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Background: In 2024, new international consensus criteria for pediatric sepsis
and septic shock (2024 criteria) were introduced, replacing the 2005 criteria.
The 2024 criteria use the Phoenix Sepsis Score (PSS) to define sepsis (score
>2) and septic shock (cardiovascular PSS >1) in children with suspected
infection, moving away from the 2005 reliance on systemic inflammatory
response syndrome (SIRS). This study compares the two criteria in terms of
diagnostic consistency, disease severity, prognosis, and early identification.
Methods: Pediatric patients with infection admitted to the PICU at the Capital
Institute of Pediatrics from May 2023 to May 2025 were prospectively
enrolled. Those diagnosed with sepsis within 0-6 h of admission were
included. Data on demographics, infection sites, pathogens, laboratory
markers (platelets, albumin, creatinine, lactate), organ dysfunction scores
(PCIS), and clinical outcomes (mechanical ventilation, CRRT, MODS, DIC,
mortality) were collected. Diagnostic agreement was assessed using Kappa
statistics, and performance was compared using McNemar's test. The 2005
criteria served as the reference for calculating sensitivity, specificity, and
predictive values of the 2024 criteria.

Results: The 2024 criteria identified fewer sepsis (80 vs. 240) and septic shock (49
vs. 86) cases. Diagnostic agreement was poor (Kappa=0.161, P<0.001), with
significant differences in severity markers (lactate, PCIS, MODS) and outcomes.
The 2024 criteria better reflected sepsis severity but were associated with
potential underdiagnosis of early septic shock. For septic shock, 20 cases met
vasoactive criteria only, risking missed early diagnosis. Cardiovascular thresholds
in the 2024 PSS may be overly strict, delaying recognition. No significant
difference in predicted mortality was observed between criteria.

Conclusions: The 2024 sepsis criteria improve specificity but may overlook
early septic shock. The 2024 septic shock criteria are stricter, potentially
delaying diagnosis and treatment. Prospective studies and Al-supported early
warning models are needed for better early identification and outcomes.
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septic shock
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1 Introduction

In early 2024, the 2024 International Consensus Criteria for
Pediatric Sepsis and Septic Shock(hereafter referred to as the
“2024 Diagnostic Criteria”) (1) were published, with the aim of
replacing the 2005 version of the pediatric septic shock diagnostic
criteria (hereafter referred to as the “2005 Diagnostic Criteria”)
(2). A key distinction between the two versions is that the 2024
criteria no longer rely on infection-related systemic inflammatory
response syndrome (SIRS) as the foundation. Instead, they focus
on the pathophysiological core of “dysregulated host response to
infection,” emphasizing the life-threatening organ dysfunction
caused by this dysregulation. Specifically, the 2024 criteria define
that a child with suspected infection can be confirmed to have
sepsis if their Phoenix Sepsis Score (PSS) — an assessment tool
covering dysfunction in the respiratory, cardiovascular,
coagulation, and neurological systems — scores >2 points.
Among these sepsis cases, those with a PSS cardiovascular
subscore of >1 point are diagnosed with septic shock. In clinical
practice, substantial discrepancies have been observed between the
2005 and 2024 criteria in the diagnosis of sepsis and septic shock.
These differences can directly influence clinicians’ diagnostic
decisions and subsequent therapeutic strategies, thereby affecting
patient outcomes. Accordingly, this study compares the two
diagnostic criteria with respect to the early identification,
diagnosis, and prognostic evaluation of pediatric sepsis and septic
shock, with the
implementation of these diagnostic frameworks in clinical practice.

