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Abstract
The purpose of this study is to evaluate the association of Electrical Cardiometry (EC)-derived cardiac output indexed to  
weight (CO) and its changes during the first 48 h in relation to adverse short-term outcome in very preterm infants. In  
this prospective observational study of preterm infants < 32 weeks gestational age (GA), the combined adverse outcome 
was defined as mortality or abnormal cranial ultrasound (any grade intracranial hemorrhage (ICH) or periventricular 
leukomalacia) within the first 2 weeks postnatally. Logistic regression models were used to investigate the association 
between median CO and outcome and mixed-effects models for the time trajectory of CO. In the absence of device-specific 
thresholds for low or high CO, no thresholds were used in our analysis. Fifty-three infants (median (IQR) GA 29.0 (25.4–
30.6) weeks, birthweight 1020 (745–1505) g) were included in the analysis. Median CO was 241 (197–275) mL/kg/min 
for the adverse outcome and 198 (175–227) mL/kg/min for normal outcome (odds ratio (OR) (95% confidence interval 
(95% CI)), 1.01 (1.00 to 1.03); p = 0.028). After adjustment for GA, the difference was not significant (adjusted OR (95% 
CI), 1.01 (0.99 to 1.02); p = 0.373). CO trajectory did not differ by outcome (p = 0.352). A post hoc analysis revealed  
an association between CO time trajectory and ICH ≥ grade 2.

Conclusions: EC-derived CO estimates within 48 h postnatally were not independently associated with brain injury (any 
grade) or mortality in the first 14 days of life. CO time trajectory was found to be associated with ICH ≥ grade 2.

What is Known:
• Bioreactance-derived cardiac output indexed to bodyweight (CO) in the transitional period has been associated with adverse short-term 

outcome in preterm infants.
What is New:
• Electrical Cardiometry (EC)-derived CO measurements in very preterm infants during the transitional period are not independently associ-

ated with adverse outcome (death or ultrasound detected brain damage) within 2 weeks postnatally.
• In the first 48 h EC-derived CO increases over time and is higher in extremely preterm infants compared to very preterm and differs from 

previously reported bioreactance-derived CO values.
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Introduction

Non-invasive electrical biosensing technologies such as 
Electrical Cardiometry (EC) and bioreactance are rela-
tively novel assessment tools for neonates that allow non-
invasive continuous objective monitoring of cardiac out-
put (CO). Measured parameters include indices of stroke 
volume and CO. Over the last decade, both technologies 
have been increasingly used in various clinical settings 
in neonatal care despite challenging interpretation due to 
its limited interchangeability with echocardiography in 
preterm infants [1–5].
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Focusing on the transitional period, Cappelleri et al. 
were one of the first groups to provide bioreactance data 
between 6 and 48 h postnatally in a cohort of infants born 
between 30 + 0 and 34 + 0 weeks gestational age (GA) [6]. 
They reported a bioreactance-derived CO increment from 
day 1 to day 2 by 34% [95% confidence interval (95% CI) 
21–47%] in line with a stroke volume increment of 29% 
[16–42%]. Miletin et al. found that for infants < 1250 g with 
low bioreactance-derived CO on day 1, and CO increasing 
into the second day, were associated with adverse outcome 
defined as brain injury or necrotizing enterocolitis [7]. This 
was interpreted as a reperfusion injury; however, the sample 
size studied was small (n = 39, adverse outcome in 6 par-
ticipants). Comparative data pertaining to EC are lacking.

Brain injury in preterm infants occurs most frequently 
within the first days of life, and even low-grade intracranial 
hemorrhage impacts on long-term outcomes [8–10]. The 
pathogenesis is multifactorial, but circulatory factors with 
alterations of cerebral blood flow especially during the tran-
sitional period are major contributors [11].

Therefore, we hypothesized that EC-derived CO and its 
trajectory over time are associated with adverse short-term 
outcome in very preterm infants. Our aim was to evaluate 
the association between EC-derived CO, its changes over 
the first two postnatal days, and the predefined combined 
adverse outcome of death or cranial ultrasound (crUS) find-
ings attributable to circulatory impairment (any grade intrac-
ranial hemorrhage (ICH) or periventricular leukomalacia 
(PVL)) at 2 weeks of age.

