
Results Among the 3 955 hospitalized children in the PICU from January 2017 to December 2022, 321 cases (8.12%)
met the diagnostic criteria for PCCI. Among the 321 cases, the most common etiology was infection (71.3%, 229 cases),
followed by unintentional injury (12.8%, 41 cases), postoperation (5.9%, 19 cases), tumors/immune system diseases
(5.0%, 16 cases), and genetic and chromosomal diseases (5.0%, 16 cases). Among the 321 cases, 249 cases (77.6%) were
discharged after improvement, 37 cases (11.5%) were discharged at the request of the family, and 35 cases (10.9%) died
in the hospital. Among the deaths, infection accounted for 74% (26/35), unintentional injury accounted for 17% (6/35),
tumors/immune system diseases accounted for 6% (2/35), and genetic and chromosomal diseases accounted for 3%
(1/35). From 2017 to 2022, the proportion of PCCI in PICU diseases showed an increasing trend year by year (P<0.05).
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Among the 321 children with PCCI, there were 148 infants and young children (46.1%), 57 preschool children (17.8%),
54 school-aged children (16.8%), and 62 adolescents (19.3%), with the highest proportion in the infant and young
children group (P<0.05). The in-hospital mortality rates of the four age groups were 14.9% (22/148), 8.8% (5/57), 5.6%
(3/54), and 8.1% (5/62), respectively. The infant and young children group had the highest mortality rate, but there was

no statistically significant difference among the four groups (P>0.05). Conclusions The proportion of PCCI in PICU

diseases is increasing, and the main causes are infection and unintentional injury. The most common cause of death in

children with PCCI is infection. The PCCI patient population is mainly infants and young children, and the in-hospital

mortality rate of infant and young children with PCCI is relatively high.
[Chinese Journal of Contemporary Pediatrics, 2023, 25(8): 843-848|
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20 {22 90 4EAT, e MG EAE (chronic critical
illness, CCI) AUMES T IRBER T, FZH XL
FETEFFEEME a8 B D BE R i 15 2K 7 A e
% (intensive care unit, ICU) JRIFHIEAE ", JEpk
WK 7 AN R 44 B, A 975 B0 5 o 1) 1 22 78
FREPR LG . ICU SRASELIC ) M ICU J 256
S 2 JE204E3%, BEA HAE B AR AN K i
A, L EE S T BN 2 4 B DD RE R b 1 4
TRALAEH R R ), H AR S A A B i A T
W AVEI IS & P Fr S iy e B DI RE AT, H K
S AE M P B BT HOR SRR, ik LB E L
FILEEHAGTEIE (pediatric chronic critical illness,
PCCD) &JL . ZIEEILTEICU B L FOAE I i
% (pediatric intensive care unit, PICU) F¥ 4 ¢ B
M, RS m, A Th B TR, Biiests
. B BEGE L T A R, IR T
BEIFHLA R SR AR IE T 2 AR R E S X T
CCIMTRATII . R ERAR B2 T A 209, (A
SE SR 2 G5 — b . 2017 432 [ B JE 953k K2
Shapiro 55 " 4t T PCCIHYE X, If Hizw LayA
AR BT E

PCCI B LTEAE T 2 2 22 B E B A 2170 7
S, M RBRESCER)E . HERFRE
A BT X IZ S L E R GERIRYT 5 B R
FEEHFE M HET PCCLAYAH B 52540 F ke
ABrEe, FEPCCIRYZET . Jh)T MRV J5 s
FAAEEZ AR . AT LE i 70 F B PICU A
PCCI R R 4326 . AR BE4s Jmy Mo R 101 A 5% i K]
R, TR PCCUEILAIR RS 23 S

1 ARSI

1.1 RIS
(o] Jo P S 4 2017 4F 1 H —2022 4F 12 A e F B

PICUMEBE, 1 1MAZE 1758, 58 PCCLi2 Wit

WE I3 2 1R T B L 3E 321 A BFSE X% . PCCI
Wi is i 2% 2017 4F 36 1 W] J 75 1k K % Shapiro
UM PCCI B E L. (1) AfEPICU=14 d,
A KA PICU A B s F 12 4~ A N 2 IR A PICU;
(2) FREARM—Fh ok ZFhH AR Qi fr EE AR E )
e (ST . ARVERINIMES . BiniE
BT SRS EUIRe B 28 HE
BRERE : WG R GERAR SE R L o AR RS 3R
BEC I Bl At (L5 . L1.2022070501)
1.2 R E

