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Despite recent improvements in neonatal care, moderate to severe bronchopulmonary

dysplasia (BPD) is still associated with high mortality and with an increased risk of

developing pulmonary hypertension (PH). This scoping review provides an updated

overview of echocardiographic and lung ultrasound biomarkers associated with BPD

and PH, and the parameters that may prognosticate their development and severity,

which could be clinically helpful to undertake preventive strategies. A literature search

for published clinical studies was conducted in PubMed using MeSH terms, free-text

words, and their combinations obtained through appropriate Boolean operators. It

was found that the echocardiography biomarkers for BPD, and especially those

assessing right ventricular function, are reflective of the high pulmonary vascular

resistance and PH, indicating a strong interplay between heart and lung

pathophysiology; however, early assessment (e.g., during the first 1–2 weeks of life)

may not successfully predict later BPD development. Lung ultrasound indicating poor

lung aeration at day 7 after birth has been reported to be highly predictive of later

development of BPD at 36 weeks’ postmenstrual age. Evidence of PH in BPD infants

increases risk of mortality and long-term PH; hence, routine PH surveillance in all at

risk preterm infants at 36 weeks, including an echocardiographic assessment, may

provide useful information. Progress has been made in identifying the

echocardiographic parameters on day 7 and 14 to predict later development of

pulmonary hypertension. More studies on sonographic markers, and especially on

echocardiographic parameters, are needed for the validation of the currently

proposed parameters and the timing of assessment before recommendations can be

made for the routine clinical practice.
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1. Introduction

The term bronchopulmonary dysplasia (BPD) defines a chronic developmental respiratory

disease diagnosed at 36 weeks gestational age (GA) in the extremely preterm infants, resulting

from combination of multiple antenatal and postnatal risk factors. While intrauterine growth

restriction, chorioamnionitis and maternal smoking are established antenatal risk factors,
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postnatal triggers include surfactant deficiency, ventilation-induced

lung injury (VILI), oxygen toxicity, lung inflammation, and

inadequate nutrition to support lung growth (1). The significant

advances in neonatal care occurred over the past decades, such as

antenatal steroids and exogenous surfactant replacement, have

decreased morbidity and mortality in extremely preterm infants.

However, the incidence of BPD has remained substantially

unchanged, possibly due to increased survival of the extremely

preterm infants, especially those around peri-viable period (22–24

weeks) (1). We also recognize that pathophysiology of BPD has

evolved with more extremely preterm survival and change in the

management strategies in the NICU. In the pre-surfactant era, the

BPD is predominately resulted from VILI leading to marked

regional inflammation. The current “new” BPD features are

primarily characterized by abnormally reduced number and

structurally simplified alveoli, and by dysmorphic pulmonary

arteries (2, 3).

Insights from experimental models indicate that “new” BPD

results from disruption of physiological interactions between

pulmonary angiogenesis and alveolarization. The deranged

pathways include: (i) the nitric oxide/guanosine monophosphate

cyclic system, with antiproliferative effects, (ii) the prostaglandin

and arachidonic acid pathway with vasodilative effects, and (iii)

the endothelin pathway with vasoconstrictor and remodelling

effects (4). In turn, abnormal development of alveoli and lung

microvasculature contribute to determine specific BPD

phenotypes that can partially overlap lung parenchymal disease,

airway disease, and pulmonary vascular disease (PVD) (5). The

haemodynamic presentation of the increased pulmonary vascular

resistances (PVR) from BPD associated PVD can range from

right ventricular dysfunction to pulmonary hypertension (PH),

which is burdened by high mortality rates and poor long-term

outcomes (6).

Due to the strong developmental interaction between lung and

cardiovascular systems, and a strong association between BPD and

PH, echocardiography has been increasingly used in preterm

infants with BPD to evaluate for PH. Many echocardiographic

parameters associated with BPD and its severity are

predominantly related to PVD, PH, and altered cardiac

haemodynamics.

Lung ultrasound is an imaging modality that has gained

increasing popularity to study lung disease in neonatal population

(7). Its applications in neonates include diagnosis of lung diseases

and their severity, prediction of the need for surfactant, and

readiness for extubation. Recent studies on sonographic biomarkers

have shown promising results in predicting BPD. However, the

majority of these studies were published in recent years, some even

have seemingly conflicting information and different levels of

evidence. Understanding these sonographic biomarkers for BPD

and PH are vital for optimising clinical management and

prevention strategies.

The aims of this scoping review are: (1) to provide an updated

overview of the available literature on the association between

sonographic biomarkers and BPD and PH during first year after

birth, (2) to critically review the current echocardiographic and

lung ultrasound biomarkers associated with BPD and PH, and (3)

to identify knowledge gaps in the available literature.

2. Methods

A literature search was conducted to identify clinical studies

published before December 24, 2022 in PubMed (http://www.ncbi.

nlm.nih.gov/pubmed/) that evaluated the association between

specific sonographic biomarkers and BPD or BPD-related PH.

Specific PubMed MeSH terms, free-text words, and their

combinations obtained through the most proper Boolean operators

were used for the literature search. In particular, the following

strings were built up:

• (infant OR infant* OR neonate OR neonat* OR newborn OR

newborn*) AND (preterm OR premature birth* OR Infant,

Premature [MeSH]) AND ((bronchopulmonary dysplasia

[MeSH] OR (BPD) OR (chronic lung disease)) AND

(Echocardiography [MeSH] OR Echocardiography, Doppler

[MeSH] OR (ECHO)).

• (infant OR infant* OR neonate OR neonat* OR newborn OR

newborn*) AND (preterm OR premature birth* OR Infant,

Premature [MeSH]) AND ((pulmonary hypertension [MeSH]

OR (pulmonary vascular disease)) AND (Echocardiography

[MeSH] OR Echocardiography, Doppler [MeSH] OR (ECHO))

• (infant OR infant* OR neonate OR neonat* OR newborn OR

newborn*) AND (preterm OR premature birth* OR Infant,

Premature [MeSH]) AND ((bronchopulmonary dysplasia

[MeSH] OR (BPD) OR (chronic lung disease)) AND (lung

ultrasound).

• (infant OR infant* OR neonate OR neonat* OR newborn OR

newborn*) AND (preterm OR premature birth* OR Infant,

Premature [MeSH]) AND ((pulmonary hypertension [MeSH])

OR (pulmonary vascular disease)) AND (lung ultrasound).

Bibliographic lists of the resulting papers were also checked for

further literature implementation.

Book chapters, editorials and commentaries, consensus

statements or opinion articles, meeting abstracts, reviews and meta-

analyses, study protocols, in vitro or animal studies, studies on

adults/pediatric cohorts, studies dealing with neonatal conditions

other from BPD/PH (e.g., persistent pulmonary hypertension of

the newborn) were excluded. Studies published in languages other

than English were also excluded. In order to focus on short-term

and medium-term findings, only follow-up studies assessing

echocardiographic or lung ultrasound parameters at ≤1 year

corrected age (CA) were included.

The echocardiographic and lung ultrasound biomarkers that have

been investigated in the studies retrieved by the above searches are

described below. Representative figures are also provided.

2.1. Echocardiographic parameters

2.1.1. Tricuspid regurgitation jet velocity (TRJV) and

right ventricular systolic pressure (RVSP)
TRJV can be assessed using continuous wave Doppler from

multiple echocardiographic views: apical 4 chamber (Figure 1),

parasternal long axis sweep, parasternal short axis, or subcostal

four-chamber. The view allowing the best image quality and

minimal angle of insonation should be preferred to sample TRJV,
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from which it is possible to derive pressure gradient between right

ventricle and right atrium using the modified Bernoulli equation:

= 4 × (TRJV)2. RVSP or pulmonary artery systolic pressure (PASP)

can be estimated by adding right atrial pressure of 5–10 mmHg to

pressure gradient measured by TRJV. New PH definition includes

a mean PASP over 20 mmHg (8); however, it is applicable in

infants aged 3 months or older. PH in infants under 3 months

of age is not clearly defined and usually diagnosed on

echocardiography with a TRJV over 2.8 m/s (PASP >36 mmHg)

or other features of PH (see PH section) (9).

2.1.2. Septal flattening and left ventricular

eccentricity index (LV-EI)
Flattening of the interventricular septum (IVS) occurs when

systolic pressure in the right ventricular pressure exceeds left

ventricular pressure. A rounded IVS shape, defined as type I,

indicates normal right ventricular pressures, whereas a flat or a

bowed IVS at end-systole, defined as type II, and III respectively,

are suggestive of right ventricular pressures between 50% and

100% or greater than 100% of the systemic systolic pressure,

respectively (Figure 2) (10). Although accurate PASP cannot be

estimated by studying IVS flattening, the presence of an abnormal

septal position is one of the most adopted echocardiographic

criteria for diagnosis of pulmonary hypertension in clinical

practice, especially when there is no triscupid regurgitation (TR)

(which is absent in up to 1/3 infants with PH) or patent ductus

arteriosus (11–16). A quantitative estimation of septal flattening

and of right ventricular remodelling is provided by the end-

systolic LV-EI, calculated as the ratio between left ventricle

transverse and perpendicular diameters at mid-ventricular level

from a parasternal short-axis view (Figure 3).

2.1.3. Left ventricular output (LVO), left ventricular
ejection fraction (EF) and fractional shortening (FS)

Right ventricle (RV) hypertrophy and/or dilatation, as commonly

seen in infants with pulmonary hypertension, will affect left ventricle

(LV) filling and function because of inter-ventricular functional

interdependence. Left ventricular EF, FS and LVO are routinely

used parameters for the evaluation of the left ventricular

performance, which are also altered in presence of RV dysfunction

due to interventricular dependence.

LVO is the product of cross-sectional area of left ventricular

outflow tract (LVOT), measured from the parasternal long-axis

view at end-systole by measuring leading edge to leading distance

at level of aortic annulus, LVOT velocity time integral (VTI)

assessed by pulse-wave Doppler in apical five-chamber view and

the heart rate. In the presence of ductal shunting with left to right

shunt, LVO calculation is overestimated due to contamination

from transductal shunt.

FS is measured from M-mode tracings or 2D imaging in

parasternal long-axis view just distal to the tips of mitral

valve leaflets, or in parasternal short-axis view at papillary

muscles level, and is calculated as percentage ratio between the

LV end-diastolic and end-systolic diameters. EF is

calculated using biplane measurements of LV volume from

apical four-chamber and two-chamber views, and is calculated

as percentage ratio between end-diastolic and end-systolic

volumes (17).

2.1.4. RV to LV ratio
Normally, LV size is bigger than RV in children and adults. RV/

LV ratio of more than 1 suggests PH, and it is best calculated in the

parasternal short-axis view on 2D mode (Figure 4) (18).