objective of informing evidence-based

2 Methods
2.1 Study design and participants

We conducted a comparison study of pediatric patients (aged >28
days to <18 years) with suspected or confirmed infection admitted to
the PICU of Capital Center for Children’s Health, Capital Medical
University in China between May 1, 2023, and July 31, 2024.
Inclusion required sepsis diagnosis according to the 2005
(2) within 6h of
admission. Patients were excluded if they had known or suspected

international pediatric sepsis consensus

cardiac disease, preexisting hypertension, diabetes mellitus, or
thyroid disorders, received vasoactive agents for indications other
than shock, had incomplete clinical data, or if their guardians
refused to provide informed consent for study participation. The
study protocol was approved by the Ethics Committee of the
Capital Institute of Pediatrics (Approval No.: SHERLL2023046). All
procedures were conducted in strict accordance with the
Declaration of Helsinki and the Ethical Review Measures for
Biomedical Research Involving Humans (2016 Edition). For
children under 7 years of age, with confirmation from their legally
authorized representatives, researchers provided a verbal
explanation of relevant study information, including the purpose,
procedures, potential risks, and the rights of the child. Details of
the disclosure and the guardian’s acknowledgment were recorded

in the medical records, which was deemed as completion of the
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informed consent process. For children aged 7 years and above
diagnosed with sepsis or septic shock, due to the critical nature of
their condition, they may experience impaired consciousness and
are unable to provide independent informed consent. Therefore,
this study waived the requirement for obtaining informed consent
from children aged >7 years.

2.2 Data collection

Data were prospectively collected via the electronic medical
record (EMR) system within 6 h of ICU admission. Data collection
protocol included: (1) Baseline clinical characteristics: age, sex, vital
signs, infection source, medical history, and comorbidities; (2)
Physiological and laboratory parameters: (1) complete blood count,
(2) hepatic/renal function tests, (3) coagulation profiles, (4) arterial
blood gas analysis, (5) blood/urine/stool cultures, (6) pathogen
detection assays and (7) pediatric critical illness score (PCIS), (8)
pediatric risk of mortality IV score(PRISM 1V), (9) pediatric index
of mortality version 3(PIM-3); (3) Assessment of whether the
patient developed disseminated intravascular coagulation (DIC) or
multiple organ dysfunction syndrome (MODS), use of mechanical
ventilation or continuous renal replacement therapy (CRRT), and
clinical outcomes.

2.3 Diagnostic criteria

This study applied two sets of diagnostic criteria. The 2005
diagnostic criteria (2) defined sepsis as a systemic inflammatory
response syndrome (SIRS) resulting from infection, and septic
shock as sepsis accompanied by tissue hypoperfusion and
cardiovascular dysfunction. The 2024 diagnostic criteria (1)
defined sepsis as a Phoenix Sepsis Score (PSS)—assessing
dysfunction across the respiratory, cardiovascular, coagulation,
and neurological systems—in a child with suspected or
confirmed infection that was >2 points, and septic shock as

sepsis with a PSS cardiovascular subscore of >1 point.

2.4 Statistical analysis

Statistical analysis was performed using SPSS software, version
26.0. (1) Categorical variables are presented as number of cases
(percentage) and compared between groups using the chi-square
test. (2) Non-normally distributed continuous variables are
expressed as median (interquartile range) and compared using
the Mann-Whitney U test. (3) Agreement between the two
diagnostic criteria was assessed using the Kappa statistic;
diagnostic performance was evaluated using the McNemar test;
and intergroup comparisons were conducted using the chi-
square test. (4) Using the 2005 diagnostic criteria as the
reference standard, the sensitivity, specificity, positive predictive
value, and negative predictive value of the 2024 diagnostic
criteria were calculated. A Pvalue of less than 0.05 was
considered statistically significant.
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TABLE 1 Baseline characteristics nof enrolled cases according to the 2005 diagnostic criteria.