Methods

Study design and setting

This prospective observational cohort study was performed 
in a tertiary level neonatal center (Cork University Maternity 
Hospital, Ireland). It was approved by the local Research 
Ethics Committee and registered at clinicaltrials.gov 
(NCT04538079). Infants were enrolled between November 
2019 and May 2021.

Study population

The inclusion criteria were birth between 23 + 0 weeks and 
31 + 6 weeks’ GA with the possibility to commence EC 
monitoring before 12 h of age. Infants were enrolled follow-
ing informed parental consent. In cases of twins, only one 
infant was eligible due to the availability of a single device. 
Exclusion criteria were declined parental consent, major 
congenital cardiac defects (except intra-atrial shunts or pat-
ent ductus arteriosus (PDA)), severe congenital anomalies, 
and hydrops fetalis.

Electrical cardiometry

All participants underwent EC monitoring (ICON, Osypka 
Medical, Berlin, Germany), which was commenced as early 
as possible but within 12 h of delivery and continued up 
to the age of 48 h. The detailed technical background was 
published previously [5]. In short, four neonatal electrodes 
(iSense, Osypka Medical), placed on the forehead, right side 
of the neck, left hemithorax at xyphoid level, and left inner 
thigh, measure changes in electrical conductivity within the 
thorax which relate to the circulatory system. From this, an 
estimate of stroke volume and CO is calculated, and these 
are indexed for birthweight for analysis. The term cardiac 
output in neonates typically refers to cardiac index, as this 
is the term used for CO indexed to bodyweight. Hereafter, 
CO refers to cardiac index. Data processing for EC outputs 
is detailed in the supplementary material.

Cranial ultrasound

All participants underwent routine crUS performed by the 
attending radiologists as part of standard care (unit standard 
first crUS within 3 days of life, second between 7 and 10th 
day of life). The Philips HD-11XE with a C8-5 transducer 
(convex curved array 8–5 MHz probe, Philips, Netherlands) 
or GE Logiq P9 with an 8C transducer (micro convex curved 
array 4–8 MHz probe, GE Healthcare, USA) was used. Radi-
ologists were unaware of the EC values. Papile et al. clas-
sification of brain injury was used [12]. The highest grade 
of ICH diagnosed and the diagnosis of PVL within the first 
2 weeks was documented.

Clinical, neonatal, and echocardiographic data

Clinical and neonatal data (including GA, birthweight, 
Apgar scores, CRIB-II score), data on respiratory support 
(including surfactant use and pneumothorax), and mor-
tality were extracted from electronic charts. Functional 
echocardiography was performed at least once during the 
monitoring period (first 48 h) to ensure normal cardiac 
anatomy, and for PDA evaluation, PDA was classified 
according to its flow pattern: pulsatile non-restrictive 
flow considered a hemodynamically significant PDA 
(Vivid-I, 10S-RS sector array transducer, frequency 
range 4.5–11.5 MHz or Vivid-E9, 12S sector phased 
array transducer, 4.0–12.0 MHz) (both GE Healthcare, 
USA). Echocardiography was performed by neonatolo-
gists trained in neonatal echocardiography (EMD, CES, 
Neidin Bussmann). This institution’s general approach 
to PDA management is conservative, and none of the 
infants received treatment for PDA during the initial 48-h 
monitoring period.
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Two‑week outcome

Infants were divided into normal and adverse outcome groups. 
The adverse outcome was defined as a combined outcome 
including mortality and/or abnormal crUS (any grade ICH or 
periventricular leukomalacia) within the first 2 weeks of life. 
For a post hoc sensitivity analysis, infants with low-grade ICH 
(grade 1) were considered to have a normal outcome.

Statistical analysis and sample size

The planned target sample size was 100 participants to allow 
for multiple comparisons.