AR LI — MG ROk (1) AR . 1R
WE . EBERE . ABZW . B2 W
(2) PICUMEBERTTH] . SAEBERTE  FEFEREHE (4
FEAFE B . BT HBE . BRI B, FETD).
1.3 44

(1) MRHHEHE L, B [F R 51 PCCI
(L — M PR R IR S R A i 25 55 (2) M4
ARy, Ay BT AS R AR A 8] PCCT R L — M BE ok
s AL SR PE R G 22 55 (3) ARIEARIR 404l
I3 M A TR W8 20 PCCT AR LY o b Ko 98 R 45 1Y
Z5.
1.4 HIRWEIE R R H RS BB

(1) ARG ZRAEREE, HPICUfERE
B 1B R A Bt B (R4 fe 1 — v st 5 HHh B 45 )
PR Ja — W AEBeic s i, (2) BILHBERT kR
RAf, Tkl BebrE, WD G BB 45
BB O o Gk SR, AR AR R
., AT RS BEIRTT A B LR M BE, ]
R B A RILRIE G, KM A
VBRI B OIAE, HLO A B A T
SERFE PN E Ty BAE TS RE, KIm A E R Hi b,
DR R a7 B s A e BBy IR ZE T,
W E MAEBEIET a5 5 R %5 0 B SO R
JPIBE G AET &, AN ATEBESET - 191 A 115
JE .
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1.5 Sit=ah

{1 SPSS 20.0 B A AT GE v T2 03 M . AFIEZS
AR TR ORI R B (DU i BEBE ) (M
(P, Py) | 3o, Z410H A H Kruskal-Wallis
HAGSS, 20 18] P Y L 82K F Bonferroni £ 1E 45 1
BOFER BB B E R (%) F£ow, 24
[B) LR R 7k, 2118 P R R < 7 43
HEL AR LR B R B A K HE - (P<0.008
ZRAGIFEE ) o RALMBHER R T
PCCIAY L LE K HAEBE R FEAR Y I [E) #a#5 o B R J7
ENEKIR AN, HAYLL P<0.05 £R 250 Git2F

2 R
21 —ER

546 PCCI 78 LI 98 ABIF 53 14 9 19 3 321 1]
b IR B % B B PICU M AE B A % Y 8.12%
(321/3955), 321 £ JLA, FHHE1924] (59.8%),

7Pk 129 ] (40.2%) ; AR E R 119 (8.0,
17.3) kg; H4E#A N 4.0 (1.0, 9.0) %, HrpsL
L AP H~<3%) 14801 (46.1%), “Fi5ETL
#H (3~<6%) 570 (17.8%), W IL#E (6~
<10%) 544 (16.8%), HHEWILE (10~17%)
621 (19.3%). K7 ki5 s 4 A~ 4Fi 4 (] PCCI
Bl R 2 A Gt R L (=102.226,
P<0.001), HorpBah LA & bb i 3 1 HoAt 3 44
W4 (P<0.008).
2.2 EEHIK

S PCCI 1Y 25 — KoM B o & g (71.3%,
229/321), Hr Pk Rg G i R w UL (38.0%) ,
HUONMEERE MR R 5L (13.1%) JrPiktiZe R
oGy (10.9%) . 51 PCCIAYEE — K H R oh
1iE (12.8%, 41/321), Hrp LR i ah s vk
Ptk E W (8.7%) . FARJG . MIE/ e RGP
e AR AR 2 ) T 5.9% . 5.0% . 5.0%.
PUAHGE S RE K 5 Ay, R 62.6% (201/321),
W1,