2.1.5. Right atrium and ventricular size, and RV
fractional area change

In presence of PH, hypertrophy and/or dilatation of RV and right

atrium is common and this could be measured using

echocardiography (18). RV function can be quickly assessed from

its size, wall thickness, and contractility by “eyeballing” (qualitative

assessment). The shape of the RV makes RV function assessment

more challenging, even in the expert hands. Fractional area change

(FAC) can be calculated using echocardiography in RV-focused

apical 4-chamber view or in a sub-costal modified parasternal

short axis views aimed at visualising all three parts of RV (inflow,

body and outflow). More commonly, in clinical practice RV

FIGURE 1

Estimation of pulmonary artery systolic pressure (PASP). Image “A” shows TR jet in apical 4 chamber view (A4C) and image “B” with Doppler assessment of

tricuspid regurgitation (TR) – in this case a gradient of around 64 mmHg (TR jet velocity of 4 m/s) between right ventricle (RV) and right atrium (RA)

suggesting PASP between 70 and 75 mmHg (64 + RA pressure of 5–10 mmHg).

Martini et al. 10.3389/fped.2023.1067323

Frontiers in Pediatrics 03 frontiersin.org

https://doi.org/10.3389/fped.2023.1067323
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/


function is objectively assessed by measuring tricuspid annular plane

systolic excursion and/or tissue Doppler imaging as described below.

2.1.6. Tricuspid annular plane systolic excursion

(TAPSE)
TAPSE is defined as the excursion of the tricuspid annulus from its

highest position to the systolic peak descent toward the apex and

provides an estimate of RV contractility. It is measured using M-

mode echocardiography in the apical four-chamber view (Figure 5).

TAPSE evaluation has been shown to reflect RV systolic function

well. It’s easy to measure on bedside and reproducible even in in

less cooperative patients with suboptimal ultrasonographic windows,

making its use particularly suitable in the neonatal population.

2.1.7. Tissue Doppler imaging (TDI)
TDI applies Doppler to measure movement of the myocardium,

which follows a directional contraction and relaxation pattern, and to

evaluate the timing of myocardial events in the cardiac cycle. TDI can

be evaluated from apical 4-chamber view, placing the ultrasound

beam along the left lateral, septal and right lateral walls.

FIGURE 2

Interventricular septum (IVS) and left ventricle (LV) shapes in pulmonary hypertension. Image “A” shows normal IVS and LV shape with LV being a circular

shaped structure on sweep-PSAX view. Images “B”, “C” and “D” show change in shapes with increasing flattening of IVS in presence of mild, moderate

and severe pulmonary hypertension, respectively.

FIGURE 3

End-systolic eccentricity index (EI). EI is obtained by the ratio of left ventricle transverse (yellow line) and vertical (white) diameters at end-systole. Image “A”

shows normal EI index and image “B” shows EI >1.3 in pulmonary hypertension.
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The most frequently used time index by TDI is the myocardial

performance index (MPI, Figure 6), which is assessed from the left

lateral and right lateral hinge of the atrio-ventricular plane and

derived according to the following formula:

MPI ¼
time interval (isovolumic contractionþ isovolumic relaxation)

time interval (ejection phase)

Other TDImeasurements include peak systolic excursion velocity (s’),

early diastolic velocity (e′), and late diastolic velocity during atrial systole

(a′). The ratio between the inflow velocity through tricuspid or mitral

valve E and e′ velocity (E/e′) assesses the ventricular filling pressure,

which is increased in case of diastolic ventricular dysfunction (19).

2.1.8. Pulmonary artery acceleration time (PAAT)

and PAAT to RV ejection time (PAAT:ET) ratio
PAAT is defined as the time interval between systolic pulmonary

arterial ejection and peak flow velocity (Figure 7) and can be assessed

using pulse-wave Doppler in main pulmonary artery. It can be used

as independent parameter or as a ratio with RV ejection time (PAAT:

RVET).

2.1.9. Speckle tracking
Two-dimensional speckle tracking echocardiography (STE)

tracks speckles in the 2D plane to measure the myocardial shape

changes in any direction within such plane between end-diastole

and end-systole. Myocardial strain is a dimensionless index defined

as the relative myocardial deformation and is expressed as a

percentage (Figure 8). The strain rate (SR) is the rate at which

myocardial deformation occurs (20). SR is a relatively preload

FIGURE 4

Right ventricle (RV) to left ventricle (LV) end-systolic ratio measurement in

the parasternal short-axis view.

FIGURE 5

Tricuspid annular plane systolic excursion (TAPSE) measurement on echocardiography. TAPSE reflects the longitudinal movement of the tricuspid annulus

towards apex in systole measured on M-mode (image “B”) in Apical 4-chamber view (image “A”).

FIGURE 6

Tissue Doppler imaging (TDI, left) assessment of myocardial performance index (MPI, right).
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independent measure of function and, as such, it is unlikely

influenced by left to right shunting.

2.2. Lung ultrasound parameters

2.2.1. Lung ultrasound score (LUS)
From an alternative diagnostic tool to chest x-ray (21, 22), use of

lung ultrasound has recently been developed into the so-called

“functional” method (23), which uses semi-quantitative lung

ultrasound scores (LUS). Lung ultrasonography in neonatal settings

derives from the application of LUS scores previously described in

adult population (24), subsequently modified and adapted to the

characteristics of neonatal population, where these scores were

initially studied to evaluate their predictive value in assessing need

for exogenous surfactant in infants with respiratory distress

syndrome (RDS) (25–30).

Lung ultrasound findings in neonatal RDS include pleural line

thickness, reverberation artifact from interstitial fluid or decreased

aeration, and parenchymal consolidation. To systemically evaluate

the whole lung, chest is divided into several zones. Based on the

type of ultrasound findings identified, a score is assigned to each

area, whose sum provides an overall score, known as LUS (31).

The most used scores are those proposed by Brat et al. (25) and

FIGURE 7

Pulmonary artery acceleration time (PAAT) measurement. Image “A” shows normal ratio of PAAT and right ventricular ejection time (RVET) in a normal child.

Image “B” shows significantly decreased PAAT and increased PAAT/RVET ratio suggestive of pulmonary hypertension. “Dicrotic notch” may be seen on pulse-

wave Doppler spectral in the pulmonary artery.

FIGURE 8

Myocardial strain measurements on two-dimensional speckle tracking echocardiography.
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Raimondi et al. (28), both based on a division of the chest into 6

zones as shown in Figure 9.

The score attributed to each lung area is based upon the degree of

aeration of lung parenchyma and it is evaluated semi-quantitatively.

The commonly used method in clinical practice was the one

proposed by Brat et al. (25) as illustrated in Figure 10. The score

is attributed based on the following criteria: score 0: A-pattern

(defined by presence of only A-lines; Figure 10A); score 1: B-

pattern (defined as presence of ≥3 B-lines; Figure 10B); score 2:

severe B-pattern (defined as presence of crowded and coalescent B

lines with or without consolidations limited to subpleural space,

Figure 10C); and score 3: extended consolidation (Figure 10D).

Therefore, overall score can range between 0 (completely normal)

and 18 (bilateral white lung findings with diffuse consolidations).

Additional scoring systems have been further proposed in neonatal

setting—the main differences are related to the zones in which

chest is divided, both in terms of position and number.

3. Results

As shown in the PRISMA flow diagram (Figure 11), a total of 59

studies were included in this scoping review and categorized in the

following sections: echocardiographic parameters for BPD

association or prediction; echocardiographic parameters for PH

association or prediction; lung ultrasound scores for BPD

association or prediction.

FIGURE 9

Proposed lung fields for 6-areas ultrasound scores. (A) Brat et al. (zones: antero-superior, antero- inferior and lateral for each hemithorax). (B) Raimondi et al.

(zones: midclavicular, anterior axillary and posterior axillary lines, for each hemithorax). Modified with permission from Corsini et al. (32).
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The characteristics of the studies included are detailed in

Supplementary Tables S1–S3, with particular reference to

population characteristics, echocardiographic and lung ultrasound

parameters assessed in each study, outcome definitions and results.

3.1. Echocardiographic markers for BPD
association or prediction

Many studies have evaluated various echocardiographic

parameters associated with BPD and its severity. The main relevant

findings are summarized below, whereas the study details including

the adopted BPD definitions are available in Supplementary

Table S1.

Effort has been made to obtain these echocardiographic

measurements early in first couple weeks after birth to predict late

development of BPD at 28 days of life or 36 weeks postmenstrual

age (PMA); however, the results are equivocal. We discuss the

echocardiographic parameters that have been published in

association with BPD.

• TJRV and RVSP. Mourani et al. reported a non-significant trend

towards increased TRJV in association with increasing BPD

severity (4%, 8.1% and 10.8% for mild, moderate and severe

BPD, respectively) (13), while Choi et al. failed to demonstrate

the correlation between TRJV, BPD development and its

severity (33).

• Septal flattening and LV-EI. Current literature is concordant in

describing a significant correlation between septal flattening and

BPD severity. Mourani et al. had first observed a higher

incidence of a flat or bowed IVS at 7 days in infants who

subsequently developed severe BPD at 36 weeks PMA, although

this finding did not reach statistical significance (13). Then a

large study has shown that a flattened or bowed IVS (type II or

III) at 7 days of life in extremely preterm neonates has proved

to be an independent predictor of moderate to severe BPD at 36

weeks PMA with a sensitivity and specificity of 62.5% and 85%,

FIGURE 10

Lung ultrasound patterns used to calculate lung ultrasound scores. (A) score 0, A-pattern (defined by the presence of only A-lines); (B) score 1, B-pattern

(defined as the presence of ≥3 B-lines); (C) score 2, severe B-pattern (defined as the presence of crowded and coalescent B lines with or without

consolidations limited to subpleural space); (D) score 3, extended consolidation. Modified with permission from Corsini et al. (31).
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respectively (34). Moreover, in infants with severe BPD with a

PMA between 34 and 44 weeks, a flattened or bowed IVS was

associated with an adjusted 1.9-fold increase in mortality rates

(35). One should be aware that PVD seen in infants with BPD

is not the only cause of abnormal septal position; in addition,

volume overload from intracardiac shunting may lead to a

flattened septum. As an example, an abnormal septal position

after term PMA has shown a mild sensitivity (85.7%) and a

poor specificity (25%) in correlation with high pulmonary

vascular pressure in preterm infants with BPD when compared

to cardiac catheterization; however, after the exclusion of infants

with patent ductus arteriosus (PDA) and ventricular septum

defects, the sensitivity and specificity of septal flattening

increased to 91.7% and 100%, respectively (36). With regard to

LV-EI, no difference between BPD infants without PH and

preterm controls was found at a median PMA between 38.5 and

45 weeks (37). However, in the case-control study by Ehrmann

et al. evaluating multiple echocardiographic parameters of right

ventricular mechanics in relation to BPD severity, LV-EI was

found to be the only objective parameter that was independently

associated with BPD severity (severe vs. no BPD: OR 1.8) at 36

weeks PMA (12). A significant association between the

development of severe BPD and LV-EI has also been reported

by Seo and Choi in a small cohort of preterm infants over 36

weeks’ PMA or before hospital discharge (38).