Categorical variables were described using frequencies 
and percentages and continuous variables using medians and 
interquartile ranges (IQRs). For comparisons between out-
come groups (adverse, normal), the Mann–Whitney U test 
was used for continuous variables and the χ2 test or Fisher’s 
exact test (in the case of small expected counts) was used for 
categorical variables. Logistic regression models were used 
to investigate the association between median CO across the 
first 48 h of life and outcome, both unadjusted and adjusted 
for GA group. GA was dichotomized into either extremely 
preterm (< 28 weeks) or very preterm (≥ 28 weeks and < 32 
weeks) for the analysis. The Hosmer–Lemeshow goodness of 
fit test was used to determine the fit of the logistic regression 
models with p < 0.05 indicating lack of fit. Prior to perform-
ing the multivariable logistic regression analysis, multicollin-
earity among the independent variables was tested using the 
variance inflation factor (VIF) and VIF < 10 was considered 
acceptable. Linear mixed-effects models were fitted to the 
data to investigate if the CO trajectory over time differed by 
outcome group. The initial model included intercept, time 
(postnatal age), group, the interaction of time by group and 
GA group as fixed effects and intercept and time as random 
effects. The dependent variable was CO. Statistical signifi-
cance for the fixed effects was determined using Satterth-
waite’s method and 95% CI for fixed effects were computed 
using a bootstrap method with 1000 iterations. Model selec-
tion was based on a step-down model building approach, 
starting with a complex model (initial model), followed by 
backward elimination of random effects and then backward 
elimination of fixed effects (final model).

The mixed model was implemented in R (version 4.0, R 
Foundation for Statistical Computing, Vienna, Austria) using 
lme4 (version 1.1) and lmerTest (version 3.1) libraries. All other 
analyses were performed using IBM SPSS Statistics (version 28, 
IBM Corp, Armonk, NY, USA). All tests were two-sided and 
a p value < 0.05 was considered to be statistically significant.

Results

Participant demographics

Fifty-six infants were enrolled, of whom 53 infants were 
included in the analysis. Excluded infants had severe pulmo-
nary stenosis (n = 1), a genetic syndrome (n = 1), and insuf-
ficient EC recording time < 12 h (n = 1) (Fig. 1S). Neonatal 
and demographic variables are summarized in Table 1 (see 
Table 1S for additional information). EC monitoring was 
commenced at a median (IQR) age of 3.2 (1.9 to 5.7) h for 
a duration of 44.3 (41.3 to 46.0) h.

CO by outcome group

The adverse outcome occurred in 21 (40%) of the infants 
(death (n = 4, of whom 3 had abnormal crUS) and/or abnor-
mal crUS (any grade ICH (n = 19) or PVL (n = 1))). This 
group had lower GA and birthweight, a higher rate of 
hsPDA, and received more respiratory and circulatory sup-
port within the first 48 h.

Median (IQR) CO within the first 48 h of age was 241 
(197 to 275) mL/kg/min for infants in the adverse outcome 
group and 198 (175 to 227) mL/kg/min for those in the nor-
mal group (odds ratio (OR) (95% CI), 1.01 (1.00 to 1.03); 
p = 0.028). After adjustment for GA, this difference was 
no longer significant (adjusted OR (95% CI), 1.01 (0.99 to 
1.02; p = 0.373)) (Fig. 2S). The Hosmer–Lemeshow good-
ness of fit test indicated best fit with GA groups (compared 
to GA as continuous variable) and a VIF < 10 indicated no 
relevant multicollinearity.

Figure 1 illustrates the course of CO over the monitor-
ing period. Linear mixed modeling was used to analyze 
differences between groups. Backwards and forwards 
selection resulted in the same model. The final model 
(Table 2) includes intercept and time (postnatal age) as 
random effects and intercept, time, and GA group as fixed 
effects. This model indicates that coming from a baseline 
(intercept) CO of 185 (95% CI 168 to 201) mL/kg/min, CO 
increased over time (+ 17 mL/kg/min per day; 95% CI 8 to 
26). Furthermore, CO was higher in extremely compared 
with very preterm infants (+ 39 mL/kg/min; 95% CI 17 to 
62) (Fig. 3S).