Fz1 321 [RILH—RIERER
, ey ‘ # & ek
R e Hoen | e 20 | e vl D
Jk Y
e BERE /e BEPEAR e 42(13.1) 34(10.6) 30(9.3) 3.0(1.0, 9.0) 10.0(8.0, 14.4) 1.0(1.0, 2.0)
I ES RS 122(38.0) 87(27.1) 75(23.4) 4.0(1.0, 9.0) 11.0(6.7, 14.0) 1.0(1.0, 2.0)
PR 28 R G 35(10.9) 21(6.5) 20(6.2) 6.03.0, 8.5) 14.0(9.6, 20.3) 1.0(1.0, 1.0)
WA PR Z/'E Wil B 30(9.3) 4(1.2) 17(5.3) 2.5(0.8, 9.0) 9.8(7.4, 14.3) 1.0(1.0, 2.0)
RAMEE
LR AL B P 28(8.7) 20(6.2) 13(4.0) 4.5(3.0, 11.0) 18.0(14.8,22.3)  1.0(1.0, 1.0)
Bethirg 7(2.2) 6(1.9) 3(0.9) 1.0(0.8, 2.5) 10.5(9.4, 12.5) 1.0(1.0, 1.0)
RO K 6(1.9) 6(1.9) 5(1.6) 0.5(0.3, 0.9) 8.2(5.9, 11.4) 1.0(1.0, 1.0)
FARIE 19(5.9) 7(2.2) 14(4.4) 4.0(1.0, 13.0) 11.0(7.5, 15.8) 1.0(1.0, 1.0)
Jihe /328 RS BR 16(5.0) 9(2.8) 6(1.9) 8.5(5.8, 13.5) 21.6(17.9, 30.1) 1.0(1.0, 1.0)
WAL/ OB 16(5.0) 7(2.2) 9(2.8) 4.0(0.9,7.3) 13.0(9.4, 16.8) 1.0(2.5, 6.0)
e 321(100) 201(62.6) 192(59.8) 4.0(1.0, 9.0) 11.98.0, 17.3) 1.0(1.0, 2.0)
23 IGKRER 26/35), HUChEIMEE (17%, 6/35), AEPEH

321 i) £ JL PICU H v 43 B2 Bf 8] Sk 22.0 (16.0,
33.0) d, " EAERERE] A 26.0 (18.0, 42.0) d;
Hrp b 5 B e 249 9] (77.6%) , 2 5 H Be 30 451
(9.3%), FFIRITHBETH] (22%), FEBEAET: 35
% (10.9%), HBifn28 dFET- 104 (3.1%).

S PCCLFE T~ e & WL s IR W SR e (74%,

BILAIE RS Jmy W3R 2.

BALAL . FREAL . 2Hi I A B A
TEBERRIER A0 A 14.9% (22/148) . 8.8% (5/57) .
5.6% (3/54). 8.1% (5/62). B4 ILATLEBERGIER
AT R, (H 4 AL AR B SR A LB 22 5%
Tt Fm L (=4.762, P=0.190).

- 845 -



2558 P E SR ILA L E Vol.25 No.8
2023 4E 8 A Chin J Contemp Pediatr Aug. 2023
#2 AEBERILWIGEKRER

e GE =
- g PCUtEBERT SRR ﬁ‘ E fﬁ; i T;ﬁ s
[M(P,s, Py, d] [M(P,s, P,), d] ) (&) e (&) o)
(f4i)
JHeBERE /M BEMEAR 5T 42 32.0(17.5, 53.0) 36.0(22.0, 56.3) 22 6 1 13 1
IR 2R SR Ie 122 22.0(16.0, 29.8) 24.0(17.0, 33.5) 107 4 2 9 3
ERLICUEZE A/ 35 20.0(17.0, 28.5) 25.0(18.5, 34.5) 26 4 1 4 2
WIRZR /' Rl ke 30 20.0(15.0, 29.0) 21.5(16.5, 30.8) 29 1 0 0 0
M E
KR L= NN Z 28 20.0(17.0, 31.0) 41.0(20.0, 90.0) 21 4 1 2 1
Btz 7 22.0(19.5, 25.0) 25.0(22.5, 40.5) 4 2 0 1 0
RAhE B EK 6 55.0(30.5,177.0)  164.0(139.5, 207.3) 1 1 1 3 1
FARG 19 26.0(15.5, 50.0) 28.0(15.5, 55.0) 17 2 0 0 0
i sEE /B i B G 16 19.0(17.0, 30.0) 24.5(18.8, 73.0) 9 4 1 2 2
YL R 16 22.5(14.0, 31.3) 23.0(14.0, 40.3) 13 2 0 1 0
I 321 22.0(16.0, 33.0) 26.0(18.0, 42.0) 249 30 7 35 10

