rRABSER RN 24 7 2026 452 A5 49 %45 2 ] Chin J Tuberc Respir Dis, February 2026, Vol. 49, No. 2 © 113 -

LIS

eI 15 £ EAE R 2 W 507
LHRIH

PREEFLATFERF S FRLERRMNBIFIRF LSS

BEEH . FERE, PHRFRHEERTRE L EE EFH, K7 410008, Email :
pinhuapan668@126.com; & # , % B AF E R FR L A €5 EFA BRPFREFF O,
At 7% 100029, Email : caobin_ben@163.com

(FEE] TRk, e pe il o e R SE B B 258 UL, O I PR 26 B , G0 1 i 77 32 ke
S 1R Sy ERE I 4 110 XU S 35 v T 1 NTRE, ELRSSE R . T H A E A G = R
1 F FAE N R D912 Y7 HR R R G, T AR B 2 SN A s T o U B 3 T e
2 ar4s A S E IR 5 £ E AR BRI SR 0GB 5 T AR AR B G e i e S 0
SO A2 e A 2 A A A 2 W RTE YT AR S 1 14 A1 DR S S 10 R, Sy S i 410 o 4 =5 o Ml
RITEAISI TR

ELTH : FZEE S & (2022YFC2504401 ) 5 18 5 2 55 A & 11K (20228K2038 ) 5 B 5 F 4%
B} 2 JE 4 (8247012432) 5 U K 18 9% B K & I (2024ZD0530000) 3 J5 %% SE 86 % B8 i X i H
(2023SK2101)

S IEE EM S PREPARE-2024CN532

Chinese expert consensus on the diagnosis and treatment of severe pneumonia in
immunocompromised hosts
Chinese Thoracic Society, Chinese Medical Association; Oncology Respiratory Disease Committee of
China Anti-Cancer Association
Corresponding author: Pan Pinhua, Department of Respiratory and Critical Care Medicine, Xiangya
Hospital, Central South University, Changsha 410008, China, Email: pinhuapan668@126.com; Cao Bin,
Department of Respiratory and Critical Care Medicine, National Center for Respiratory Medicine,
China-Japan Friendship Hospital, Beijing 100029, China, Email: caobin_ben@163.com
[ Abstract] The population of immunocompromised hosts has steadily increased in recent

years. Clinical evidence indicates that these individuals are at a significantly higher risk of
developing severe pneumonia following infection, with the mortality rates markedly higher than
those observed in immunocompetent individuals. However, there is currently a lack of specific
national or international guidelines or expert consensus addressing the management of severe
pneumonia in this population. To address this unmet need, the Chinese Thoracic Society (CTS) of the
Chinese Medical Association and the Oncology Respiratory Disease Committee of China Anti-Cancer
Association (CACA) convened a multidisciplinary panel of experts from respiratory and critical care
medicine, infectious diseases, and related fields in China to develop the present consensus.

This consensus addresses 14 key clinical questions, covering topics such as the definition and
classification of immunocompromised hosts, and the diagnosis and treatment of severe pneumonia
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in this high-risk group. The panel systematically reviewed evidence and formulated
recommendations using the Grading of Recommendations, Assessment, Development, and
Evaluation (GRADE) framework. The resulting consensus aims to standardize clinical practice,
support evidence-based  decision-making, and eventually improve outcomes for
immunocompromised patients with severe pneumonia in China.

Question 1: Definition and classification of immunocompromised Hosts.

Recommendation 1: An immunocompromised host is defined as a patient with a significantly
weakened or absent immune response to pathogens owing to various intrinsic or extrinsic factors.
The immunocompromised status is categorized as either primary or secondary. This assessment
should integrate the patient’s underlying conditions with available immunological parameters.

Question 2: What are the diagnostic criteria for severe pneumonia in immunocompromised
hosts, and which indicators are recommended for severity assessment?

Recommendation 2: Severe pneumonia in immunocompromised hosts is diagnosed based on
the criteria outlined by the 2016 Chinese guidelines for community-acquired pneumonia (CAP).
Disease severity and immune status should be assessed at initial diagnosis to evaluate risk and guide
treatment decisions. Hospitalization thresholds may be appropriately reduced in this
population (1C).

Question 3: What are the diagnostic and therapeutic workflows for severe pneumonia in
immunocompromised hosts, and how should infectious pneumonia be distinguished from
non-infectious pulmonary infiltrates?

Recommendation 3: A multidimensional approach is recommended for differentiating severe
pneumonia from non-infectious pulmonary infiltrates in immunocompromised hosts. Clinical,
radiological, and microbiological data should be integrated. When necessary, histopathological
biopsy and/or multidisciplinary team (MDT) consultation should be performed. The detailed
diagnostic and therapeutic workflow are illustrated in Figure 1 (1A).