A post hoc analysis with re-classification of ICH grade 
1 (n = 9) as a normal outcome was subsequently per-
formed. This revealed a significantly greater increase in CI 
over time in infants with ICH ≥ grade 2 (+ 35 mL/kg/min/
day compared to + 12 mL/kg/min per day, see Table 1S 
and Fig. 4S).
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Discussion

This is the first study of very preterm infants to evaluate rela-
tionships between CO derived by EC and relevant short-term 

outcomes. In our study, the adverse outcome occurred 
in 40% of the participants and was more common in the 
extremely preterm subgroup. We found that after adjusting 
for GA there was no association between CO and outcome. 

Fig. 1  Two-hourly mean cardiac output indexed to bodyweight (CO) within first 48 h of age according to predefined adverse or normal outcome 
(colored in online supplement)

Table 1  Baseline characteristics of study cohort overall and by outcome group

*Unless otherwise stated
a From Mann–Whitney U test
b From χ2 tests
c From Fisher’s exact test

Variables Study cohort (n = 53)n (%)* Outcome group p value

Adverse outcome (n = 21) 
n (%)*

Normal outcome (n = 32) 
n (%)*

Gestational age [weeks]: median (IQR) 29.0 (25.4 to 30.6) 25.1 (24.2 to 30.5) 30.1 (28.0 to 30.6) 0.005a

Birth weight [g]: median (IQR) 1020 (745 to 1505) 770 (645 to 1405) 1190 (891 to 1600) 0.011a

Sex [female] 29 (55) 13 (62) 16 (50) 0.394b

Multiples 9 (17) 4 (19) 5 (16) 1.0c

Intrauterine growth restriction 11 (21) 3 (14) 8 (25) 0.494c

Antenatal steroids (completed) 36 (68) 12 (57) 24 (75) 0.173b

Antenatal  MgSO4
Not available

45 (87)
1

16 (76)
0

29 (94)
1

0.104c

Mode of delivery [caesarean] 35 (66) 11 (52) 24 (75) 0.089b

Apgar score min 5: median (IQR)
Not available

8 (6 to 8)
1

7 (6 to 8)
0

8 (6 to 9)
1

0.127a

Clinical risk index for babies II score 7 (3 to 13) 14 (4 to 15) 6 (3 to 10) 0.004a

Any cardiovascular support within 48 h
Type of cardiovascular support
Volume-therapy

6 (11)
6

6 (29)
6

0 0.002b

Inotropes 5 5
Hydrocortisone 4 4
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We identified an increase in CO over time and higher CO in 
extremely preterm infants. Our model suggested that differ-
ences in CO trajectories between the outcome groups were 
explainable by GA.

Miletin et al. identified a significant association between 
adverse outcome (ICH ≥ grade 2 or necrotizing enterocol-
itis ≥ grade 2A) and CO measured using bioreactance within 
the first 6 to 48 h postnatally [7]. While the study included 
39 infants, only six infants in that study had the predefined 
adverse outcome. As compared to EC, bioreactance uses four 
dual-electrodes applied to the thorax and analyzes phase shift 
between an applied current and the measured voltage sig-
nal [1]. There are other important differences between these 
studies: Monitoring was commenced earlier in our study (44 
(77.8%) of the participants < 6 h of age); the definition of 
adverse outcome differs, the endpoint of assessment time dif-
fers, and most importantly, our study adjusts for GA, a major 
predictive factor for ICH in preterm infants [13]. In contrast 
to the primary analysis, the post hoc analysis indicated that 
infants in the revised adverse outcome group (excluding 
grade 1 ICH) had a significantly higher increase in CO over 
the monitoring period compared to those in the revised nor-
mal group (including grade 1 ICH). This supports the previ-
ous finding described by Miletin et al. suggesting a higher 
CO at day 2 to adverse outcome and adds evidence for the 
potential underlying pathophysiology of reperfusion injury.