2.4 AEEHPCClEILERBILE

2017, 2018, 2019, 2020, 2021, 20224FEPCCI
SBLTE S 4F PICU A BE AN 19 o b 43 5310 R 2.9%
(18/624) . 3.6% (26/715). 6.7% (53/786) . 11.7%
(58/497) . 12.2% (80/658). 12.7% (86/675), ilt
BZAE FTHES (£=79.729, P<0.001). HAERE

LR BAE T a3 (P<0.05). ARAESY PCCI
SBILAY PRI B i 25 e ge it 2 L (P>0.05) .
52017 - F1 2018 4F- s, 2021 4F 1 2022 4F- PCCI
BILAFER K, Z2RA51H#E XL (P<0.05),
AN TRV A Ay 21 1) 25 PRLA 1 1Y) PR 25 S e e it 22
X (P>0.05), W#3,

®3 AEFEMHBILIERZLRBIEER

T
i s PP i W R ME TARE ”;*igg gl
Bl  MP P 2] B (B (e 1) el
[151(%)]
[51(%)]
20174 18 422) 0.8(0.4, 2.5) 16l 1266)  4(22) 16) 1(6) 0(0)
20184 26 5(19) 1.00.4, 3.8) 1662)  20(76) 1) 14) 2(8) 28)
2019 4F 53 9(17) 3.0(0.8,7.0) 3057)  37(69) 4@8) 59) 3(6) 4@8)
2020 4F 58 6(10) 5.0(2.0,9.0) 3560) 4374 9(16) 3(5) 23) 1)
2021 4 80 6(8) 5.0(2.0, 11.0" 5063 5569 15(19) 45) 1(1) 5(6)
20224 86 5(6) 5.5(2.0, 10.8)* 5058  62(72) 8(9) 5(6) 78) 4(5)
)(Z/Hfﬁ 9.058 34.949 0.619 1.158 8.488 1.562 4918 3.674
P{E <0.001 <0.001 0.987 0.949 0.131 0.906 0.426 0.597

W a5 20174 S, P<0.05; bn 520184 A, P<0.05,

3 g

W BAE PR o S AR A SRR ORI A, RZ
RETE S IAE TR R AR LIS, (HixX s
SR AEARAS — BN ] AR SR ™ AR IX S8 HR T
Beo CCIRA B AR W, RRAE al 65
MRZE NI L A B D RE RS L S A e D e R A

2017 4F Mira 55 ' IR AL SERE — S e i) - 73 A
WEEHE (persistent inflammation-immunosuppression-
catabolism syndrome, PICS) A Jf-19 CCI/Z CCI ) 3
A H RPN AR JAE N A
il . BRI R AL S B RE RS2,
K R 2B 7 3R 1 PICSTE A —Fh & 24 H.
FIRIER MG IREEEIE, KAEREREAT . MK
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WF5E @ s, PICS 78 ICU B 34 b i & 4= R & 1k
43.1%, FRACFE N 28%, HAFTH PICS &4 82%
T BRI B 2B R 7, 5IEPICS /A M
Lb, PICS HE 455 U R A B NI . HILAHGE <
BFRIZER | ICU BRI ZE | B 5 A 2EIR K4
e, LR R DGR IORAS, s LN T
A, AT, KSR,

PCCI 22 J& = 7 A g s 1) 2B 5% PR 950 Ji &2 18
B L2, LS ORI L 26 PRy 7 B AR R 4 R
HENEURE, NEARSZ R EIIR . &
R 204E ], JLEEEEFSE T GELE,
R AT AR, 1% S i W v Al T A A I A8
RIELKESF ORI G K, HRZHZ
1 e A i e AR 75 1 FROLER AL T A= A7 A &
FIALSs . SR, XAFE T PICUERE &£ L PCCI
() R A ARG I . = AME AFSE BR PCCLY )
di PICU B095 0] 19 11.14%, 5 5 PR Ar i FH & 1
38.01% "', H PCCIHIPCIS N FEEIMIEAI,