Question 4: What are the major pathogens causing pneumonia in immunocompromised hosts,
and how does pathogen distribution differ across immunosuppressive states?

Recommendation 4: The core pathogens causing pneumonia in immunocompromised hosts
are usually similar to those in immunocompetent hosts. However, pathogen distribution is more
diverse, with immunocompromised hosts showing a higher prevalence of opportunistic pathogens
and mixed infections (Table 5 and Figure 1A).

Question 5: What are the recommended timings and methods for obtaining clinical specimens
from immunocompromised hosts?

Recommendation 5: High-quality clinical specimens are necessary for etiological diagnosis.
Once infection is suspected, early sampling for microbiological testing is recommended. The
sampling approach should be individualized based on the patient’s condition and the clinical team’s
experience (1B).

Question 6: How to choose diagnostic methods for pathogen identification in
immunocompromised hosts with pneumonia?

Recommendation 6: For immunocompromised hosts with severe pneumonia, comprehensive
microbiological testing should be performed before or concurrently with empirical therapy to
identify pathogens as early as possible and guide treatment strategies (1A).

Question 7: What are the principles of anti-infective therapy for severe pneumonia in
immunocompromised hosts?

Recommendation 7

1. Initial empirical therapy should target drug-resistant Gram-negative and Gram-positive
bacteria, with expansion of coverage when risk factors are present (1A).

2. For ventilator-associated pneumonia (VAP), combination regimens that include 3-lactams are
recommended (1A).

3. Echinocandins are preferred for treating invasive pulmonary candidiasis, and a switch to
azoles may be considered when appropriate (14).

4. Empirical coverage for cytomegalovirus pneumonia is recommended for patients developing
bilateral interstitial pneumonia shortly after lung transplantation or hematopoietic stem cell
transplantation (1A).

Question 8: What factors should be considered when selecting empirical anti-infective therapy
for severe pneumonia in immunocompromised hosts?
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Recommendation 8: Empirical therapy should be selected based on the type and degree of
immunodeficiency, healthcare exposure, risk of antimicrobial resistance, severity of infection,
microbiological findings, treatment response, and preventive strategies (1A).

Question 9: What are the recommended treatment durations for different pathogens in severe
pneumonia among immunocompromised hosts?

Recommendation 9: Treatment duration primarily depends on clinical presentation,
radiographic changes, severity of infection, pathogen resistance profile, and the immune status of
patients (14).

Question 10: Which respiratory support strategies should be prioritized for
immunocompromised hosts with severe pneumonia complicated by respiratory failure?

Recommendation 10: Noninvasive respiratory support is preferred for immunocompromised
hosts with severe pneumonia and respiratory failure who do not require immediate intubation.
High-flow nasal oxygen (HFNO) or noninvasive positive-pressure ventilation (NPPV) may be
selected (1A).

Question 11: When is tracheal intubation most appropriate for immunocompromised hosts
with severe pneumonia?

Recommendation 11: The timing of tracheal intubation in immunocompromised hosts is
usually similar to that in immunocompetent hosts (14).

Question 12: When should extracorporeal membrane oxygenation (ECMO) be initiated in
immunocompromised hosts with severe pneumonia and respiratory failure?

Recommendation 12: The timing of ECMO initiation should be determined based on the same
criteria as those used for immunocompetent hosts (1A).

Question 13: For immunocompromised patients with severe pneumonia and respiratory
failure, is early extubation followed by NPPV or HFNO a viable option?

Recommendation 13: Early extubation followed by NPPV or HFNO can be actively considered
for immunocompromised patients with severe pneumonia complicated by respiratory failure. In the
absence of contraindications to NPPV, NPPV may be attempted as the initial post-extubation
strategy (1A).

Question 14: What recommendations are there for immunomodulatory therapy in
immunocompromised hosts with severe pneumonia?

Recommendation 14: Immunomodulation is an important component of therapy in
immunocompromised hosts with severe pneumonia. Immune status should be assessed to guide
individualized immunoregulatory strategies (1B).
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5 7 AR T 2 AR AR XU B iy T A R 56
ARG ER A ISR RIR B X (1B) o

(SEMEZEIL] PRI IR SEAE LT
S n]E A Ty AR B AR AR, R R 5 M
R 25 (TR 58 R B o SR Bk A T A B
I S W L T G T bR A iV e T A
T s O A5 5 AT BB AR ARAR AR A | B 7 B 4
P BA T 43 PEAR £ 4 BRI 0 T 8 % s i DR
Ja R DRI, AR SR R 2R 2 W, X T4