Another important finding is in the comparison between 
EC-derived and bioreactance-derived CO values: EC was 
higher by a factor of approximately two compared to values 
reported using bioreactance. A direct comparison between 
bioreactance- and EC-derived CO parameters is lacking. 
However, this finding is consistent with previous work com-
paring both technologies separately to echocardiography. In 
relation to CO, EC was noted to overestimate echocardi-
ography, while bioreactance was found to underestimate 
echocardiography CO measures [1, 3, 14]. This underlines 
the need for technology-specific reference values. In line 
with Miletin et al., bioreactance-derived CO was found to 
change with postnatal age within the transitional period in 

a cohort of more mature preterm infants. Comparable to 
recent studies using bioreactance [6, 7, 15], our model also 
shows that EC-derived CO increased during the transitional 
period. Normative values for EC-derived CO in the transi-
tional period are limited. For the first week of life in more 
mature preterm infants (mean (SD) GA 31 (3.2) weeks), 
Boet et al. reported absolute values for EC-derived CO (not 
indexed to bodyweight). [16]. Hu et al. published norma-
tive values for EC-derived absolute CO for > 72 h postna-
tally. Based on data from 11 infants < 28 weeks, 12 infants 
between 29 and 30 weeks, and 31 infants between 31 and 
32 weeks GA to be 0.23 (0.03), 0.29 (0.06), and 0.35 (0.07) 
mL/min, respectively [17]. Due to the differences in the 
cohorts and the timing of measurements, comparability to 
our study is lacking and further research is required. In the 
absence of device-specific thresholds for low or high CO 
in the transitional period, no threshold-driven analysis was 
performed in our study.

Low CO in the transitional period, measured by echo-
cardiography with superior vena cava flow as a surrogate 
marker to adjust for neonatal shunts, was found to be associ-
ated with adverse outcome, including ICH [18–20]. How-
ever, the multifactorial nature of death and brain injury in 
preterm infants implies end-organ blood flow as one of sev-
eral contributing factors [21]. Real-time continuous moni-
toring and analysis of CO may help to identify underlying 
pathologies and to guide the need for clinical evaluation and 
management. However, as both EC and bioreactance have 
been found to be non-interchangeable with echocardiogra-
phy in preterm infants [2–4], caution is advised in clinical 
interpretation of CO values measured by these technologies. 
Furthermore, fetal shunts which commonly affect a preterm 
infants’ circulation need to be considered. For both tech-
nologies, accuracy may be improved after the transitional 
period when these shunts may have decreased. As such, the 
role of EC should not replace echocardiography but might 
have utility for monitoring trends. While the usefulness of 
bioreactance to monitor trends was found to be limited [14], 
data for EC [22] are lacking.

Table 2  Estimates (95% CI) of the linear mixed-effects model for cardiac output (indexed to bodyweight)

GA gestational age

Initial model Intermediate model Final model

Coefficient (95% CI) p value Coefficient (95% CI) p value Coefficient (95% CI) p value

Intercept 185 (167 to 203)  < 0.001 182 (165 to 199)  < 0.001 185 (168 to 201)  < 0.001
Time [days] 13 (2 to 25) 0.032 17 (8 to 27)  < 0.001 17 (8 to 26)  < 0.001
Extremely preterm GA group 

(ref: very preterm)
32 (8 to 57) 0.021 32 (9 to 60) 0.021 39 (17 to 62) 0.002

Adverse outcome (ref: normal) 9 (− 21 to 36) 0.575 15 (− 14 to 40) 0.275
Outcome × time [days] 9 (− 10 to 27) 0.352
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Associations between other non-invasive circulatory 
monitoring technologies and adverse outcomes have also 
been identified. Pulse oximetry-derived perfusion index has 
been used in preterm infants for identifying low systemic 
blood flow [23]. Low values and decreased variability within 
the first day of life were found to be associated with adverse 
outcome in extremely premature infants [24]. Cerebral tis-
sue oxygenation obtained by near-infrared spectroscopy in 
the transitional period has been found to be associated with 
adverse short- and long-term outcome in preterm infants [25, 
26] and a large multinational randomized trial is currently 
evaluating clinical incorporation and its potential effects on 
outcome [27].

Limitations

This is a single-center study and recruitment was stopped 
before reaching the original target sample size. Recruitment 
was below our estimation for several reasons, including inabil-
ity to enroll multiple simultaneous participants and interrup-
tions due to local COVID-19 restrictions (see Fig. 1S). There-
fore, multifactorial and subgroup analysis is limited [13, 28].