Clinical values

Non-shock Sepsis

Septic Shock
(n = 86)

(n = 154)

Age [median (Q1, Q3)], months | 12 (3,58.25) 7 (3,23.25) 42.50 (4.75,90.25) 26.674 <0.001

Sex, No. (%) 2.683 >0.05
Male 131 (54.6%) 78 (50.6%) 53 (61.6%)
Female 109 (45.4%) 76 (49.4%) 33 (38.4%)

Presence of underlying disease(s) 73 (30.4%) 27 (17.5%) 46 (53.5%) 33.708 <0.001
Infection Site Bloodstream 15 3 12 60.800 <0.001
Respiratory 125 99 26
Urinary 38 31 7
Central Nervous 15 9 6
Multiple system 21 6 15
Other Systems 26 6 20
Pathogen Bacteria 98 53 45 14.543% 0.004
Virus 77 53 24
Fungus 3 1 2
Mycoplasma 23 21 2
Other 39 26 13

Data conforming to a normal distribution are represented by mean + standard deviation (SD), and data not conforming to a normal distribution are represented by median (Q1, Q3).
*Statistically significant compared with the decompensated septic shock group. *Statistically significant compared with the compensated septic shock group. “No significant difference

compared with the non-shock sepsis group. “Fisher’s exact test.

TABLE 2 Baseline characteristics of enrolled cases according to the 2024 diagnostic criteria.

Clinical values

Sepsis (n = 80) Non-shock sepsis (n = 31)  Septic shock (n=49) x*/H P-value

Age [median (Q1, Q3)], months | 60 (24.50,112.25) 31 (12,68) 76 (42.5,131) —3.457 0.001

Sex, no. (%) 1.064 >0.05
Male 47 16 (51.6%) 31 (63.3%)
Female 33 15 (48.4%) 18 (36.7%)

Presence of underlying disease(s) 45 (56.3%) 10 (32.3%) 35 (71.4%) 13.79 <0.001
Infection Site Bloodstream 13 3 10 35.294% <0.001
Respiratory 27 21 6
Urinary 3 0
Central Nervous 4 0 4
Multiple system 14 3 11
Other Systems 19 1 18
Pathogen Bacteria 44 12 32 11.416" 0.013
Virus 14 8 6
Fungus 2 0 2
Mycoplasma 7 6 1
Other 13 5 8

Data conforming to a normal distribution are represented by mean + standard deviation (SD), and data not conforming to a normal distribution are represented by median (Q1, Q3).
*Statistically significant compared with the decompensated septic shock group. Statistically significant compared with the compensated septic shock group. “No significant difference

compared with the non-shock sepsis group. “Fisher’s exact test.

3 Results
3.1 Patients characteristics

A total of pediatric patients with sepsis admitted to the
Department of Critical Care Medicine at the Capital Institute
of Pediatrics, affiliated with Capital Medical University,
between May 2023 and May 2025 were included. Baseline
patient information is presented in Table 1 (based on the 2005
diagnostic criteria) and Table 2 (based on the 2024 diagnostic
criteria).

According to the 2024 diagnostic criteria, among the
49 pediatric patients diagnosed with septic shock, 20 required
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the addition of 1 point due to the use of vasoactive agents
within the cardiovascular system component of the PSS in order
to meet the diagnostic threshold for septic shock.

3.2 Analysis of diagnostic agreement
between the two diagnostic criteria for
sepsis and septic shock

The two diagnostic criteria showed poor agreement
in the diagnosis of sepsis and septic shock (Kappa
value =0.161, P<0.05). The detailed diagnostic results are
shown in Table 3.
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TABLE 3 The diagnostic results for sepsis and septic shock according to
the two diagnostic criteria.

2024-criteria Non- Septic | Total
2005-criteria shock [ gloYel §

sepsis
Non-sepsis 0 0 0 0
Non-shock sepsis 133 21 0 154
Septic shock 27 10 49 86
Total 160 31 49 240

TABLE 4 The diagnostic results for septic shock according to the two
diagnostic criteria.

| 2024-criteria 2005-criteria
49 37 86

Positive
Negative 0 154 154
Total 49 191 240

3.3 Analysis of diagnostic agreement
between the two diagnostic criteria for
septic shock

The two diagnostic criteria showed poor agreement in the
diagnosis of septic shock (Kappa value = 0.630, P <0.001), and the
difference in diagnostic performance was statistically significant
(McNemar test, P < 0.001). Using the 2005 diagnostic criteria as the
reference standard, the 2024 diagnostic criteria for septic shock
demonstrated a sensitivity of 57.0%, a specificity of 100%, a positive
predictive value (PPV) of 100%, and a negative predictive value
(NPV) of 80.6%. The detailed diagnostic results are shown in Table 4.