< 120 - rRABZER R 2 7 2026 4E 2 %8 49 4255 2 ] Chin J Tuberc Respir Dis, February 2026, Vol. 49, No. 2

RS FE SRR SR ST I s (A

R A RS LEBSERY SRR

H AR A A Dk TSR N A ZF AR R R AT (SO R ER T W O AR R
AT 2 LG A3 W 2 1 N 22 67 7 B T 1) K B 0T (N B 1 1)
B SUHEE

BRI At 5 T 98 B R TR A 0 BORT T L 5 0 KT T A TR R L A AR 25 0 BT

T4 MUFE S (DU R AN R EE B 2R 0)

AR R A P LT R LA S5 P G P SR 22 P 4

[EINUYISTIENERA R 32 VNS AL O Tl 82 4E TN R BN 7 S NG VIR 1
AT AR T | UM SR L

At BTl AR B R TR A T BORT T L S R AT T A TR R A AR 25 A 0 BT
[N IE S IR i N [ob 3 S re N R IV ok 2y e N I ) e RV (U I S
T R AR SO BRI R AT 2SS L

e 0% S 2 Ot % IO R T ML 2 A it 2 ) D O 2 L MR 2 o 1

IR EFXE CD19/20 Y7k, AR 28 B 4 )

) AT IR TR (5 R TR IS Mt SXE T I SO I T < 2 (R A R T

SRR R LR AR T

5 R PR AT 1 ) (B F R A s B )
U (5 B TRTE BRI IENS | 6-3i ZENENG R FTE)

KN NN A EX N SR OF oy RN
FUA A 7 K ge W 5 7 (I 2R B A I 2 60) VP R i B

o7 PRI RO R IR YT 5 Il 185 )
WS L 30 0 T A BB A R (PG 2 SR ARAESER]) BRI iR T

ISR IR P 1 4 i 5

Janus A 5 f& S0 HRIH G e AT e )
B [

85 L E5 R SR T AR S5 2 BORF R /R e - RADZ e 75 Tk R 1R 9 1
Tk

LLIE N REING EENEE obrse

20T T A AN T ORI ER T, BT R AL T, e B AR

TR K JE TR T L B2 e T 2 SUMLIR I B R R B T R
TP FEIRI L

T I A R A

JO AT T ] o A P MO TR <6 O (0 ) 0 BR TR Il R B BR TR T R B R OAT T Ll

B AT R R R TR T PIGE S MU R R TR R T

Fipl TR AR FLATE CRRUBR TR AT ) BR P (G5 P 1) FEBRFHT ORI 1 R AL
PUCE M) | B ar J BT (R TR ) AR R BR BT R 2R (B MO T BT
BV Pk ORI -t A TR )

MAEHUEAGET T T AR R W3, I 7ELE
B KU 55 3 4 O Sl I T R S0 U B
8 G 222 B 5 R 3 ARG e T 5% A6 5 2 21
O A

(HEFRBA] D 2256 P DTG IR T X
JE 3R e o T A A SR e, R AT I PR
PRAS R IO Se PRI T T8 S A I B A A 3R
B s <A B AL AF T I TE A QI BOR Al A
I [F) P S, A i v D2 AR 7™ 8 s D i
T AV EEERAR DR GWRIRS . 1E
TP BRI, 5 70 20 A O A XRS5 3R 4 5
A 2R IR VAR L A 1 5 /N B B 22 2 W T BL
FEAWIRRIR A, 10 32 U BEERAE AT BRI R A XU 1]
b U AR, W R S . A T
DIREMUR T, SO B A S s A e vE AR TE
R At g it~ 12 W D T )9 A AR i R L AR AR
AR A B 45 B4 A AR HOR BE ) R 22
Wb TR o M ik ] i 2 2 G AT A AR AR
R B BRI 5 S BEAR AL, 75 Ak K g A Al ELJRURS:
A R AL SRR I R A FR IR AR

B3 25 A AR A JRURS: , 200 30 o ot /N B 72 2 O
35 1M1, ) RE PR Ao S5 e, 9 /D SR8 A A il il 24 21
TR T S0 M0 A5 I, DI AR BT o 5 sy L LA
ZWIMERN A& IRA

i) R 6: G 3 4l A = 9 SR 2402 T ik dn ]
TR

(EFEI 6] X Tzl f FEAEM %
HWAE R B2 B PR GYIR YT 1 R I 3l 2 1, S a)
FE 78 T I A W 2 R 2 R, LR B A 00 95 T
A, DN A Jo B2 R B BB I6 T SR g R AR (1A) o