Whereas normal crUS is predictive for a normal neuro-
motor and cognitive outcome in preterm infants [29], the 
ability of abnormal crUS to predict impaired outcome is lim-
ited. ICH severity is associated with mortality, disability, or 
cerebral palsy and potentially results in hydrocephalus [30, 
31]. The predefined primary outcome included all grades 
of ICH. For ICH grade 1–2, the probability of abnormal 
neuromotor and cognitive outcome is only 9%, while for 
grade 3 this increases to 26% [29]. Hemorrhagic parenchy-
mal infarction (grade 4) predicts abnormal neurodevelop-
mental outcome with a positive predictive value of 47% [32]. 
However, even low-grade ICH was found to affect long-term 
outcome [10, 33–35]. Our primary endpoint was at 2 weeks, 
which includes the vast majority of ICH [8], but may not 
capture all PVL, some of which may only become apparent 
on ultrasound after this time [32, 36].

Conclusion

This study revealed that CO measured using EC in very preterm 
infants in the first 2 postnatal days is not independently associated 
with adverse outcome. CO increased over time and was found 
to be higher in extremely preterm compared with very preterm 
infants. In a post hoc analysis of infants with ICH grade ≥ 2, the 
increase over time was more pronounced in the adverse outcome 
group. EC-derived data seems to vary significantly compared to 
bioreactance-derived CO. In the absence of optimal normograms 
for EC-derived CO within the first hours of life in extremely 
preterm infants, our study provides valuable insights to CO and 
its change over time in the transitional period. Further evaluation 

is required before routine application of the technology in the 
clinical neonatal setting could be recommended.
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put (indexed to bodyweight); crUS: Cranial ultrasound; EC: Electrical 
Cardiometry; GA: Gestational age; IQR: Interquartile range; OR: Odds 
ratio; (hs)PDA: (Hemodynamically significant) patent ductus arterio-
sus; ICH: Intracranial hemorrhage; PVL: Periventricular leukomalacia

Supplementary Information The online version contains supplemen-
tary material available at https:// doi. org/ 10. 1007/ s00431- 023- 05387-1.

Acknowledgements Thanks to the participating infants and their fami-
lies, the team of the Neonatal Intensive Care Unit of the Cork University 
Maternity hospital including Neidin Bussmann, PhD, and the biomedi-
cal engineers Tony O’Mahony and Brian O’Connell, Cork University 
Maternity Hospital, the team of the INFANT research center, Osypka 
Medical for providing the ICON device and support by Deutsche 
Forschungsgemeinschaft (DFG, German Research Foundation).

Authors’ contributions CES conceived the study, performed recruit-
ment, measurements, extraction of clinical data, participated in analy-
sis, and wrote the first draft of the initial and the revised manuscript. 
JMO'T and VL participated in study design, performed data analysis, 
and critically reviewed the initial and the revised draft of the manu-
script. DBH and JP participated in recruitment, measurements, extrac-
tion of clinical data, and critically reviewed the initial and the revised 
manuscript. EMD contributed to the design of the study, participated in 
analysis, and critically reviewed the initial and the revised manuscript. 
All authors read and approved the final manuscript.

Funding Open Access funding enabled and organized by Projekt 
DEAL. Supported by Deutsche Forschungsgemeinschaft (DFG, Ger-
man Research Foundation, Project number 420536451 [to CES]) and 
Science Foundation Ireland (15/SIRG/3580 [to JMO’T]).

Data availability Additional de-identified data will be made accessible on 
reasonable requests. Requests should be directed to the corresponding author.

Declarations 

Ethics approval This study was conducted in accordance with the Dec-
laration of Helsinki. The study was approved by the institutional ethics 
committees (Clinical Research Ethics Committee of the Cork Teaching 
Hospitals and the Local Information Governance Group, Reference 
Numbers: ECM 4 (k) 13/08/19 & ECM 3 (s) 07/07/20).

Consent to participate The parents of all participants provided written 
informed consent prior to study inclusion.

Competing interests This study was supported by Osypka Medical 
by providing the ICON monitor including a remote-control computer 
free of charge during the study period. They had no input into the study 
design or data analysis. Besides this, the authors have no conflict of 
interest to declare.