• LV EF, FS and LVO. While a significantly increased LV FS has

been recently documented at near-term age in BPD infants

compared to controls (39), no difference in EF values was

reported by Akcan et al. in preterm-born infants with and

without BPD aged 6–12 months, nor between varying degrees of

BPD severity (40). A significantly higher LVO, indexed for the

body weight, has been previously reported in preterm infants

with BPD on day of life 28 (39). A prospective study has found

that higher LVO during the first 2 weeks of life may predict

BPD development later in life (41). Nevertheless, whether this

association was indirectly mediated by the effects of a

hemodynamically significant PDA, whose prevalence was

significantly higher in infants developing BPD, was not clarified.

• Right atrial and ventricular areas and RV-FAC. Levy et al.

investigated RV areas and RV-FAC from first 24 h after birth to

36 weeks’ PMA in preterm infants with no or mild BPD vs.

moderate to severe BPD (42). While no difference was observed

between 2 groups over first 3 days of life in RV end-diastolic

and end-systolic areas, but by 32 weeks PMA both areas

significantly increased amongst infants with moderate or severe

BPD. Similarly, no difference in RV-FAC between these study

groups was found on day 1 and 3, whereas by 32 weeks PMA

RV-FAC significantly decreased in infants with moderate and

severe BPD compared to the control cohort. These differences

were maintained at 36 weeks PMA, when BPD was diagnosed.

Similar findings at 36 weeks were reported by Sehgal et al. (43),

whereas other studies failed to confirm this association (12, 39).

With regard to BPD severity, Haque et al. reported no

significant difference among infants with none/mild, moderate

and severe BPD at term PMA (44). At later follow-up

assessments, significantly lower RV-FAC in ex-preterm infants

with BPD compared to controls have been reported at 1 year

CA (45, 46).

• PW-MPI. Higher RV PW-MPI have been reported at 7, 21 and 28

days of life in infants who developed BPD compared to those who

FIGURE 11

PRISMA flow diagram detailing the search and selection process applied for literature overview.
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did not (47). Similarly, higher PW-MPI values were observed in

neonates with severe BPD compared to those with a mild

disease or no BPD at (48) or after 28 days (38), but not during

the first 2 weeks of life (38). The latter study also reported a

significantly higher proportion of infants with a PW-MPI >0.38

in association with severe compared to mild BPD after 28 days

of life (38). When assessed in a multivariate analysis, RV PW-

MPI on day 7 (49) and day 28 (48) was found to act as an

independent predictor of BPD or death.

• TDI. With regard to LV TDI velocities, a lower E′-wave velocity

was observed in infants with mild BPD compared to no BPD at

both 1 and 28 days of life (50). As for the RV, significantly

higher values of RV TDI-MPI at 36 weeks PMA (43) were

observed in preterm infants who developed BPD compared to

those who did not. A significant, positive correlation between

RV TDI-MPI, septal TDI-MPI and increasing BPD severity has

also been reported (33). On the contrary, other studies failed to

demonstrate a significant association between RV TDI-MPI and

BPD severity at ≥36 weeks’ PMA (12, 51) or earlier (48). Beside

high RV TDI-MPI, a significantly higher RV E/e′ ratio and

reduced tricuspid e′, a′ and s’ velocities have been reported at

28 days of life and in near term infants with BPD compared to

controls (39). An increased E/e′ ratio has also been reported at

≥36 weeks’ PMA in neonates with severe BPD compared to

those with mild or no BPD (43, 52), with increasing values at

increasing BPD severity (52). In a multivariate model including,

among other functional echocardiographic parameters, lateral

tricuspid e′ and a′, the latter velocity was found to be

significantly lower in neonates with BPD compared to controls

(51). Conversely, no difference in RV TDI velocities and ratios

was found after 36 weeks’ PMA (44) or at earlier phases (48) in

other small cohorts of neonates with different grades of BPD

severity.

• TAPSE. Using TAPSE for evaluating BPD risk and severity in

preterm infants remains controversial. Attempt has been made

to evaluate TAPSE as a BPD predictive tool: Neumann et al.

reported a significantly lower TAPSE at 7 days of life in very

preterm infants who died or developed BPD compared to

controls (49). Sehgal et al (43) first described a significantly

lower TAPSE at 36 weeks PMA in a small cohort of preterm

neonates with BPD compared to controls. This finding was

confirmed by Mendez-Abad et al. in a multivariate model

including GA, PMA and RV TDI parameters (51). A

significantly lower TAPSE in BPD infants compared with

preterm controls has also been reported by Erickson et al. at 32

weeks PMA and at 1-year CA follow-up (46). Conversely, no

difference in TAPSE values at 28 days of life and near term was

observed between infants with and without BPD (39), and other

studies failed to demonstrate a significant association between

TAPSE values and increasing BPD severity (12, 38, 44).

• PAAT and PAAT:ET ratio. In 2017, Koestenberger et al. have

provided normal reference values and z-scores for PAAT on a

large pediatric cohort, including 113 neonates (53). Data in

relation to BPD in preterm infants remains controversial. An

association between PAAT:ET ratio and BPD was first described

by Gill et al, who proposed a PAAT:ET ratio cutoff of 0.54 on

day 7 (predictive value 78%) to predict BPD development (54).

A few years later, Su et al. reported significantly lower PAAT:ET

ratio from day 7 to 28 in BPD infants compared to controls,

and reported a predictive value towards BPD of 82.8% for

values <0.46 on day 7 (55). Significantly lower PAAT and

PAAT:ET ratio on day 2, but not on day 1 or 5–7, have been

reported in BPD infants compared to no BPD (32); however, in

this study, receiver operating characteristic curve analysis failed

at determining specific cutoff values of these parameters during

the first week of life in predicting BPD. Significantly lower

PAAT and PAAT:ET ratio in infants with BPD compared to

controls have also been reported at 32 (32, 46), 36 (32) and 40

weeks PMA (56). Conversely, Aldana-Aguirre et al. reported

significantly lower PAAT in BPD infants vs. no BPD at near-

term age, but not on day 28, and no difference in PAAT:ET

ratio at both assessments (39). Moreover, when PAAT and

PAAT:ET ratio were assessed in relation to BPD severity, no

significant difference among infants with different BPD severity

was observed at 36 weeks PMA (12) or earlier (48). With regard

to follow-up studies, significantly lower values of PAAT:ET at

term PMA (57) and of PAAT and PAAT:ET ratio at 1 year CA

(45, 46) have been described in former preterm infants with

BPD compared with those without BPD.

• Speckle tracking. Significantly altered rotational mechanics of the

LV were observed at 28 days in infants with BPD compared to

controls; however, only the untwist rate persisted significantly

lower in the BPD group (39). Breatnach et al observed an

increased LV twist and torsion in BPD infants at 36 weeks

PMA (58). BPD neonates also showed decreased

circumferential early diastolic SR at 28 days and higher

circumferential late diastolic SR at near-term follow-up,

suggesting the presence of LV diastolic dysfunction

compensated by an increased velocity in atrial contraction

(39). Czernik et al. investigated LV STE throughout the first

month of life in preterm infants as potential BPD predictor,

observing significantly higher global longitudinal strain (GLS)

and longitudinal systolic SR (GLSR) of the mid-left wall on

day 1 and day 7 in VLBW infants who later developed BPD

compared to those who did not (41). Lehmann et al. reported

different significantly decreases in torsion from 32 to 36 weeks

PMA, but not later, between infants with BPD/PH/PDA (with

BPD being the most represented diagnosis) and uncomplicated

controls (59). With regard to RV, Erickson et al. documented

significantly lower values in magnitudes of free wall

longitudinal strain (FWLS), FLWS rate and basal, mid-

ventricular and apical longitudinal strains at 32 weeks PMA in

infants who developed BPD compared to those who did not

(46). Similarly, James et al. reported lower RV basal

longitudinal strain and late diastolic strain rates, but not in LV

or septal strain parameters, in BPD infants at 36 weeks PMA,

which coincided with BPD diagnosis (60). At 1 year CA,

former preterm infants with BPD had significantly lower RV

free wall longitudinal strain (FWLS) compared to preterm

controls infants, while no difference was observed in LV FWLS

(45). This finding was further confirmed in a later study by

Erickson et al, where lower magnitudes of RV segmental

longitudinal strains and FLWS rate were also reported in the

BPD group (46).
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3.2. Echocardiographic markers for PH
association or prediction

All the above described BPD-associated echocardiographic

parameters are indicators for the presence of PVD and PH. It is a

logical association as an abnormal development of pulmonary

microvasculature is a main pathophysiological characteristic of the

“new BPD”. As such, the development of PH is frequent, especially

in the most severe BPD cases, and is burdened by significantly

increased rates of morbidity and mortality (61). These

echocardiographic parameters may suggest PH at the time of BPD

diagnosis or increased BPD severity; however, having abnormal

values early in life (at 7–14 days of life) may not consistently

predict BPD development later (at ≥28 days of life). Although

having PH early in life is more related to post-natal transition and

it does not necessitate future development of BPD, some studies

have reported a potential association between these conditions (62,

63). The correlation between early and late PH is also quite

controversial. While some studies have identified early PH as a

possible independent risk factor for subsequent development of late

PH (13, 64), others failed to find a significant association (65, 66).

However, having late PH at time of BPD diagnosis at 36 weeks

PMA (or at 28 days of life) is associated with a persistent PH

course for months and even years, requiring long-term surveillance

(67). A prompt detection and appropriate treatment could improve

the outcome in these neonates; for this reason, several

echocardiographic markers have been assessed to diagnose or

predict PH development in BPD infants. The main PH relevant

findings are summarized below, whereas the study details including

the adopted PH definitions and the related timing of diagnosis, are

provided in Supplementary Table S2.

• TRJV and RVSP. A TRJV >2.8 m/s is equivalent to a RVSP of 36

mmHg and is often considered as part of PH definition (61).

Nonetheless, the presence of TRJV during early neonatal period

does not necessarily predict PH development, while it has been

reported that TRJV can be measured only in a variable

proportion of infants with BPD and suspected PH (68). Hence,

by itself, a TRJV >2.8 m/s has not shown to be a reliable PH

predictor in BPD infants. In a large, retrospective multicentric

study selectively evaluating preterm infants with severe BPD, a

RVSP >40 mmHg between 34 and 44 weeks’ PMA was

associated with a 2.2-fold increase in mortality, even after the

adjustment for multiple covariates (35).