[SSHEEI] ekt i, RN RCEY)
FEARAHE 55 (A3 B R R 9% o R i 3
FAE) IR G (e PrR Y o 59 bR
o SRR YLt SRRt YLt BT Y ASE) PR
Rz (G 358  GM 5 | B BR A S AR 22 b JAt L 42 A1
PRPRBCJEE il 4 BR TR R P ) PR B A% i
I (PCR .2 # PCR . INGS .mNGS 5§ ) . W 1£ 7043 F
Al 55 5 S5 9 B AL SRR () SE itk - A B R B
R - Be , W BT R A 2 R 5 AT R I, AR
I DS ARSI £ P SR S 2 W R P
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(FEFFWRRR] S W aff o B A % 4 5 fa e il
il 1 = EOE A% AR I BB IR YT B OCE B, FRREEAK
ISR 2G0T AN UE N 25 W) S 2 AR
HAE A XURS: , s AT e X AR IS AR S 5
M0 AN, BRI T AL S PR 1 SR
L 1% R G A%, I RITAGME R AR, FR Al
J R e Y 2R B R T R OB A5 v, DR LG AT b B 5
AT R GE A 2 A ST RE DB [ 212
W, ARG SR

V8] =7+ G S A i A T A il A8 BT IR T
Jist )

[(EFEERT] (DWRERVEPURGIARTT I
7 i T 24 A 2 [P TR R T 245 2 =2 PR TR 5 E AR AR
K AE Ky PR I, W9 OE 2B YT R PRI (1A) .
(2) & IF W 0% AL AR ¢ il R (ventilator-associated
pneumonia, VAP) i [ &, B USCR FH % B-PN ok i 2
GYNIER B PURIRYT I 3 (1A) o (3R 22 MMl 2k
PR B R T R 225 W) L s AR HAR M SRR
AR MR 259 (1A) o (4) I 391 it #4 A 5
T I RS AR IS SR (8] J5 1 il A ), 22 4 e
TRYT T S B T E AL EE A A (1A) o

(FEFVLRA] eyl 15 3 5 70 4 W E
o AR SRR G il I oAy TR I 4% 1T B B e
T5 ZE A REAE o ELIE 1Y TEAT S A4 2 0 i % i A
RIE IS fER R Z " B, R &
P G 3G 7 AL S B e 2 A =2 PH PR T (AN
MRSA ) LA KT 24 4 =2 [ TR (A i) 2t e B e T ) 45
G R . SAETE LU RS L2 — i, ik — 2
P RBUBE DG - (1) K B AT 27 BORHE 7= i
2l DA B 23 P D A B g 8 AU 5 (2) 7 55 157 s
J e S5 R ] B BUR RTINS HLIE DR . 2 RTRSE
KT VAP 18 e B S I 51) Sy 22 Eh T 24 T SRk g
1y AE R PR PR AR VAP B R T
P 2 A BN 1T B- N Tt e S 1 ) i B T 29 W 1Bk &
Uk S

DA e 4 S R 2% v R/ RN | B Rl % v RV
/U R4 28 T A B TR HETE T T R TR
75 BT RRE e B G A 7R 43 1 TR R R
WA S 245 ) SRR I, T A A T S R B BRI
J7 0 BAAEARRE L BRI A S ), N e hiat
el T 1 B R, DA ik A ) SR OG Rk e 1 45
oY AR R A R L HL
Y I A 22— , TR it B Al B 1l 40 A F% AR A8 A
Hh R G 48 AT TR GH R O A M AR A Rt

X 3 1 it A A 2 i T A0 S RS AL S R )
SRR 5 i ER A, IO AE 28 B M RR YL T 58 v B
AHE 5 (5 melkg, B H 20k, IR I B D BE R 4
FaE) @ LIS 55 B AN MO B AR | B A R 2 2
L

i) B3 8 : G FE JU) ] A T A i 4% 45 B P ek
PG RN R

(HEFE W8] Gy il 15 5 FRE il & 1) 28
MUY IR T N 25 75 R S B A R R
7 O SR 5 5 24 XU TR P SRR B
SIS W SR BTG G T B9 BN, I3 T 7
% (1A)

[#EFBEAA] BN HAP FI VAP S 45 1
B E A il i = TR Il R 0 R B0 PR L IR YT T
GAEELZIEMER . B, N G B 2
PR SRR, N [ 14 G2 e 2 L 2 5 i £ 3k
S R TSR A B S o v e 4 R ek 2 o TR
YRR AN, ML S BB RS B A &
A 8L TR R A e B SR AL e Mg . R B
SEA HRE I R AR s A B s RN T 20 il s
VAR A e 28 S i 29 R AA . eAbh iR/ AT T
il IR 1) P R AL L 3h 1 RS AR
fE R A O LA RS A8 2 3R I CLn OB R 188 P
AT BEHE S M6 - PR R , 45775 £ 2 T AT e s il 2
SR ) o HeJe, I A BT R R R 24 KUK, A 3]
P 2 52 ALAME Sk (o P oC bk A R
SRR 22 T 1 24 TR 4 KU S B I 5 Bt R, R
TSR AR T A AR A (A L 3% S0 A B TR R T
it A ), BB B e S R IR T R . LRALA
R AT RIA T S A T VR AR Y ]
R, H5e KB 4 1 7 RAH R AT 24 XU