3.4 Analysis of differences between the two
diagnostic criteria in the severity and
prognosis of septic shock

4 Discussion

Sepsis is a life-threatening organ dysfunction caused by a
dysregulated host response to infection, whereas septic shock is
a severe subtype of pediatric sepsis characterized by profound
circulatory dysfunction and cellular metabolic abnormalities,
and is associated with a higher risk of mortality (3). A global
survey published in The Lancet in 2020 revealed that sepsis was
responsible for the deaths of 2.9 million children under 5 years
of age, 454,000 children aged 5-19 years, and adolescents
worldwide (4). In China, a multicenter retrospective study
involving 10 pediatric intensive care units (PICUs) and a
prospective cross-sectional study involving 53 hospitals reported
mortality rates of 23.3% and 18.3%, respectively, among children
with septic shock (5, 6), indicating that septic shock continues
to account for a significant proportion of pediatric deaths. The
progression from sepsis to septic shock occurs over a very short
period, and it can even happen within 24 h. Early identification
and effective early intervention are of great significance for
reducing mortality, and early identification and diagnosis are the
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key to early intervention. However, the findings of this study
reveals a poor level of agreement between the 2005 and 2024
versions of the diagnostic criteria for pediatric sepsis and septic
shock. Significant differences were observed in case inclusion
scope, efficiency of severe condition identification, and capacity
for early diagnosis. Specifically, the number of sepsis cases
identified according to the two sets of criteria was 240 and 80,
respectively, while the probability of progression from sepsis to
septic shock was 35.8% under the 2005 criteria and 61.3% under
the 2024 criteria. This discrepancy has a direct impact on the
early diagnosis and treatment of pediatric sepsis and septic
shock. Therefore, standardized diagnosis of sepsis and septic
shock is of critical importance, particularly the establishment of
diagnostic criteria tailored to the physiological characteristics of
Chinese children, which directly influences treatment strategies
and outcomes in this population in China.

With advances in the pathophysiology of sepsis, the definitions
and diagnostic criteria for sepsis and septic shock in adults have
been continuously updated and refined (3, 7, 8). However, the
definition and diagnostic criteria for pediatric sepsis and septic
shock have continued to follow the 2005 version, with no
breakthrough progress, until the Society of Critical Care Medicine
(SCCM) in the United States issued the new pediatric diagnostic
criteria in 2024. The 2005 pediatric sepsis definition is based on the
presence of infection plus systemic inflammatory response
syndrome (SIRS), which has been widely used in clinical practice.
However, the SIRS criteria are overly broad and lack specificity. On
the one hand, they fail to effectively identify children at high risk of
severe illness; on the other hand, they are prone to overdiagnosis
and overtreatment, thereby limiting their utility in accurate
prognostic assessment. In 2024, SCCM in the United States issued
new diagnostic criteria for pediatric sepsis and septic shock
(hereafter referred to as the “2024 diagnostic criteria”). These
criteria were developed using in-hospital mortality as the primary
outcome and employed a stacked regression modeling approach.
For children with suspected infection, the PSS—which evaluates
dysfunction across four organ systems (respiratory, cardiovascular,
coagulation, and neurological)—is used to diagnose sepsis and
septic shock (1).The PSS focuses on predicting mortality and
emphasizes sepsis-associated organ dysfunction. Each of the four
systems assessed by the PSS has clearly defined numerical scoring
ranges, thereby reducing clinician subjectivity, improving the
accuracy of organ function assessment, and enhancing diagnostic
specificity. However, when scoring the cardiovascular system, the
diagnosis of septic shock requires either a lactate level >5 mmol/L
or the use of vasoactive agents. In clinical practice, some cases of
early-stage septic shock may not meet these criteria, potentially
resulting in missed diagnoses. Conversely, by the time a pediatric
patient with sepsis has a cardiovascular PSS score of >1—which is
required for the diagnosis of septic shock under the 2024 criteria—
the condition may have already progressed significantly, possibly
MODS and further
and management.