• LV-EI. A LV-EI ≥1.15 was found to accurately correlate with the

presence of PH, defined by the echocardiographic presence of

qualitative septal flattening, RVSP >36 mmHg or RVSP/systemic

systolic blood pressure >0.5 in extremely preterm infants with

BPD at term evaluation (14). Compared to BPD without PH

and no BPD, BPD-PH was associated with a higher LV-EI at

>36 weeks (37); in particular, consistently with the previously

mentioned threshold of 1.15, systolic and diastolic LV-EI values

in the BPD-PH group were 1.46 and 1.47 respectively, whereas

the control group had a LV-EI. Moreover, in a small cohort

study comparing LV-EI between BPD infants with or without

PH, the former showed values remarkably ≥1.15 at both 3 and

12 months of age (69).

• RV/LV ratio. In a cardiac catheterization study on post-term PH

infants without a PDA, a significant, positive correlation

between this ratio and PVR was observed (36). In the study by

Sallmon et al., infants with PH showed significantly higher RV/

LV ratio at 3 and 12 months compared to those without PH

(69). Conversely, Savoia et al. observed no difference between

PH and no PH cohorts at both 36 weeks PMA and at 6 months

CA follow-up (70).

• Right atrial and ventricular areas and RV FAC. A dilated area of

the right atrium and increased end-diastolic and end-systolic RV

areas were observed at 36 weeks’ PMA in BPD infants with

signs of PH compared to those with no PH (16). Similar

findings of enlarged right sections, along with a significantly

reduced RV FAC at 36 weeks PMA have been recently reported

in infants who developed signs of PH at hospital discharge (11).

At around 1 year CA, lower RV FAC was observed in infants

with late PH compared to controls (16, 45).

• TDI. Data evaluating the association between TDI parameters and

PH are limited. Savoia et al. found no difference in several TDI

parameters (namely, LV lateral wall E, S’, mitral E/E′,

tricuspidal E, A, E/A and E/E′, RV free wall E′ and S’) between

BPD infants with and without PH at both 36 weeks PMA and 6

postnatal months (70). No difference was also observed by

Behere et al. at term age (16), whereas Richardson et al.

reported lower mitral, basal IVS S’ and tricuspidal S’ in PH

preterm infants compared to controls scanned at a median age

of 66 postnatal days (71).

• TAPSE. a significantly higher prevalence of TAPSE <5 mm within

the first 2 weeks after birth was documented by Seo and Choi in

preterm neonates with BPD developing PH compared to those

who did not (38). At later evaluations, Richardson et al.

described lower TAPSE at a median age of 66 days in PH

preterm infants compared to matched controls (71) whereas

Sallmon et al. reported significantly lower TAPSE in PH infants

compared to no PH at 3 and 12 months (69).

• PAAT and PAAT:ET ratio. A borderline negative correlation

between PAAT and PVR, assessed by cardiac catheterization

after term-equivalent age, has been observed in the absence of a

PDA (36). In their validation study on normal PAAT values in

the pediatric population, Koestenberger et al. evaluated PAAT in

a small PH cohort including patients aged 1 month to 18 years,

and reported that a PAAT value <−2 age-specific z-score proves

a good sensitivity and specificity to detect PH (53). While no

difference in PAAT and PAAT:ET ratio during the first week of

life was observed between infants with and without PH, all the

PH infants at 32 and/or 36 weeks PMA had decreased PAAT

and PAAT:ET ratio at both time points when compared to

those without PH, even after adjustment for the presence of

BPD, and a PAAT <47 msec and PAAT:ET ratio <0.28 at 32

weeks PMA were identified as cut-off values for PH detection at

36 weeks PMA (32). In a recent follow-up study on BPD infants

with and without PH, both PAAT and PAAT:ET ratio were

found to be significantly lower at both 36 weeks PMA and 6

months CA in the PH group (70). In a small PH cohort, PAAT

was significantly lower in BPD infants with PH at 3 and 12

months compared to no PH (69). At 1 year follow-up,

significantly reduced PAAT and PAAT:ET ratio values have
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been further reported in former preterm infants with

echocardiographic evidence of PH compared to controls with no

PH (32, 45).

• Speckle tracking. In a large STE study including 1-year follow-up,

infants with BPD and/or PH showed a persistently lower RV and

septal GLS up to 12 months PMA compared to healthy preterm

controls, while LV GLS and GLSR did not differ (15). Similar

findings were documented at 6 months PMA in preterm-born

infants with BPD and PH compared to those without PH (72),

thus suggesting that the presence of PH leads to a persistent

impairment of RV systolic function.

3.3. Lung ultrasound markers for BPD
association or prediction

Most of the available literature on lung ultrasonography

assessments for BPD association or prediction is based on different

LUS, whereas only a few studies have investigated other sonographic

findings, which are discussed in the following paragraphs.

• LUS. Although some authors report that the use of LUS does not

add to prediction of BPD development compared to models

based on GA (73), a growing body of literature, detailed in

Supplementary Table S3, is consistent in reporting the potential

role of lung ultrasound, performed at different timing between

the first 3 days of life up to 28 days in prediction of late BPD at

36 weeks PMA (28, 74–83). The predictivity of LUS towards

development of BPD was also confirmed in a recent meta-

analysis (84). From the analysis of seven studies on over 1,000

neonates, LUS showed good diagnostic accuracy in predicting

BPD at 7 and 14 days of life (area under the curve, 0.85–0.87;

pooled sensitivity, 70%–80%; pooled specificity, 80%–87%) (84).

The number of chest zones to be evaluated are not standardized.

Loi at al were the first investigators to compare BPD prediction

using classical (anterolateral fields) vs. extended LUS (anterior,

lateral and posterior fields), and they reported that both LUS and

extended LUS have the same ability to predict the development

of BPD and their best performance is at 7 days (82) (see

Supplementary Table S3). The authors also proposed a

combined model where both LUS and GA were taken into

account by calculating GA-adjusted LUS (ratio between LUS and

GA), however, no significant difference between GA-adjusted

extended and normal LUS was observed. Recently, Sun et al.

evaluated the association between BPD severity and a modified

Brat score which also included retro-hepatic and retro-splenic

views obtained from subcostal scans. Although the modified score

appeared to better correlate with BPD severity at 36 weeks than

the classic one, its predictive capacity at 7–14 days of life was not

explored (85). The two different scoring types (6 vs. 10 chest

fields) have also been evaluated in a meta-analysis (84) which

recommended using simpler one, since no significant between-

scores difference was detected in terms of BPD prediction.

Other recent studies have explored the association between LUS

and BPD; however, in these studies, reference cut-offs and

sensitivity and specificity parameters for the LUS used have not

been provided (86–88).

• Other findings. A small number of studies, most of which dating

back to the 90s and early 2000s when the use of LUS had not

developed yet (89, 90), evaluated the association between BPD

development and the evidence of specific findings at lung

ultrasonography. Avni et al. described the persistence of retro-

diaphragmatic hyperechogenicity at 28 days of life in all the

infants who later evolved to BPD, whereas this finding was

absent in 95% of neonates who did not developed BPD (89).

Similar findings were later observed by Pieper et al., who also

identified day 9 as the day of assessment with highest predictor

values towards BPD development (90). More recently, Gao et al.

recently reported a significant association between BPD

development and the presence of a section of pulmonary

consolidation with subpleural structure disorders, fragment-like

strong echoes, and irregular weak echo areas at lung ultrasound

performed weekly from the first 72 h of life to 36 weeks PMA,

which coincided with the timing of BPD diagnosis (91). Finally,

Sun et al. reported a thicker pleura and a higher proportion of

rough pleural lines, retrodiaphragmatic hyperechogenicity, small

cysts above the diaphragm and of rough diaphragm in infants

with moderate-to-severe BPD compared than none-to-mild BPD

at 36 weeks PMA (92).

4. Discussion

Over the past decades, a growing body of evidence on the “new”

BPD has shed light on the tight interplay existing between altered

alveolarization and the disruption of pulmonary vascularization,

leading to PVD. Consequently, non-invasive ultrasound

techniques have been increasingly adopted to investigate the

associated cardiovascular and pulmonary changes, with the goal

of identifying echocardiographic markers predictive of BPD

development before the pulmonary and vascular remodelling

characteristic of this condition develop and hence serve to

improve long-term outcomes.

Among echocardiographic parameters associated with BPD, the

presence of IVS flattening and TDI indicators of impaired RV

function have proved a better association, whereas data on other

RV parameters, such as TRJV, PAAT and TAPSE, are still

controversial. On the contrary, based on this available evidence,

conventional LV parameters cannot be considered as reliable

echocardiographic parameters for prediction of BPD. With regard

to speckle tracking, although promising, to date this technique

mainly appears a research tool and the related findings should be

taken cautiously and interpreted in association with other

echocardiographic parameters and in relation to the clinical context.

When BPD severity was evaluated, the use of RV TDI parameters

has yielded encouraging results compared to other echocardiographic

biomarkers, which could be due to the fact that severe BPD is often

associated with PH and RV TDI is a good echocardiographic

parameter for assessing RV function. However, limited studies have

been done to evaluate the association of BPD severity and PH. The

PH found at 36 weeks PMA or later in infants with a BPD

diagnosis may persist for months and years and increase long-term

morbidities and mortality. It is recommended to have PH

Martini et al. 10.3389/fped.2023.1067323

Frontiers in Pediatrics 12 frontiersin.org

https://doi.org/10.3389/fped.2023.1067323
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/


surveillance with echocardiography in all preterm infants at 36 weeks

PMA, which can help to determine post NICU discharge long-term

surveillance schedule and PH treatment.

When available literature on echocardiographic parameters is

globally examined, important limitations are evident. First, the

available data are usually obtained from small study cohorts, or

retrospective studies from a single center, which may contribute to

limit generalizability of the observed results. Moreover, there is a

remarkable variability in the timing at which the echocardiographic

assessments are performed in the different studies (i.e., from the first

days of life to term-equivalent age), and this significantly hinders to

assess the predictivity of such echocardiographic parameters towards

BPD or BPD severity. In particular, it should be noted that several

studies have investigated the association between echocardiographic

markers and BPD not only before the diagnosis is made, but also

beyond the age at which BPD was diagnosed. Therefore,

ultrasonography or echocardiography findings obtained during later

period cannot be used for BPD prediction, but rather for the

association between these biomarkers of PH and BPD.

Secondly, and equally importantly, the adopted definitions for

BPD, its severity or PH differ among the published literature, thus

further contributing to limit the comparability of results. In

particular, a consensus on the definition of PH before 3 months of

age has not been established. Hence, although many studies

converged on the evidence of IVS flattening and/or RVSP >50% to

define PH, if follows that the variability in PH definition poses a

relevant bias for the identification of reliable echocardiographic

predictors of PH based on the available literature. Moreover, several

echocardiographic parameters are used for PH diagnosis itself and,

as such, cannot be appropriately considered as PH predictors.

Thirdly, even though echocardiography is an excellent non-

invasive bedside screening tool for PH, it is an operator dependent

tool and pulmonary artery systolic pressure is estimated from the

Doppler flow velocity and a guessed right atrial pressure (8).