18 258 9 - G2 1 i i 3 T il 48 6 AN 7] 95 JEL A
JERYL T IR T R

[FEFEI O] A [l J5L A BT S0 G 328 41 1
fi EEAEM R, HPUBY TR 3 B R T R A
I R R I SR 2 s R T T AR s A
T 25155 150 A BB e e D) BRRAS SR I R, 1 T
AEEIQV.D

(HEFF VLA ] e 0 i 32 AR il 58 1) 40 Je%
Y7 I MR Al SR AR I PR R BRI 24 3
00 B ™ TR s DR 2 A R R Y
FEDRERS FE R R IAT AL IREE . AR YT i R
w2 BT M AR A A I AR B AR S FE A, B
PARIARIT TR LA BRI T AL
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1. 4 TR il 98 < X6 T G2 S i F2 E R AR
BWAE R ITAL LA 45 T WP IRYT ,
T M Al PR 257 TR HE A ICU 45 B CAP,
IO PR T it 8 e 3K TR RN AE A o BT R L HEAE
B- PR e 56 15 B 47 85 3%, 1 B- PN IR K5 Mo 2 ) 9L
WETHERVAYT , — TR 7 5 EAEAE MRSA JBy
JRUBS: , 76 3Ry S8 S A 1 I5C B U oty B 28 R 4 M i
HITTd . X F VAP IR 16T T B0 6 4
B € T 20 K AT ) gt A ML R B A 2 B A
B o MEAE T RALEE . — R BT AE R O &
BB ARl ) — b B- PN BRI PR 2 [ M AR
2 (WRPL PG A/t B30 Sk Aamb s Sk fefh e 562
Bima RS A S ) LSRR B- N R
FH L R STA R (RN AL 224D B Bk
TR KKER ZAER ZHEEBF)RE N
LI R — B 7 A5 7 dIRYT I AR I R R
e [ 2 45 3 2% LR I BRI YT SO R KT R, H
BTG 58— 7 B bm e, W 45 A s AR A iRk
PR

2R EE MR R X T BB A 12 1 it B B JR
ey e i1 3, R A B A — LR IT 4
Yy, LR FH I S mT AR Jt S T PH A (1) CAP A
Bt EECE AU T KRS, FLZEACHR 48 h I FF 4R TR T T 3R
FECH A 0 75 mg, 2 K/ IT AR S d, B IIREAS 4
Fi ILEF I bR 20 J2 0 ) > . WRYY S d e %
T A 4T3 Ay B TT B R AT — N7 AR . 5 SRR
9 T I 24 S5 T T PR AR, ] e PR A% R PN I 1
FIE A BAR AN 7T I 25 o X H BRI bk &5 7
IR B I B R S IR T &b
JmA e bk BB 18 5 (10~15 merkg, 3 R/, J7FE 7~
10 d) , ABE 55 K -7 PRI B 0 0 0t 9 i
FEAE AL HSCT H 515 52 R 18 ] 5 1tk i 3 1) £ 35, I
2 U0 MR 5 E A0 IR BE , B IE B IS TS (5 me/kg,
20, B2 ) I B DB R R 45 2

3. FLDA YL e bl s B 2 PR 2R
SRR, B L SRR AL 0 A | R R A 6
TR A TR Ml B 1 e e BT LB
25 ) B 2535 97 CH FH AR S R mae i ik o R0,
6 mg/kg, 2K/, F 552 K 4 mg/kg, 21K/d) , 85
P NS e A == I R o’ iy SRS AN
200 mg, LAJ5 100 mg, 1¥K/d) 5 B XF AR 57 5 s 1 £ 7
RIT NI, 25408 ) 2R T 5 E O IR
210 BLIRYT 2 3~50 JA A 45 B T B 3 I K
J 0 Ko B %5 Ty R T NG L A B