leading to complicating  treatment
A further comparison of the specific differences between the two
versions of diagnostic criteria in the diagnosis of sepsis and septic

shock reveals that their core areas of discrepancy differ in
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emphasis. Studies show that, in the comparison of sepsis diagnosis,
among the 154 pediatric sepsis patients without shock diagnosed
by the 2005 criteria, only 21 would still meet the criteria for sepsis
under the 2024 version. This is likely related to the overly broad
SIRS-based diagnostic criteria in the 2005 version, which fails to
effectively identify severe sepsis cases at risk of progressing to septic
shock and is prone to resulting in overtreatment. In contrast, the
2024 version employs a multi-system quantitative assessment using
the Pediatric Sequential Organ Failure Assessment (pSOFA) score,
enabling more precise identification of high-risk sepsis patients and
thereby reducing unnecessary medical interventions. In the
comparison of septic shock diagnosis, among the 86 pediatric
patients diagnosed with septic shock according to the 2005 criteria,
only 49 would still qualify under the 2024 version. Notably, 20 of
these 49 cases did not meet the 2024 septic shock diagnostic
thresholds based on elevated lactate levels or decreased mean arterial
pressure throughout the disease course; they could only be classified
as septic shock after receiving vasoactive agents (scoring 1-2 points).
However, considering the growth and developmental characteristics
of children, effective circulating volume loss may reach as high as
35% even before hypotension occurs (i.e., prior to vasoactive agent
administration). The onset of hypotension often indicates that
circulatory failure has already progressed to an advanced stage (9).
This suggests that the 2024 diagnostic criteria may be overly strict,
potentially resulting in the underdiagnosis of septic shock in its early
stages and thereby delaying appropriate treatment.

These findings highlight the clinical challenges posed by the
differences between the two sets of criteria and underscore the
importance of early recognition in pediatric septic shock. In
response to such concerns, the Expert Consensus on the
Management of Pediatric Septic Shock (2025) (10), developed by
the Emergency Medicine Group of the Chinese Pediatric Society,
the Pediatric Group of the Chinese Society of Emergency Medicine,
and the Editorial Board of the Chinese Journal of Pediatrics,
recommends close monitoring of tissue perfusion in children with
suspected or confirmed infection. This includes assessing key
clinical indicators such as consciousness, urine output, skin
appearance, lactate levels, and capillary refill time. Our own
retrospective review of cases within our department supports this
recommendation. The 20 children who only met the 2024 septic
shock criteria after receiving vasoactive agents had already
exhibited clear signs of impaired tissue perfusion prior to the
initiation of such therapy. However, their lactate levels and blood
pressure remained below the thresholds required by the PSS,
further emphasizing the critical need for early recognition beyond
reliance on prognostic scoring alone. Further analysis of the
cardiovascular scoring component of the PSS reveals several
potential limitations that may hinder early diagnosis of septic
shock. According to the 2024 PSS, a diagnosis of septic shock based
on cardiovascular dysfunction requires either a MAP below specific
age-related thresholds (range: under 1 month <30 mmHg; 1-11
months<38 mmHg; aged 1-<2 years <43 mmHg; aged 2-<5 years
<44 mmHg; aged 5-<12 years <48 mmHg; aged 12-<18 years
<51 mmHg), the use of at least one vasoactive agent, or a lactate
level >5 mmol/L. While these criteria aim to improve diagnostic
specificity, they present significant challenges in clinical practice.
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First, the MAP thresholds set for each pediatric age group appear
relatively low. For instance, the 50th percentile MAP for a 5-year-
old child is approximately 62.5 mmHg, yet a value of <48 mmHg is
required to assign a single point on the PSS. Second, the
requirement of at least one vasoactive agent indicates that the
patient is already beyond the early phase of shock, as the need for
such support typically reflects inadequate fluid resuscitation and
instability. Third,
>5mmol/L may not be present in all cases of septic shock,