Cardiac catheterization remains the gold standard for diagnosing

PH because it truly measures the pulmonary pressure (8).

However, cardiac catheterization in a sick, preterm infant can be

associated with mortality and morbidities. Echocardiography is

routinely used as a bedside screening and diagnostic tool for PH

and its follow up to assess severity or response to treatment, and it

is being used all over the world. It is still recommended to perform

cardiac catheterization data measurement and vasoreactivity testing

before starting PH-targeted therapy when possible (93).

Nevertheless, in clinical practice, not all patients with PH have

cardiac catheterization performed to diagnose PH. So, one of the

major limitations of many studies reviewed in our scoping review

is lacking confirmatory PH data from cardiac catheterization. In

clinical practice, echocardiographic data for PH is commonly not

validated against the limited cardiac catheterization in preterm

infants. McCrary et al. has showed that a high inter- and intra-

rater agreement for the diagnosing PH in at-risk preterm infants

by using standardized echocardiography reading protocol (94).

However, more validated echocardiography studies against cardiac

catheterization data are needed to solely depend on

echocardiography to diagnose PH and to target treatment.

While early life echocardiograph parameters may not predict

BPD, early lung ultrasound has shown promising results in

predicting late development of BPD. Using lung ultrasound as a

predictor is limited by the non-standardized approach in

calculating LUS, as diverse studies used different number of chest

zones and different LUS cut off to predict BPD. There are

insufficient data to recommend a particular score over another for

BPD prediction. The best score is certainly the simplest one, as it

allows a better reproducibility and reduces newborn handling. For

this reason, the inclusion of the posterior quadrants in LUS is still

debated. On one hand, being BPD an inhomogeneous disease

involving the severity-dependent portions of the lung (95), the

evaluation of the posterior portions seemed to improve

the performance of the LUS. On the other hand, the need to turn

the neonate may represent a trigger for destabilization, and it has

been recently shown that including the posterior quadrants does

not increase the predictive capacity of LUS (79, 84). The data of

greatest interest are those reported by lung ultrasound studies

focussed on findings in early postnatal life (i.e., 7–14 days of life).

However, the obtained results are influenced by several factors,

including the used BPD definition (96–98) and the type of score

adopted, which leads to a wide range of thresholds to predict BPD.

Hence, it is advisable that a well-defined diagnostic protocol is

adopted within each NICU, using the same LUS at the same times,

unifying the decision-making cut-offs.

5. Conclusions

Traditionally, echocardiography has been used for the diagnosis

and monitoring of PH in neonates and children. Infants with

moderate to severe BPD have a high risk of developing PH and

with high risk of mortality; hence, recently emphasis has been

placed on early diagnosis and prediction of BPD and PH. Lung

ultrasound at day 7 after birth may be a better predictive of late

development of BPD. Although many echocardiographic

parameters for assessment of pulmonary hypertension associated

with BPD and its severity, however there are not precise

echocardiographic indicators during the first 2 weeks of life to

predict PH or pulmonary vascular disease in infants with BPD at

28 days of life or 36 weeks PMA. This may benefit from further

prospective studies targeted as early echocardiographic markers

predictive of late development of PH at 36 weeks PMA.

Echocardiographic parameters are important long-term PH

surveillance tools in infants with BPD to monitor the progression

of PH for months after NICU discharge. Further prospective

ultrasonographic studies and/or newer imaging modalities are

needed to better understand the physiologic and developmental

dynamics between the heart and lungs in preterm infants with BPD.

5.1. Take home messages

1. Several echocardiographic parameters, especially assessing RV

function, have shown to be associated with the presence of

BPD. However, assessment of such echocardiographic

parameters at 1–2 weeks of age may not effectively predict later

BPD development.
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2. Abnormal RV echocardiographic parameters reflect associated PVD

and PH when present, consistently with the pathophysiology of the

“new BPD” involving pulmonary vasculature.

3. Echocardiographic finding of PH in BPD infants at 36 weeks’

post-conceptional age or at 28 days after birth increases risk of

mortality and long-term PH. Hence, it is recommended to have

routine PH surveillance in all at risk preterm infants at 36

weeks PMA, including an echocardiographic assessment.

4. LUS assessment at 1–2 weeks of age shows promising results for

BPD prediction.

5. More studies on sonographic markers, especially on

echocardiographic parameters, are needed for the validation of

the currently proposed parameters and the timing of assessment.

Author contributions

SM and YS conceived and designed the review. The

first draft of the manuscript was written by SM, IC and YS.

LC, PS and BC critically revised the manuscript. All

authors contributed to the article and approved the

submitted version.

Conflict of interest

The authors declare that the research was conducted

in the absence of any commercial or financial relationships that

could be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the authors

and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed or

endorsed by the publisher.

Supplementary material

The Supplementary Material for this article can be found online

at: https://www.frontiersin.org/articles/10.3389/fped.2023.1067323/

full#supplementary-material.

References

1. Kalikkot Thekkeveedu R, Guaman MC, Shivanna B. Bronchopulmonary dysplasia: a
review of pathogenesis and pathophysiology. Respir Med. (2017) 132:170–7. doi: 10.1016/
j.rmed.2017.10.014

2. Yallapragada SG, Savani RC, Goss KN. Cardiovascular impact and sequelae of
bronchopulmonary dysplasia. Pediatr Pulmonol. (2021) 56(11):3453–63. doi: 10.1002/
ppul.25370

3. Bancalari E, Jain D. Bronchopulmonary dysplasia: 50 years after the original
description. Neonatology. (2019) 115(4):384–91. doi: 10.1159/000497422

4. Shimoda LA. Cellular pathways promoting pulmonary vascular remodeling by
hypoxia. Physiology (Bethesda). (2020) 35(4):222–33. doi: 10.1152/physiol.00039.
2019

5. Logan JW, Lynch SK, Curtiss J, Shepherd EG. Clinical phenotypes and management
concepts for severe, established bronchopulmonary dysplasia. Paediatr Respir Rev. (2019)
31:58–63. doi: 10.1016/j.prrv.2018.10.004

6. Thébaud B, Goss KN, Laughon M, Whitsett JA, Abman SH, Steinhorn RH, et al.
Bronchopulmonary dysplasia. Nat Rev Dis Primers. (2019) 5(1):78. doi: 10.1038/
s41572-019-0127-7

7. Corsini I, Parri N, Ficial B, Ciarcià M, Migliaro F, Capasso L, et al. Lung ultrasound
in Italian neonatal intensive care units: a national survey. Pediatr Pulmonol. (2022) 57
(9):2199–206. doi: 10.1002/ppul.26025

8. Rosenzweig EB, Abman SH, Adatia I, Beghetti M, Bonnet D, Haworth S, et al.
Paediatric pulmonary arterial hypertension: updates on definition, classification,
diagnostics and management. Eur Respir J. (2019) 53(1):1801916. doi: 10.1183/
13993003.01916-2018

9. Singh Y, Tissot C, Fraga MV, Yousef N, Cortes RG, Lopez J, et al. International
evidence-based guidelines on point of care ultrasound (POCUS) for critically ill
neonates and children issued by the POCUS working group of the European society
of paediatric and neonatal intensive care (ESPNIC). Crit Care. (2020) 24(1):65.
doi: 10.1186/s13054-020-2787-9

10. Singh Y. Echocardiographic evaluation of hemodynamics in neonates and children.
Front Pediatr. (2017) 5:201. doi: 10.3389/fped.2017.00201

11. Madden BA, Conaway MR, Zanelli SA, McCulloch MA. Screening
echocardiography identifies risk factors for pulmonary hypertension at discharge in
premature infants with bronchopulmonary dysplasia. Pediatr Cardiol. (2022) 43
(8):1743–51. doi: 10.1007/s00246-022-02911-2

12. Ehrmann DE, Mourani PM, Abman SH, Poindexter BB, Morrow LA, Wagner BD,
et al. Echocardiographic measurements of right ventricular mechanics in infants with
bronchopulmonary dysplasia at 36 weeks postmenstrual age. J Pediatr. (2018)
203:210–217.e1. doi: 10.1016/j.jpeds.2018.08.005

13. Mourani PM, Sontag MK, Younoszai A, Miller JI, Kinsella JP, Baker CD, et al.
Early pulmonary vascular disease in preterm infants at risk for bronchopulmonary
dysplasia. Am J Respir Crit Care Med. (2015) 191(1):87–95. doi: 10.1164/rccm.201409-
1594OC

14. Abraham S, Weismann CG. Left ventricular End-systolic eccentricity Index for
assessment of pulmonary hypertension in infants. Echocardiography. (2016) 33
(6):910–5. doi: 10.1111/echo.13171

15. Levy PT, El-Khuffash A, Patel MD, Breatnach CR, James AT, Sanchez AA, et al.
Maturational patterns of systolic ventricular deformation mechanics by two-
dimensional speckle-tracking echocardiography in preterm infants over the first year
of age. J Am Soc Echocardiogr. (2017) 30(7):685–698.e1. doi: 10.1016/j.echo.2017.03.003

16. Behere S, Alapati D, McCulloch MA. Screening echocardiography and brain
natriuretic peptide levels predict late pulmonary hypertension in infants with
bronchopulmonary dysplasia. Pediatr Cardiol. (2019) 40(5):973–9. doi: 10.1007/
s00246-019-02100-8

17. Tissot C, Singh Y, Sekarski N. Echocardiographic evaluation of ventricular
function-for the neonatologist and pediatric intensivist. Front Pediatr. (2018) 6:79.
doi: 10.3389/fped.2018.00079

18. Lopez L, Colan SD, Frommelt PC, Ensing GJ, Kendall K, Younoszai AK, et al.
Recommendations for quantification methods during the performance of a pediatric
echocardiogram: a report from the pediatric measurements writing group of the
American society of echocardiography pediatric and congenital heart disease council.
J Am Soc Echocardiogr. (2010) 23(5):465–95; quiz 576–7. doi: 10.1016/j.echo.2010.03.019

19. Nestaas E, Schubert U, de Boode WP, El-Khuffash A, E. S. I. G. N. P. E. (NPE).
Tissue Doppler velocity imaging and event timings in neonates: a guide to image
acquisition, measurement, interpretation, and reference values. Pediatr Res. (2018) 84
(Suppl 1):18–29. doi: 10.1038/s41390-018-0079-8

20. El-Khuffash A, Schubert U, Levy PT, Nestaas E, de Boode WP, E. S. I. G. N. P. E.
(NPE). Deformation imaging and rotational mechanics in neonates: a guide to image
acquisition, measurement, interpretation, and reference values. Pediatr Res. (2018) 84
(Suppl 1):30–45. doi: 10.1038/s41390-018-0080-2

21. Corsini I, Parri N, Gozzini E, Coviello C, Leonardi V, Poggi C, et al. Lung
ultrasound for the differential diagnosis of respiratory distress in neonates.
Neonatology. (2019) 115(1):77–84. doi: 10.1159/000493001