ARBFFEUCAE T 35 3 PCCLI2 WA o 19 B L 3
32141, 5 PICU BJRBIAY 8.12%, T EMEURINE
FEGY, I T71.3%, Horb DIRFU R G0 g i
W WEMBURKZE MEIMEE, H12.8%. A
Ve gLk 2 PCCI 32 R BUA ML S (R ZE
i 62.6%. Demirkiran %5 0 X = % K¢ £ FE
PICU ¥ [l JBi P AFF 5% & B0, ALk 3 A< i) 22 <
PCCI L 5 ik 76.4%, ASHF9R45 55 2 AL .
AR 20 955 191 1) G- 2t B 20 77.6% , AEBETR LR
10.9%, e/ 28 AL N 3.1% ., TEBLIRILR S
BAE TR, X% R R T A R S
M S ARSI SR A BRI IT R, UG E
RS LAAATE o WA B8 P 22 b XA AH 56
5% Bon PCCLAY Bk 81% ™, AWFs4s Ry
Z AL BEAEARST S, PCCIAY M B 0 v Tk
A CCI, HEA CCIEE BG4 N AN IE 2
K80% . MLZ T, SR PCCI LT B
WA R R B SCRE, (HRFR 53 PCCLER L] LIAEIE 5L
HEHF, X2 PCClE PG K R &
PICU {5 s i FEEL R 2 —

AW R, TEASZL PCCI LT, 24 LY
7 L R AEBERAERAE 4 MMER A h 34 Ry e . 2240
JUJR R PRGN 1 = R NBE, B 5y RAIERAE,
Sy EE MG EAE . T4, BA LB iR
26 WA Wk, SiE U EESMH R
A FHEHFIE Bon, PCCIERLIRAE RE S, &

11.6%, H KK 1~17 2 JLEEBEH, WILFEH
5.9% ", ARWFFELERSZ A

PCCI L B MK IEBEIRYT , I RSO
EIT AR FFREEAE IR, A HKEE
SR, T LT R LACRER UL, B W T 0
PR ATEE ST AR AR E ST PCCL T iB
RBFFE AW 22, Lamas ) R 7E R 22 B2
seeR) MEHEREEST CCIRMA L . HRER A/ BE i
N BF CCIIFEA R T EL, SEESH
HREE A R TR A, A
W, BB CCL A RGN A B 2 B 1 20b
KA B B W ) J5 U ERER b o AHOCHFSY 2 /0,
h TSR R B S, E eI L
TR CCLIAIBA, {H B A5 75 B4 A0 19 N ) 5% U5
By R, R A AP E R R AR
IG5 2E R Z RIS, BEHUS FATT T 18 %
PUR NN FJa, FEIRYT PCCLEBJLAY, HfE
(7l R EE, EPARMUFTFENBILRE
HEMMRIRIT R, WEEIRAWNEE, T
it R RO, HS5BIILKIREIREECR,
BOTF AT Il R B 471 A BT PeCT LK % R
(YA E EE IR AL ), Boss & 2 HFFE KM, 1
FEXF PCCLEE LI ARG, 3595 R4 e
e AR A IR R E Z 0] (RS T2 Z
i, ST SERE AR DT SR BT R s s it T
I8/ PCCI LA AE BE st ]

25 Ak, PCCLAE PICU G H B o5 A B f9)
ey, 32 B P A O IR R AN, 5
i PCCT B LBET He ' WL AR I A e . PCCL R
ANBELVE AL F, B4 LR FE R IE R AR5 o
H i E ST PCCL N 2 4 A BIRHE 2R,
O 190 3t 70 2 T S PCCT A ME & S A T 2 1
B, HEST T ARMYCR R 5. SR H T E N AEL
FEALSU, X T PCCIMATHGF . i B BRAF
5 T WA R AL TR B By, 72 LB ERIE B
Ui H 27 PR RS R R EM . Fik, RPRTF
J& T PCCL Y AH G TR A/ AE AT o ABFTE  F47
P35 Sy B, LIl JE A 43 A Tl R A7 7E 95 7] 18t e
BN, HLBUD KIS A RE DT 7Rk, BT RLE
BN . AL TR PCCLAR AL, . 87 o
KV, TG — 0T KEEA . 2l | BilEd:

Hl:%o

F AR ER. AL FEREREF R,
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