established hemodynamic a lactate level
including some early or even later stages, and in many instances
lactate levels may remain normal or only mildly elevated. Relying
on this threshold may therefore delay diagnosis, particularly in
cases where early intervention is most critical. Once lactate does
reach >5 mmol/L, it often signals a more advanced and severe state
of shock with significant organ and tissue hypoperfusion.
Considering that the cardiovascular function component of the
2024 PSS scoring system is overly stringent, it may fail to enable
early identification of septic shock. It is possible that, as the disease
progresses, a child begins to receive vasoactive agents or exhibits
progressively elevated lactate levels that eventually meet the
diagnostic threshold; however, this approach runs counter to the
principle of early recognition and prompt intervention in septic shock.

Statistical analysis of disease severity and prognostic indicators in
pediatric patients under the two versions of diagnostic criteria further
corroborates the aforementioned discrepancies (Tables 5, 6). Among
children with sepsis, significant differences were observed between
the two criteria in platelet count, albumin, creatinine, and lactate
levels. Moreover, marked differences were also found in indicators
reflecting disease severity and prognosis — including DIC, MODS,
PCIS, PRISM IV score, PIM-3 score, mechanical ventilation use,
and overall outcome. These findings suggest that the 2024 version
of the diagnostic criteria more accurately reflects the severity of
sepsis, while mitigating the problem of overtreatment associated
with the 2005 criteria. In children with septic shock, the two
versions differed only in platelet count and albumin levels, with no
statistically significant differences in creatinine or lactate levels.
Among the severity and prognostic indicators, differences were
noted in MODS, PRISM 1V score, and PIM-3 score; however, there
were no differences in DIC, PCIS score, mechanical ventilation
requirement, CRRT, or outcome. This indicates that although child
with septic shock diagnosed by the different criteria may vary to
some extent in disease severity, the 2024 version does not
demonstrate differences in major clinical treatments (mechanical
ventilation, CRRT) or final prognostic outcomes. Combined with
our findings, this suggests that the 2024 criteria may be unfavorable
for the early identification of pediatric septic shock.

This study has several limitations. The 2024 version of the
diagnostic criteria was released in 2024, whereas our study
commenced in 2023; therefore, all pediatric patients admitted to the
intensive care unit were enrolled according to the 2005 criteria.
Although the 2024 criteria are more stringent, and most children
with sepsis or septic shock would have been included under this
version, it is possible that a very small number of cases were missed,
which may have introduced some bias into the statistical results.
Future prospective studies enrolling patients separately according to
the two versions of criteria are needed for more accurate
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TABLE 5 Comparison of disease severity and prognosis of sepsis between the two diagnostic criteria.

Clinical values

2005-criteria (n = 240)

2024-criteria (n = 80)