Open Access This article is licensed under a Creative Commons Attri-
bution 4.0 International License, which permits use, sharing, adapta-
tion, distribution and reproduction in any medium or format, as long 
as you give appropriate credit to the original author(s) and the source, 
provide a link to the Creative Commons licence, and indicate if changes 
were made. The images or other third party material in this article are 
included in the article’s Creative Commons licence, unless indicated 
otherwise in a credit line to the material. If material is not included in 
the article’s Creative Commons licence and your intended use is not 

https://doi.org/10.1007/s00431-023-05387-1


1635European Journal of Pediatrics (2024) 183:1629–1636 

permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a 
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References

 1. O’Neill R, Dempsey EM, Garvey AA, Schwarz CE (2020) Non-
invasive cardiac output monitoring in neonates. Front Pediatr 
8:614585. https:// doi. org/ 10. 3389/ fped. 2020. 614585

 2. Hassan MA, Bryant MB, Hummler HD (2021) Comparison of 
cardiac output measurement by electrical velocimetry with echo-
cardiography in extremely low birth weight neonates. Neonatol-
ogy. https:// doi. org/ 10. 1159/ 00051 9713

 3. Schwarz CE, Livingstone V, O'Toole JM, Healy DB, Panaviene 
J, Dempsey EM (2022) Agreement of cardiac output estimates 
between electrical cardiometry and transthoracic echocardiogra-
phy in very preterm infants. Neonatology 1–8. https:// doi. org/ 10. 
1159/ 00052 5755

 4. Van Wyk L, Smith J, Lawrenson J, de Boode WP (2020) Agree-
ment of cardiac output measurements between bioreactance and 
transthoracic echocardiography in preterm infants during the tran-
sitional phase: a single-centre, prospective study. Neonatology 
1–8. https:// doi. org/ 10. 1159/ 00050 6203

 5. Noori S, Drabu B, Soleymani S, Seri I (2012) Continuous non-
invasive cardiac output measurements in the neonate by electrical 
velocimetry: a comparison with echocardiography. Arch Dis Child 
Fetal Neonatal Ed 97(5):F340–F343. https:// doi. org/ 10. 1136/ fetal 
neona tal- 2011- 301090

 6. Cappelleri A, Bussmann N, Harvey S, Levy PT, Franklin O, El-
Khuffash A (2020) Myocardial function in late preterm infants dur-
ing the transitional period: comprehensive appraisal with deforma-
tion mechanics and non-invasive cardiac output monitoring. Cardiol 
Young 30(2):249–255. https:// doi. org/ 10. 1017/ S1047 95111 90030 20

 7. Miletin J, Semberova J, Martin AM, Janota J, Stranak Z (2020) 
Low cardiac output measured by bioreactance and adverse out-
come in preterm infants with birth weight less than 1250 g. Early 
Hum Dev 149:105153. https:// doi. org/ 10. 1016/j. earlh umdev. 2020. 
105153

 8. Al-Abdi SY, Al-Aamri MA (2014) A systematic review and meta-
analysis of the timing of early intraventricular hemorrhage in pre-
term neonates: clinical and research implications. J Clin Neonatol 
3(2):76–88. https:// doi. org/ 10. 4103/ 2249- 4847. 134674

 9. Jiang L, Yu Q, Wang F, Wu M, Liu F, Fu M et al (2023) The 
role of blood pressure variability indicators combined with cer-
ebral blood flow parameters in predicting intraventricular hem-
orrhage in very low birth weight preterm infants. Front Pediatr 
11:1241809. https:// doi. org/ 10. 3389/ fped. 2023. 12418 09

 10. Rees P, Callan C, Chadda KR, Diviney J, Harnden F, Gardiner J 
et al (2023) Childhood outcomes after low-grade intraventricular 
haemorrhage: a systematic review and meta-analysis. Dev Med 
Child Neurol. https:// doi. org/ 10. 1111/ dmcn. 15713

 11. Garvey AA, Walsh BH, Inder TE (2022) Pathogenesis and 
prevention of intraventricular hemorrhage. Semin Perinatol 
151592. https:// doi. org/ 10. 1016/j. sempe ri. 2022. 151592