B PR A IE /R e TR W e (42 TP AR E R B 15~
20 mg-kg ' d™, 43 3~ 4R G IR 21 d, LARE
AR PRI R AN R 45 )R XU B3 B 77
W % B R A (3~4 mg/kg, 1 /) BE A 5-36UH
WEE (100 mg/kg, 4 W /d) 175 IR YT 2 Ja L Bl SRR e
(400~800 mg/d) FLIE 797 8 JH, T LA F6U 5 e (200~
400 mg/d) 4EFFIRTT 6~12 4 H AR P 3505 16 T %
JEIE Y FEAC ST AR

4.2 A R A AR ISR 5 R R I RE R R
SR AR I R, He b AN 3 5 0B H IR R £k
HURCE WL W S I U AR METR YT O R
T O 2R 6 ) B i R W TR 5 g R W % A I
PRS- IR , B A 2R A8 S BB 97 [ B, LAV
R SR L HURR L T e AR R IA
JPP S YR HE S B 4 R A B S
i), B A A i i R AR S R S R AR HU I A
Dy RN FESR B B FEIRGL B AE ™ e, B
TR 2R AT REN 2 AR B R e — IR S BRI
PRASEE ) 2 A, DL o6 e i A B G A . AE
FAFRVFRIETR T L WS S B T S e G
J7 , FEIRIN 25 3 F8 00 B SCHFIR YT  ALAE AR AR
EFR SR LIS R TS

1] 8 10 - A2 10 i i 32 AR il R 45 O P I
U5 , LS e PEME A IR 4 07 5K

(FEFER 0] X5 TG il 1 3= HAE it ¢
B I R B R AR B R 2 U A TR AR
U7 N E i) W evrion € o/ ol L ) E S W O K
2 85 i & 29T (high flow nasal oxygen therapy,
HFNO) 5% JC @] iE J& i “C (noninvasive positive
pressure ventilation, NPPV)(1A),

[SCEHEEIN]  7Eb T 0 Sy RN 1 58
DAL 1% RS (W APACHE 115 SOFA 1:43)
LG HIW A SR OUFN 4 B R 00 o X0 155 AH RS
4%, Pa0,/Fi0,>100 mmHg [ PB=760x ( 1-h/44 330 ) x
5.255; Pa0,~ (V3 1fi Pa0,)x (PB/760) |, HAt A 5 1)
REFIIL I Bl 7 A AR AR , A A3 R ) S 410 il
iE i 58 5 IF P W g 3 1Y A, AT 2 HENO B
NPPV; GNEL AT & AR SR AL , DS B Fsf el T 1] B
1E H i X (intermittent positive ventilation, IPPV) .
% JEF) HENO HAT G185 B i L 32 M RS B RN
AR R ATTE S5 ARV IO e i HFNO (B35
PRSI S AR a0t BARS AE RR AR Y
i B I 38 (RR>30~35 Y /min ) , 4 B IR UL
2 55 Bl R P R v A OO, ] e A
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NPPV (1~2 h) ; 77 [ # A Be it BEDAAAE iR R B, )
A E A E TR NPPV, Qi B4 NPPV fiL Se 1%
(DR A up 5

FE NPPV A5 3 e 75 11 - 47 J 38 JC W b P AL
¥¢ 57, nl 22 FF 22 <38 1E & (continuous positive
airway pressure , CPAP) ; X T/ W 4 5% B G B bl A7
FE T2 LI 57 A B P I L2 S5 0 2, sl 3
WK S A GE IE il S (bi-level positive airway
pressure, BiIPAP) , DL i b a4 I 2 1L 71 7 il
WRH5EE.

[#EFWBA] HFNO Al Fratmimi i  mik
B, P AR KO SR IE TR [R]EE X A
ST TS RIS, 42 5 67 AN 2. £
T AF: Meta 43077 i, ShR1E RS A EL , HFNO
AT REAIC AR 10 48 %, L 1 A IE 52 BB 2 3 R AIURS 48
R, NPPV AJ 7E S A e v i 460 h [m] A i A [ 7K
BB E e X T A O T IR v A G 5 B A
T, 0] B T A 4 i v A 5K | e I 1 K i
SMPE TR 5 o S 01T XA [R] G e 41 il A )
IINFEAR R RS BEALG BB 527 o |, S AR iE R
FHLG , NPPV 20 £ 385 S0 A 23R Ko S8 R 1 ] [
fik. 99 A 5T RCT BYZRAR i — 20 3R W], 1E Gz 1
TIF A 2T s v 8 5 o, BB ] NPPV AR
T iR ST AT R AR A A R A SR, 4
ICU AEBEif 1] H ik, TSR I S 45 0 Xk P Y
i £ F , HFNO 5 NPPV ¥4t T G5 A% i & 8007
2016 4F Wang & LR R 2 $E7 | 765 I WP I 5 0 (1)
GaBEMN 45 327, NPPV AIXF T IPPV 7 [ AR AL
Dy A — @ e EARAH DG ST i B il AR
i FEBFEAS 52 4 W, 5 2T 22 o e 0 i il 6
FEAE R fe R BRI 22— M T B 31T IPPV, it 58
243K NPPV HA G 3E . 56T HFNO 5 NPPV 2 [i]
LA, BRAF SR R R G2 R SR s, Y
BRSSO R AR S5 R )y T 26 5 AN K 5 3B
SRR R HENO 1] fE 48 NPPV HLA TG A4
FEERNIE KR & AR JE R ] A 5 HENO #3814 5
UL e NPPV A 5 P W B A S i 453 495 XU 558 v A
XKoo GAPUAIEYE , HENO 5 NPPV 24 7] /F Jy # g%
I A 3 RE I AR 5 O I W 5 vy 1) — £ TR I i
YT, 454 HFNO FI NPPV 2 I 1 [ & A 56
WF 587050 X% T i 1 3 E (APACHE 1T 5§
SOFA PE/3 %1 ) \Pa0,/Fi0,<100 mmHg ) X Ifil. i 51
FIZEATRE B M B I8 S GBI S FE R
o S, Ry ™ 4 W 5 AR Ak, VR AR R A