22. Corsini I, Parri N, Ficial B, Dani C. Lung ultrasound in the neonatal intensive care
unit: review of the literature and future perspectives. Pediatr Pulmonol. (2020) 55
(7):1550–62. doi: 10.1002/ppul.24792

23. Raimondi F, Yousef N, Migliaro F, Capasso L, De Luca D. Point-of-care lung
ultrasound in neonatology: classification into descriptive and functional applications.
Pediatr Res. (2021) 90(3):524–31. doi: 10.1038/s41390-018-0114-9

Martini et al. 10.3389/fped.2023.1067323

Frontiers in Pediatrics 14 frontiersin.org

https://www.frontiersin.org/articles/10.3389/fped.2023.1067323/full#supplementary-material
https://www.frontiersin.org/articles/10.3389/fped.2023.1067323/full#supplementary-material
https://doi.org/10.1016/j.rmed.2017.10.014
https://doi.org/10.1016/j.rmed.2017.10.014
https://doi.org/10.1002/ppul.25370
https://doi.org/10.1002/ppul.25370
https://doi.org/10.1159/000497422
https://doi.org/10.1152/physiol.00039.2019
https://doi.org/10.1152/physiol.00039.2019
https://doi.org/10.1016/j.prrv.2018.10.004
https://doi.org/10.1038/s41572-019-0127-7
https://doi.org/10.1038/s41572-019-0127-7
https://doi.org/10.1002/ppul.26025
https://doi.org/10.1183/13993003.01916-2018
https://doi.org/10.1183/13993003.01916-2018
https://doi.org/10.1186/s13054-020-2787-9
https://doi.org/10.3389/fped.2017.00201
https://doi.org/10.1007/s00246-022-02911-2
https://doi.org/10.1016/j.jpeds.2018.08.005
https://doi.org/10.1164/rccm.201409-1594OC
https://doi.org/10.1164/rccm.201409-1594OC
https://doi.org/10.1111/echo.13171
https://doi.org/10.1016/j.echo.2017.03.003
https://doi.org/10.1007/s00246-019-02100-8
https://doi.org/10.1007/s00246-019-02100-8
https://doi.org/10.3389/fped.2018.00079
https://doi.org/10.1016/j.echo.2010.03.019
https://doi.org/10.1038/s41390-018-0079-8
https://doi.org/10.1038/s41390-018-0080-2
https://doi.org/10.1159/000493001
https://doi.org/10.1002/ppul.24792
https://doi.org/10.1038/s41390-018-0114-9
https://doi.org/10.3389/fped.2023.1067323
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/


24. Soummer A, Perbet S, Brisson H, Arbelot C, Constantin JM, Lu Q, et al.
Ultrasound assessment of lung aeration loss during a successful weaning trial predicts
postextubation distress*. Crit Care Med. (2012) 40(7):2064–72. doi: 10.1097/CCM.
0b013e31824e68ae

25. Brat R, Yousef N, Klifa R, Reynaud S, Shankar Aguilera S, De Luca D. Lung
ultrasonography score to evaluate oxygenation and surfactant need in neonates treated
with continuous positive airway pressure. JAMA Pediatr. (2015) 169(8):e151797.
doi: 10.1001/jamapediatrics.2015.1797

26. Rodriguez-Fanjul J, Jordan I, Balaguer M, Batista-Muñoz A, Ramon M, Bobillo-
Perez S. Early surfactant replacement guided by lung ultrasound in preterm newborns
with RDS: the ULTRASURF randomised controlled trial. Eur J Pediatr. (2020) 179
(12):1913–20. doi: 10.1007/s00431-020-03744-y

27. De Martino L, Yousef N, Ben-Ammar R, Raimondi F, Shankar-Aguilera S, De Luca
D. Lung ultrasound score predicts surfactant need in extremely preterm neonates.
Pediatrics. (2018) 142(3):e20180463. doi: 10.1542/peds.2018-0463

28. Raimondi F, Migliaro F, Corsini I, Meneghin F, Dolce P, Pierri L, et al. Lung
ultrasound score progress in neonatal respiratory distress syndrome. Pediatrics. (2021)
147(4):e2020030528. doi: 10.1542/peds.2020-030528

29. Raimondi F, Migliaro F, Corsini I, Meneghin F, Pierri L, Salomè S, et al. Neonatal
lung ultrasound and surfactant administration: a pragmatic, multicenter study. Chest.
(2021) 160(6):2178–86. doi: 10.1016/j.chest.2021.06.076

30. Raschetti R, Yousef N, Vigo G, Marseglia G, Centorrino R, Ben-Ammar R, et al.
Echography-Guided surfactant therapy to improve timeliness of surfactant
replacement: a quality improvement project. J Pediatr. (2019) 212:137–143.e1. doi: 10.
1016/j.jpeds.2019.04.020

31. Corsini I, Ficial B, Ciarcià M, Capasso L, Migliaro F, Rodriguez-Fanjul J, et al. Lung
ultrasound scores in neonatal clinical practice: a narrative review of the literature. Pediatr
Pulmonol. (2022) 57(5):1157–66. doi: 10.1002/ppul.25875

32. Patel MD, Breatnach CR, James AT, Choudhry S, McNamara PJ, Jain A, et al.
Echocardiographic assessment of right ventricular afterload in preterm infants:
maturational patterns of pulmonary artery acceleration time over the first year of age
and implications for pulmonary hypertension. J Am Soc Echocardiogr. (2019) 32
(7):884–894.e4. doi: 10.1016/j.echo.2019.03.015

33. Choi YE, Cho HJ, Song ES, Jeong IS, Yoon N, Choi YY, et al. Clinical utility of
echocardiography for the diagnosis and prognosis in children with bronchopulmonary
dsyplasia. J Cardiovasc Ultrasound. (2016) 24(4):278–84. doi: 10.4250/jcu.2016.24.4.278

34. Alvarez-Fuente M, Moreno L, Lopez-Ortego P, Arruza L, Avila-Alvarez A, Muro
M, et al. Exploring clinical, echocardiographic and molecular biomarkers to predict
bronchopulmonary dysplasia. PLoS ONE. (2019) 14(3):e0213210. doi: 10.1371/journal.
pone.0213210

35. Vyas-Read S, Wymore EM, Zaniletti I, Murthy K, Padula MA, Truog WE, et al.
Utility of echocardiography in predicting mortality in infants with severe
bronchopulmonary dysplasia. J Perinatol. (2020) 40(1):149–56. doi: 10.1038/s41372-
019-0508-5

36. Nawaytou H, Steurer MA, Zhao Y, Guslits E, Teitel D, Fineman JR, et al.
Clinical utility of echocardiography in former preterm infants with
bronchopulmonary dysplasia. J Am Soc Echocardiogr. (2020) 33(3):378–388.e1.
doi: 10.1016/j.echo.2019.10.012

37. McCrary AW, Malowitz JR, Hornick CP, Hill KD, Cotten CM, Tatum GH, et al.
Differences in eccentricity Index and systolic-diastolic ratio in extremely low-birth-
weight infants with bronchopulmonary dysplasia at risk of pulmonary hypertension.
Am J Perinatol. (2016) 33(1):57–62. doi: 10.1055/s-0035-1556757

38. Seo YH, Choi HJ. Clinical utility of echocardiography for early and late pulmonary
hypertension in preterm infants: relation with bronchopulmonary dysplasia. J Cardiovasc
Ultrasound. (2017) 25(4):124–30. doi: 10.4250/jcu.2017.25.4.124

39. Aldana-Aguirre JC, Eckersley L, Hyderi A, Hirose A, Boom JVD, Kumaran K, et al.
Influence of extreme prematurity and bronchopulmonary dysplasia on cardiac function.
Echocardiography. (2021) 38(9):1596–603. doi: 10.1111/echo.15178

40. Akcan AB, Kardelen F, Oygucu SE, Kocabaş A, Ozel D, Akbaş H, et al. The efficacy
of cardiac findings in assessing the outcome in preterms with bronchopulmonary
dysplasia. Indian J Pediatr. (2013) 80(11):896–902. doi: 10.1007/s12098-013-0994-y

41. Czernik C, Rhode S, Helfer S, Schmalisch G, Bührer C, Schmitz L. Development of
left ventricular longitudinal speckle tracking echocardiography in very low birth weight
infants with and without bronchopulmonary dysplasia during the neonatal period. PLoS
ONE. (2014) 9(9):e106504. doi: 10.1371/journal.pone.0106504

42. Levy PT, Dioneda B, Holland MR, Sekarski TJ, Lee CK, Mathur A, et al. Right
ventricular function in preterm and term neonates: reference values for right ventricle
areas and fractional area of change. J Am Soc Echocardiogr. (2015) 28(5):559–69.
doi: 10.1016/j.echo.2015.01.024

43. Sehgal A, Malikiwi A, Paul E, Tan K, Menahem S. Right ventricular function in
infants with bronchopulmonary dysplasia: association with respiratory sequelae.
Neonatology. (2016) 109(4):289–96. doi: 10.1159/000442967

44. Haque U, Stiver C, Rivera BK, Richards B, Ma N, Cua CL, et al. Right ventricular
performance using myocardial deformation imaging in infants with bronchopulmonary
dysplasia. J Perinatol. (2017) 37(1):81–7. doi: 10.1038/jp.2016.173

45. Levy PT, Patel MD, Choudhry S, Hamvas A, Singh GK. Evidence of
echocardiographic markers of pulmonary vascular disease in asymptomatic infants

born preterm at one year of age. J Pediatr. (2018) 197:48–56.e2. doi: 10.1016/j.jpeds.
2018.02.006

46. Erickson CT, Patel MD, Choudhry S, Bisselou KS, Sekarski T, Craft M, et al.
Persistence of right ventricular dysfunction and altered morphometry in asymptomatic
preterm infants through one year of age: cardiac phenotype of prematurity. Cardiol
Young. (2019) 29(7):945–53. doi: 10.1017/S1047951119001161

47. Czernik C, Rhode S, Metze B, Schmalisch G, Bührer C. Persistently elevated right
ventricular index of myocardial performance in preterm infants with incipient
bronchopulmonary dysplasia. PLoS One. (2012) 7(6):e38352. doi: 10.1371/journal.
pone.0038352

48. Bokiniec R, Własienko P, Borszewska-Kornacka M, Szymkiewicz-Dangel J.
Echocardiographic evaluation of right ventricular function in preterm infants with
bronchopulmonary dysplasia. Echocardiography. (2017) 34(4):577–86. doi: 10.1111/
echo.13489

49. Neumann RP, Schulzke SM, Pohl C, Wellmann S, Metze B, Burdensky AK, et al.
Right ventricular function and vasoactive peptides for early prediction of
bronchopulmonary dysplasia. PLoS One. (2021) 16(9):e0257571. doi: 10.1371/journal.
pone.0257571