Platelet count (><109 /L) 303.0 (186.3,469.8) 110 (23.3,246.3) —6.062 <0.001
Albumin (g/L) 37.4 (33.0,40.9) 32 (28.8,34.8) —6.479 <0.001
ALT (U/L) 22.1 (16.2,38.4) 27.4 (16.3,58.8) -1.716 >0.05
Creatinine (umol/L) 23.5 (19.6,29.8) 27.9 (20.6,49.2) —2.789 0.005
Lactate >2 mmol/L 90 (37.5%) 47 (58.6%) 11.066 0.001
Lactate >5 mmol/L 18 (7.5%) 17 (21.3%) 11.645 0.001
DIC 13 (5.4%) 12 (15.0%) 7.651 0.006
MODS 44 (18.3%) 43 (53.8%) 38.018 <0.001
PCIS <80 points 57 (23.6%) 46 (57.5%) 31.311 <0.001
PRISM 1V 3 (0,8.8) 10 (6,15) —7.223 <0.001
PIM-3 —5.2(~6.7,~2.0) ~1.8(~2.3,-0.9) ~6.970 <0.001
Mechanical ventilation 59 (24.6%) 39 (48.8%) 16.493 <0.001
CRRT 6 (2.5%) 6 (7.5%) 2.886b 0.089
Death 10 (11.8%) 10(20.4%) 7.111 0.008

ALT, alanine aminotransferase; DIC, disseminated intravascular coagulation; MODS, multiple organ dysfunction syndrome; PCIS, pediatric critical illness score; PRISM 1V, pediatric risk of
mortality IV score; PIM—3, pediatric index of mortality version 3; CRRT, continuous renal replacement therapy; "Continuity correction.

TABLE 6 Comparison of disease severity and prognosis of septic shock between the Two diagnostic criteria.

Clinical values

2005-criteria (n = 86)

2024-criteria (n = 49)

Platelet count (><109 /L) 167.0 (28.8,294.3) 40 (12.5,174.0) —-2.792 0.005
Albumin (g/L) 33.6 (29.4,38.0) 31.5 (27.2,34.5) —2.327 0.02
ALT (U/L) 27.9 (17.1,55.1) 31.7 (16.9,70.6) —0.666 >0.05
Creatinine (umol/L) 27.2 (20.8,43.0) 36.9 (21.8,61.2) —1.554 >0.05
Lactate >2 mmol/L 61 (70.9%) 36 (73.5%) 0.1 >0.05
Lactate >5 mmol/L 18 (20.9%) 17 (34.7%) 3.079 >0.05
DIC 12 (15.1%) 11 (22.4%) 1.594 >0.05
MODS 40 (46.5%) 39 (79.6%) 14.072 <0.001
PCIS <80 points 38 (44.2%) 28 (57.1%) 2.097 >0.05
PRISM IV 9 (4.8,15) 13 (8,17.5) —2.949 0.003
PIM-3 —1.6(-2.2, —0.90) —1.1(-2.0, —0.5) —2.020 0.043
Mechanical ventilation 35 (40.7%) 24 (49.0%) 0.870 >0.05
CRRT 6 (7.0%) 6 (12.2%) 0.518b >0.05
Death 10 (11.6%) 10(20.4%) 1.907 >0.05

ALT, alanine aminotransferase; DIC, disseminated intravascular coagulation; MODS, multiple organ dysfunction syndrome; PCIS, pediatric critical illness score; PRISM IV, pediatric risk of
mortality IV score; PIM—3, pediatric index of mortality version 3; CRRT, continuous renal replacement therapy; bContinuity correction.

comparison. In addition, subsequent work should involve conducting
more high-quality studies and integrating approaches such as artificial
intelligence to develop early warning models for the identification of
pediatric septic shock. Such models would provide clinicians with
objective predictive tools for the early recognition of septic shock
in children.

5 Conclusion

The 2024 diagnostic criteria for sepsis are more stringent than
those of the 2005 version, which helps avoid both overdiagnosis
and overtreatment of sepsis while effectively identifying pediatric
patients with a high risk of severe disease. However, in the
diagnosis of septic shock, the 2024 criteria appear overly strict,
making early identification and prompt intervention for
pediatric septic shock more difficult. In clinical practice,
pediatricians may use the 2024 criteria to screen for sepsis in
children. Nevertheless, when recognizing septic shock, reliance
solely on the PSS score is insufficient; close monitoring of
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heart rate, blood pressure trends, and tissue perfusion status—
including mental status, urine output, skin signs, capillary
refill time, and lactate levels—is essential to ensure
timely intervention.
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