A RIHLGE L.

i8] RR 11 G 8 40 ) A T EORE I AR AR Y
B AL

(EFEI 1] R ihfil e 32 RN R A
BB LA SRS g AL, R
P o by i R 4 BRI 0 245 T, ki 6 PR B 3R 47
EMEIRIEZE(1A)

[SEREEEIL]  MGpe il fg 5 FE il R
I N M — B 2 IAE G ], N K B 25 AT A
I A RIMLAGE

L R AECAE RF 22 N RE 2 1F « 7E A TC A I
W 32 5 T AR K g 4E £F Pa0,/Fi0,>100 mmHg, B¥
Fi0,=1.0 B} SpO, 45/ T 90% .,

2. ML 8N 1 2F AT A6 70 AR 5 -
M2 )5 |, F ¥ 8k A7) <65 mmHg.

3. BPVIRASRFELEAL : BN BE M AT N,
K P EF BRIP4 (GCS<1243) o

4. WF WU BRBRASE - H IV I sl 478 B R 455 5 37 I
ITRERE SR

5. PFI D e AT AL, [FIRHAF & LR 20 W
ZRBRUfE : (1) PR AR A 35 35~40 YK /min; (2) B g I
W 5 3 R WL 5 (3) B 4 iy B 5 (4) R
MR RFLL N .

6. ANMiif 32 NPPV « PR B (MKt SR 73 3s ) | T
B8 30 AN A D PR v i a7 sk LA JE R AR

7. HFNO 2% W =5 s 2 81 - fifi FH HFNO ] |
ROX #5%<4.88.

8. NPPV R I AE 42 : NPPV f3 8 1 hif ik B
HACOR P¥41>5.

[FEFURA] IR, ORI S
TR N ERAE S SRR B E T S m UM
Sl TR A PR AR A A B L S e P g R
SIEFT A (TG B F e, BEAERFSE s, ShrifE s
JPAH L, HENO I NPPV AJ SiE 4 M 2 IO I 5 36
A B SR A B ], (0 — B A 4ER |, WIS A AT
REECH) b BN AT A 30 A B 227 . FE S BRI IR
rh, EB A e A TR e I 1 AT GIHLIGE SOT
K VAP FAH &I i G, A A i 1) F S AT R
FIE T A1 38 AR (R, DT 1 R A A B LR o 4R
M, — H G e il 1 5 7 A A0 At 72 Jf &
VAP, HOp S8 0 2 T &0 H T o % 11X
BRI N B S I HLER R L L T 2% Bk
£ A 5 N BE RCT BF 28 v R Y 3 45 A
YOS RIS A LA R T H ) E TR R S Ak
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SCXURS: : (1)HFNO 6] ROX 46 % <4.88 # ik Sk
G BE I A 5 37 A (0 EE EE P AR 5 (2)NPPV Y]
[6] NPPV Ji7 3l 1 h B 2 R HACOR 3 43 >5 7R 7R
NPPV 4 MUXUS 482 5 5 (3) VOX $551(SpO,/Fi0,/ Vi)
SEFAR bR IR RTAE S R B TR TR RN
S S E T b ROX 48 $i<4.88 X 4 45 114 15
YA PR AR S D T 2 R, HAUC U
0.623"", PHUL, ZE e Ml 1E £ b AR LR
L —PEArE R, 1 45 A e S T A T RE AR
T S IR 256, bk faaod J AR AR A

i) R 12 ;G 38 0 i A 32 TR il 48 A O I g
¥ ECMO Ji3 sh B AL

(EFEER12] GG EEEMR ST
W 2B HA A MR 48 A (ECMO ) B 1S ShEsHAIL I )
Al 25 AR G P il e 5 A CHE E S AR ME (1A) .