50. Bokiniec R, Własienko P, Borszewska-Kornacka M, Szymkiewicz-Dangel J.
Evaluation of left ventricular function in preterm infants with bronchopulmonary
dysplasia using various echocardiographic techniques. Echocardiography. (2017) 34
(4):567–76. doi: 10.1111/echo.13488

51. Méndez-Abad P, Zafra-Rodríguez P, Lubián-López S, Benavente-Fernández I.
Myocardial function maturation in very-low-birth-weight infants and development of
bronchopulmonary dysplasia. Front Pediatr. (2019) 7:556. doi: 10.3389/fped.2019.00556

52. Yates AR, Welty SE, Gest AL, Cua CL. Myocardial tissue Doppler changes in
patients with bronchopulmonary dysplasia. J Pediatr. (2008) 152(6):766–70; 770.e1.
doi: 10.1016/j.jpeds.2007.11.039

53. Koestenberger M, Grangl G, Avian A, Gamillscheg A, Grillitsch M, Cvirn G, et al.
Normal reference values and z scores of the pulmonary artery acceleration time in
children and its importance for the assessment of pulmonary hypertension. Circ
Cardiovasc Imaging. (2017) 10(1):e005336. doi: 10.1161/CIRCIMAGING.116.005336

54. Gill AB, Weindling AM. Pulmonary artery pressure changes in the very low
birthweight infant developing chronic lung disease. Arch Dis Child. (1993) 68(3 Spec
No):303–7. doi: 10.1136/adc.68.3_spec_no.303

55. Su BH, Watanabe T, Shimizu M, Yanagisawa M. Doppler Assessment of
pulmonary artery pressure in neonates at risk of chronic lung disease. Arch Dis Child
Fetal Neonatal Ed. (1997) 77(1):F23–7. doi: 10.1136/fn.77.1.f23

56. Benatar A, Clarke J, Silverman M. Pulmonary hypertension in infants with chronic
lung disease: non-invasive evaluation and short term effect of oxygen treatment. Arch Dis
Child Fetal Neonatal Ed. (1995) 72(1):F14–9. doi: 10.1136/fn.72.1.f14

57. Subhedar NV, Shaw NJ. Changes in pulmonary arterial pressure in preterm infants
with chronic lung disease. Arch Dis Child Fetal Neonatal Ed. (2000) 82(3):F243–7.
doi: 10.1136/fn.82.3.f243

58. Breatnach CR, Forman E, Foran A, Monteith C, McSweeney L, Malone F, et al. Left
ventricular rotational mechanics in infants with hypoxic ischemic encephalopathy and
preterm infants at 36 weeks postmenstrual age: a comparison with healthy term
controls. Echocardiography. (2017) 34(2):232–9. doi: 10.1111/echo.13421

59. Lehmann GC, Levy PT, Patel MD, Sekarski T, Gu H, Choudhry S, et al.
Maturational patterns of left ventricular rotational mechanics in pre-term infants
through 1 year of age. Cardiol Young. (2020) 30(9):1238–46. doi: 10.1017/
S1047951120001912

60. James AT, Corcoran JD, Breatnach CR, Franklin O, Mertens L, El-Khuffash A.
Longitudinal assessment of left and right myocardial function in preterm infants using
strain and strain rate imaging. Neonatology. (2016) 109(1):69–75. doi: 10.1159/
000440940

61. Bui CB, Pang MA, Sehgal A, Theda C, Lao JC, Berger PJ, et al. Pulmonary
hypertension associated with bronchopulmonary dysplasia in preterm infants.
J Reprod Immunol. (2017) 124:21–9. doi: 10.1016/j.jri.2017.09.013

62. Mirza H, Ziegler J, Ford S, Padbury J, Tucker R, Laptook A. Pulmonary
hypertension in preterm infants: prevalence and association with bronchopulmonary
dysplasia. J Pediatr. (2014) 165(5):909–14.e1. doi: 10.1016/j.jpeds.2014.07.040

63. Seth SA, Soraisham AS, Harabor A. Risk factors and outcomes of early pulmonary
hypertension in preterm infants. J Matern Fetal Neonatal Med. (2018) 31(23):3147–52.
doi: 10.1080/14767058.2017.1365129

64. Kim HH, Sung SI, Yang MS, Han YS, Kim HS, Ahn SY, et al. Early pulmonary
hypertension is a risk factor for bronchopulmonary dysplasia-associated late
pulmonary hypertension in extremely preterm infants. Sci Rep. (2021) 11(1):11206.
doi: 10.1038/s41598-021-90769-4

65. Mirza H, Ziegler J, Ford S, Padbury J, Tucker R, Laptook A. Temporal profile of
early pulmonary hypertension in preterm infants. Am J Perinatol. (2016) 33(9):903–9.
doi: 10.1055/s-0036-1581079

66. Kaluarachchi DC, Woo KM, Colaizy TT. Role of early pulmonary hypertension as
a risk factor for late pulmonary hypertension in extremely preterm infants. Am
J Perinatol. (2018) 35(2):120–6. doi: 10.1055/s-0037-1606189

67. del Cerro MJ, Sabaté Rotés A, Cartón A, Deiros L, Bret M, Cordeiro M, et al.
Pulmonary hypertension in bronchopulmonary dysplasia: clinical findings,

Martini et al. 10.3389/fped.2023.1067323

Frontiers in Pediatrics 15 frontiersin.org

https://doi.org/10.1097/CCM.0b013e31824e68ae
https://doi.org/10.1097/CCM.0b013e31824e68ae
https://doi.org/10.1001/jamapediatrics.2015.1797
https://doi.org/10.1007/s00431-020-03744-y
https://doi.org/10.1542/peds.2018-0463
https://doi.org/10.1542/peds.2020-030528
https://doi.org/10.1016/j.chest.2021.06.076
https://doi.org/10.1016/j.jpeds.2019.04.020
https://doi.org/10.1016/j.jpeds.2019.04.020
https://doi.org/10.1002/ppul.25875
https://doi.org/10.1016/j.echo.2019.03.015
https://doi.org/10.4250/jcu.2016.24.4.278
https://doi.org/10.1371/journal.pone.0213210
https://doi.org/10.1371/journal.pone.0213210
https://doi.org/10.1038/s41372-019-0508-5
https://doi.org/10.1038/s41372-019-0508-5
https://doi.org/10.1016/j.echo.2019.10.012
https://doi.org/10.1055/s-0035-1556757
https://doi.org/10.4250/jcu.2017.25.4.124
https://doi.org/10.1111/echo.15178
https://doi.org/10.1007/s12098-013-0994-y
https://doi.org/10.1371/journal.pone.0106504
https://doi.org/10.1016/j.echo.2015.01.024
https://doi.org/10.1159/000442967
https://doi.org/10.1038/jp.2016.173
https://doi.org/10.1016/j.jpeds.2018.02.006
https://doi.org/10.1016/j.jpeds.2018.02.006
https://doi.org/10.1017/S1047951119001161
https://doi.org/10.1371/journal.pone.0038352
https://doi.org/10.1371/journal.pone.0038352
https://doi.org/10.1111/echo.13489
https://doi.org/10.1111/echo.13489
https://doi.org/10.1371/journal.pone.0257571
https://doi.org/10.1371/journal.pone.0257571
https://doi.org/10.1111/echo.13488
https://doi.org/10.3389/fped.2019.00556
https://doi.org/10.1016/j.jpeds.2007.11.039
https://doi.org/10.1161/CIRCIMAGING.116.005336
https://doi.org/10.1136/adc.68.3_spec_no.303
https://doi.org/10.1136/fn.77.1.f23
https://doi.org/10.1136/fn.72.1.f14
https://doi.org/10.1136/fn.82.3.f243
https://doi.org/10.1111/echo.13421
https://doi.org/10.1017/S1047951120001912
https://doi.org/10.1017/S1047951120001912
https://doi.org/10.1159/000440940
https://doi.org/10.1159/000440940
https://doi.org/10.1016/j.jri.2017.09.013
https://doi.org/10.1016/j.jpeds.2014.07.040
https://doi.org/10.1080/14767058.2017.1365129
https://doi.org/10.1038/s41598-021-90769-4
https://doi.org/10.1055/s-0036-1581079
https://doi.org/10.1055/s-0037-1606189
https://doi.org/10.3389/fped.2023.1067323
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/


cardiovascular anomalies and outcomes. Pediatr Pulmonol. (2014) 49(1):49–59. doi: 10.
1002/ppul.22797

68. Mourani PM, Sontag MK, Younoszai A, Ivy DD, Abman SH. Clinical utility of
echocardiography for the diagnosis and management of pulmonary vascular disease in
young children with chronic lung disease. Pediatrics. (2008) 121(2):317–25. doi: 10.
1542/peds.2007-1583

69. Sallmon H, Koestenberger M, Avian A, Reiterer F, Schwaberger B, Meinel K, et al.
Extremely premature infants born at 23-25 weeks gestation are at substantial risk for
pulmonary hypertension. J Perinatol. (2022) 42(6):781–7. doi: 10.1038/s41372-022-
01374-w

70. Savoia M, Morassutti FR, Castriotta L, Pavoni D, Mourani PM, Freschi P, et al.
Pulmonary hypertension in a neonatologist-performed echocardiographic follow-up of
bronchopulmonary dysplasia. Eur J Pediatr. (2021) 180(6):1711–20. doi: 10.1007/
s00431-021-03954-y

71. Richardson C, Amirtharaj C, Gruber D, Hayes DA. Assessing myocardial function
in infants with pulmonary hypertension: the role of tissue Doppler imaging and tricuspid
annular plane systolic excursion. Pediatr Cardiol. (2017) 38(3):558–65. doi: 10.1007/
s00246-016-1548-7

72. Blanca AJ, Duijts L, van Mastrigt E, Pijnenburg MW, Ten Harkel DD, Helbing
WA, et al. Right ventricular function in infants with bronchopulmonary dysplasia and
pulmonary hypertension: a pilot study. Pulm Circ. (2019) 9(1):2045894018816063.
doi: 10.1177/2045894018816063

73. Woods PL, Stoecklin B, Woods A, Gill AW. Early lung ultrasound affords little to
the prediction of bronchopulmonary dysplasia. Arch Dis Child Fetal Neonatal Ed. (2021)
106(6):657–62. doi: 10.1136/archdischild-2020-320830

74. Abdelmawla M, Louis D, Narvey M, Elsayed Y. A lung ultrasound severity score
predicts chronic lung disease in preterm infants. Am J Perinatol. (2019) 36
(13):1357–61. doi: 10.1055/s-0038-1676975

75. Alonso-Ojembarrena A, Lubián-López SP. Lung ultrasound score as early predictor
of bronchopulmonary dysplasia in very low birth weight infants. Pediatr Pulmonol.
(2019) 54(9):1404–9. doi: 10.1002/ppul.24410

76. Oulego-Erroz I, Alonso-Quintela P, Terroba-Seara S, Jiménez-González A,
Rodríguez-Blanco S. Early assessment of lung aeration using an ultrasound score as a
biomarker of developing bronchopulmonary dysplasia: a prospective observational
study. J Perinatol. (2021) 41(1):62–8. doi: 10.1038/s41372-020-0724-z

77. Liu X, Lv X, Jin D, Li H, Wu H. Lung ultrasound predicts the development of
bronchopulmonary dysplasia: a prospective observational diagnostic accuracy study.
Eur J Pediatr. (2021) 180(9):2781–9. doi: 10.1007/s00431-021-04021-2

78. Mohamed A, Mohsen N, Diambomba Y, Lashin A, Louis D, Elsayed Y, et al. Lung
ultrasound for prediction of bronchopulmonary dysplasia in extreme preterm neonates: a
prospective diagnostic cohort study. J Pediatr. (2021) 238:187–192.e2. doi: 10.1016/j.
jpeds.2021.06.079

79. Alonso-Ojembarrena A, Serna-Guerediaga I, Aldecoa-Bilbao V, Gregorio-
Hernández R, Alonso-Quintela P, Concheiro-Guisán A, et al. The predictive value of
lung ultrasound scores in developing bronchopulmonary dysplasia: a prospective
multicenter diagnostic accuracy study. Chest. (2021) 160(3):1006–16. doi: 10.1016/j.
chest.2021.02.066

80. Aldecoa-Bilbao V, Velilla M, Teresa-Palacio M, Esponera CB, Barbero AH, Sin-Soler
M, et al. Lung ultrasound in bronchopulmonary dysplasia: patterns and predictors in very
preterm infants. Neonatology. (2021) 118(5):537–45. doi: 10.1159/000517585

81. Hoshino Y, Arai J, Miura R, Takeuchi S, Yukitake Y, Kajikawa D, et al. Lung
ultrasound for predicting the respiratory outcome in patients with bronchopulmonary
dysplasia. Am J Perinatol. (2022) 39(11):1229–35. doi: 10.1055/s-0040-1721848

82. Loi B, Vigo G, Baraldi E, Raimondi F, Carnielli VP, Mosca F, et al. Lung ultrasound
to monitor extremely preterm infants and predict bronchopulmonary dysplasia. A

multicenter longitudinal cohort study. Am J Respir Crit Care Med. (2021) 203
(11):1398–409. doi: 10.1164/rccm.202008-3131OC

83. Martini S, Gatelli IF, Vitelli O, Galletti S, Camela F, De Rienzo F, et al. Prediction of
respiratory distress severity and bronchopulmonary dysplasia by lung ultrasounds and
transthoracic electrical bioimpedance. Eur J Pediatr. (2022). [Epub ahead of print].
doi: 10.1007/s00431-022-04764-6

84. Pezza L, Alonso-Ojembarrena A, Elsayed Y, Yousef N, Vedovelli L, Raimondi F,
et al. Meta-analysis of lung ultrasound scores for early prediction of
bronchopulmonary dysplasia. Ann Am Thorac Soc. (2022) 19(4):659–67. doi: 10.1513/
AnnalsATS.202107-822OC

85. Sun YH, Du Y, Shen JR, Ai DY, Huang XY, Diao SH, et al. A modified lung
ultrasound score to evaluate short-term clinical outcomes of bronchopulmonary
dysplasia. BMC Pulm Med. (2022) 22(1):95. doi: 10.1186/s12890-022-01885-4

86. Savoia M, Miletic P, De Martino M, Morassutti FR. Lung ultrasound score follows
the chronic pulmonary insufficiency of prematurity trajectory in early infancy. Eur
J Pediatr. (2022) 181(12):4157–66. doi: 10.1007/s00431-022-04629-y

87. Radulova P, Vakrilova L, Hitrova-Nikolova S, Dimitrova V. Lung ultrasound in
premature infants as an early predictor of bronchopulmonary dysplasia. J Clin
Ultrasound. (2022) 50(9):1322–7. doi: 10.1002/jcu.23207

88. Alonso-Ojembarrena A, Méndez-Abad P, Alonso-Quintela P, Zafra-Rodríguez P,
Oulego-Erroz I, Lubián-López SP. Lung ultrasound score has better diagnostic ability
than NT-proBNP to predict moderate-severe bronchopulmonary dysplasia. Eur
J Pediatr. (2022) 181(8):3013–21. doi: 10.1007/s00431-022-04491-y

89. Avni EF, Cassart M, de Maertelaer V, Rypens F, Vermeylen D, Gevenois PA.
Sonographic prediction of chronic lung disease in the premature undergoing
mechanical ventilation. Pediatr Radiol. (1996) 26(7):463–9. doi: 10.1007/BF01377203

90. Pieper CH, Smith J, Brand EJ. The value of ultrasound examination of the lungs in
predicting bronchopulmonary dysplasia. Pediatr Radiol. (2004) 34(3):227–31. doi: 10.
1007/s00247-003-1102-7

91. Gao S, Xiao T, Ju R, Ma R, Zhang X, Dong W. The application value of lung
ultrasound findings in preterm infants with bronchopulmonary dysplasia. Transl
Pediatr. (2020) 9(2):93–100. doi: 10.21037/tp.2020.03.14

92. Sun YH, Yuan L, Du Y, Zhou JG, Lin SB, Zhang R, et al. Characterization of lung
ultrasound imaging in preterm infants with bronchopulmonary dysplasia. Clin
Hemorheol Microcirc. (2022) 80(2):83–95. doi: 10.3233/CH-211132

93. Abman SH, Hansmann G, Archer SL, Ivy DD, Adatia I, Chung WK, et al. Pediatric
pulmonary hypertension: guidelines from the American heart association and American
thoracic society. Circulation. (2015) 132(21):2037–99. doi: 10.1161/CIR.0000000000000329

94. McCrary AW, Barker PCA, Torok RD, Spears TG, Li JS, Hornik CP, et al.
Agreement of an echocardiogram-based diagnosis of pulmonary hypertension in
infants at risk for bronchopulmonary dysplasia among masked reviewers. J Perinatol.
(2019) 39(2):248–55. doi: 10.1038/s41372-018-0277-6

95. Adams EW, Harrison MC, Counsell SJ, Allsop JM, Kennea NL, Hajnal JV, et al.
Increased lung water and tissue damage in bronchopulmonary dysplasia. J Pediatr.
(2004) 145(4):503–7. doi: 10.1016/j.jpeds.2004.06.028

96. Jobe AH, Bancalari E. Bronchopulmonary dysplasia. Am J Respir Crit Care Med.
(2001) 163(7):1723–9. doi: 10.1164/ajrccm.163.7.2011060

97. Jensen EA, Dysart K, Gantz MG, McDonald S, Bamat NA, Keszler M, et al. The
diagnosis of bronchopulmonary dysplasia in very preterm infants. An evidence-based
approach. Am J Respir Crit Care Med. (2019) 200(6):751–9. doi: 10.1164/rccm.201812-
2348OC

98. Walsh MC, Yao Q, Gettner P, Hale E, Collins M, Hensman A, et al. Impact of a
physiologic definition on bronchopulmonary dysplasia rates. Pediatrics. (2004) 114
(5):1305–11. doi: 10.1542/peds.2004-0204

Martini et al. 10.3389/fped.2023.1067323

Frontiers in Pediatrics 16 frontiersin.org

https://doi.org/10.1002/ppul.22797
https://doi.org/10.1002/ppul.22797
https://doi.org/10.1542/peds.2007-1583
https://doi.org/10.1542/peds.2007-1583
https://doi.org/10.1038/s41372-022-01374-w
https://doi.org/10.1038/s41372-022-01374-w
https://doi.org/10.1007/s00431-021-03954-y
https://doi.org/10.1007/s00431-021-03954-y
https://doi.org/10.1007/s00246-016-1548-7
https://doi.org/10.1007/s00246-016-1548-7
https://doi.org/10.1177/2045894018816063
https://doi.org/10.1136/archdischild-2020-320830
https://doi.org/10.1055/s-0038-1676975
https://doi.org/10.1002/ppul.24410
https://doi.org/10.1038/s41372-020-0724-z
https://doi.org/10.1007/s00431-021-04021-2
https://doi.org/10.1016/j.jpeds.2021.06.079
https://doi.org/10.1016/j.jpeds.2021.06.079
https://doi.org/10.1016/j.chest.2021.02.066
https://doi.org/10.1016/j.chest.2021.02.066
https://doi.org/10.1159/000517585
https://doi.org/10.1055/s-0040-1721848
https://doi.org/10.1164/rccm.202008-3131OC
https://doi.org/10.1007/s00431-022-04764-6
https://doi.org/10.1513/AnnalsATS.202107-822OC
https://doi.org/10.1513/AnnalsATS.202107-822OC
https://doi.org/10.1186/s12890-022-01885-4
https://doi.org/10.1007/s00431-022-04629-y
https://doi.org/10.1002/jcu.23207
https://doi.org/10.1007/s00431-022-04491-y
https://doi.org/10.1007/BF01377203
https://doi.org/10.1007/s00247-003-1102-7
https://doi.org/10.1007/s00247-003-1102-7
https://doi.org/10.21037/tp.2020.03.14
https://doi.org/10.3233/CH-211132
https://doi.org/10.1161/CIR.0000000000000329
https://doi.org/10.1038/s41372-018-0277-6
https://doi.org/10.1016/j.jpeds.2004.06.028
https://doi.org/10.1164/ajrccm.163.7.2011060
https://doi.org/10.1164/rccm.201812-2348OC
https://doi.org/10.1164/rccm.201812-2348OC
https://doi.org/10.1542/peds.2004-0204
https://doi.org/10.3389/fped.2023.1067323
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org/

	A scoping review of echocardiographic and lung ultrasound biomarkers of bronchopulmonary dysplasia in preterm infants
	Introduction
	Methods
	Echocardiographic parameters
	Tricuspid regurgitation jet velocity (TRJV) and right ventricular systolic pressure (RVSP)
	Septal flattening and left ventricular eccentricity index (LV-EI)
	Left ventricular output (LVO), left ventricular ejection fraction (EF) and fractional shortening (FS)
	RV to LV ratio
	Right atrium and ventricular size, and RV fractional area change
	Tricuspid annular plane systolic excursion (TAPSE)
	Tissue Doppler imaging (TDI)
	Pulmonary artery acceleration time (PAAT) and PAAT to RV ejection time (PAAT:ET) ratio
	Speckle tracking

	Lung ultrasound parameters
	Lung ultrasound score (LUS)


	Results
	Echocardiographic markers for BPD association or prediction
	Echocardiographic markers for PH association or prediction
	Lung ultrasound markers for BPD association or prediction

	Discussion
	Conclusions
	Take home messages

	Author contributions
	Conflict of interest
	Publisher's note
	Supplementary material
	References