[SERMEEIL] ECMO 195 3hif ML I 2 IR
(2014 4F RSP A 1R Y7 BN B RE I I 502 98 s PR
PRAVEMELE 72 00 & EOLIA BF 5% T % FH A A 2E A v
G BB AR DLLE B VAN JE H HIUR

[#EFRA] ECMO 27 5 & METR PR
vy R R REA TP AR R0 T2 B, o A R R A e
e £ 0 H BTG SR BR RS AN,
H BTG AL Sk A E A — 50 a5
YN T 46 4% % ECMO IR 97 B9 S e 30 i 1 32 (LA
B BB B o ), MR AT RN 32.6%.
Bein 25X} 6 T 6 K G il 15 32 A I E T IR R0 |
1252 ECMO JRY7 1 [ 80 BA S BfF 5 4 538 24T
31 386 1] 8 # , A A7 R Bl N 0~50%, H #% %
ECMO 5 K425 ECMO B & WA A R Mk . #%IE
) G R 2S00 22 S 5K LS U 28 WA 96 Can o,
W 22 595 2 I Rd R % ECMO TS B 2% ), W S e il
il 5 3 H ECMO 75 Ju HE . ST I3 st L,
Schmidt F 1 F 4R 22 w0 KR 1 B P A 55
B, G EI I & A )5 30 d MR 3l ECMO (1) 22 Tl
AHXT T T v 8 765 PaCO, 25 3K 30 i Mz ifn /MR i
B AR 5N RS ARG, 48R L3R AR 50 e
T A & 75 52 ECMO.  Wohlfarth 255 it fF 5%
WL ECMO ({5 FHAE AE 4 78 78 43 1Y I S 15 (A4
155 PEEP S A RMo/ 38 <) T BH S8 ) N s, AT3A7 A6 T
PE 8 B A A AR AU AE

H A B = 51 XF Sz 1 i A ECMO Ji5 3l i
PLEE TTHF5E , AT 2% (2014 4R IR AN A 1697 R
N T P W o vy s PRARAE AR R ) AR 4R T4
Yl A 47 3 K G S B 6 ml/kg FRARIR T E &

JE<30 ¢cmH,0 . PEEP>10 ¢cmH,0 , I BE 4 fifi 52 5K
Fih {7 38 A3 B LA 70 45 5 it ) O IR S ok 3 B 5 R
ECMO & 97, J& 8 35 1F 4 5 : @ PaO,/FiO<
100 mmHg, =% fifi #3-3h ik 48 43 & 22 [P (A-a) O,] >
600 mmHg ; @i <A % >35 YK /min B} pH<7.2, HF-
5 1E>30 emH,0 ; @AFE A <65 % s @MU < ] <
7d. IRV Z B EOLIA So#ibt 55 bRk, ik 2 51
At 2 — Bl a] % [& ECMO ;: D Pa0,/Fi0,<50 mmHg
FF4E>3 h; @Pa0,/Fi0,<80 mmHg $542>6 h; @5l ik
Ifi. pH<7.25 H. PaC0O,>60 mmHg £ 4:>6 h. 7F I 3
fitlt b, 8 7 7 53 AL e e 0 IS Y ity 48 s D A4 e
JoT o AR FURR A AR A 3R I R g S N 2
AT N BB ST . ECMOE S B — 1
Rtk F-BOFAE T Fr A Sz i il 15 3, AT
FAERZ , AR KX ECMO Ji s AL R4 75 225 Jin
MMRAL . R QIPLHGEE A DG VAP X5 B
AN R 0T ER o AR I AR R A% 2
REAFNT R AF (C G 2 v I IR 53 WA ) 35 /0 Bl % 9
fE 7 1 AT B AR CAn it £ P il 2R sl B eI 48 )
TEEA KA b AR 25U R 0]V I ECMO”
Tian 55" ) [ JB P F 90 £ s, A7 0 A8 T I T
ECMO /5l iy, Z R 40 #7 7 IPPV+ECMO #%
KGE W%, TR, R ECMO H Rk
THREB B, W8 E e BE ECMO W AT £7AE W] i
W W2 8 30 1 g W W2 B B, R K B R 3%k TPPV+
ECMO #55L, DAE G B R RO AL

i8] RR 13 G P 40 ] A 3 50 I 48 5 O 0 I
Uiy (14 (B W UE H 38 A, S 7 Ny B4R 8 e DR A
38 RS B s T T
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