 12. Papile LA, Burstein J, Burstein R, Koffler H (1978) Incidence 
and evolution of subependymal and intraventricular hemorrhage: 
a study of infants with birth weights less than 1,500 gm. J Pediatr 
92(4):529–534. https:// doi. org/ 10. 1016/ s0022- 3476(78) 80282-0

 13. Yeo KT, Thomas R, Chow SS, Bolisetty S, Haslam R, Tarnow-
Mordi W et al (2020) Improving incidence trends of severe intra-
ventricular haemorrhages in preterm infants <32 weeks gestation: 
a cohort study. Arch Dis Child Fetal Neonatal Ed 105(2):145–150. 
https:// doi. org/ 10. 1136/ archd ischi ld- 2018- 316664

 14. Van Wyk L, Gupta S, Lawrenson J, de Boode WP (2022) Accu-
racy and trending ability of electrical biosensing technology for 
non-invasive cardiac output monitoring in neonates: a systematic 
qualitative review. Front Pediatr 10:851850. https:// doi. org/ 10. 
3389/ fped. 2022. 851850

 15. Van Wyk L, Smith J, Lawrenson J, Lombard CJ, de Boode WP 
(2021) Bioreactance-derived haemodynamic parameters in the 
transitional phase in preterm neonates: a longitudinal study. J Clin 
Monit Comput. https:// doi. org/ 10. 1007/ s10877- 021- 00718-9

 16. Boet A, Jourdain G, Demontoux S, De Luca D (2016) Stroke 
volume and cardiac output evaluation by electrical cardiometry: 
accuracy and reference nomograms in hemodynamically stable 
preterm neonates. J Perinatol 36(9):748–752. https:// doi. org/ 10. 
1038/ jp. 2016. 65

 17. Hsu KH, Wu TW, Wang YC, Lim WH, Lee CC, Lien R (2016) 
Hemodynamic reference for neonates of different age and weight: 
a pilot study with electrical cardiometry. J Perinatol 36(6):481–
485. https:// doi. org/ 10. 1038/ jp. 2016.2

 18. Kluckow M, Evans N (2000) Low superior vena cava flow and 
intraventricular haemorrhage in preterm infants. Arch Dis Child 
Fetal Neonatal Ed 82(3):F188–F194

 19. Miletin J, Dempsey EM (2008) Low superior vena cava flow on 
day 1 and adverse outcome in the very low birthweight infant. 
Arch Dis Child Fetal Neonatal Ed 93(5):F368–F371. https:// doi. 
org/ 10. 1136/ adc. 2007. 129304

 20. Osborn DA, Evans N, Kluckow M (2003) Hemodynamic and ante-
cedent risk factors of early and late periventricular/intraventricular 
hemorrhage in premature infants. Pediatrics 112(1 Pt 1):33–39. 
https:// doi. org/ 10. 1542/ peds. 112.1. 33

 21. Ballabh P (2010) Intraventricular hemorrhage in premature 
infants: mechanism of disease. Pediatr Res 67(1):1–8. https:// doi. 
org/ 10. 1203/ PDR. 0b013 e3181 c1b176

 22. Van Wyk L, Smith J, Lawrenson J, Lombard CJ, de Boode WP 
(2021) Bioreactance cardiac output trending ability in preterm 
infants: a single centre, longitudinal study. Neonatology. https:// 
doi. org/ 10. 1159/ 00051 8656

 23. Takahashi S, Kakiuchi S, Nanba Y, Tsukamoto K, Nakamura T, 
Ito Y (2010) The perfusion index derived from a pulse oxime-
ter for predicting low superior vena cava flow in very low birth 
weight infants. J Perinatol 30(4):265–269. https:// doi. org/ 10. 1038/ 
jp. 2009. 159

 24. Van Laere D, O’Toole JM, Voeten M, McKiernan J, Boylan GB, 
Dempsey E (2016) Decreased variability and low values of per-
fusion index on day one are associated with adverse outcome in 
extremely preterm infants. J Pediatr 178(119–24):e1. https:// doi. 
org/ 10. 1016/j. jpeds. 2016. 08. 008

 25. Alderliesten T, Lemmers PM, Smarius JJ, van de Vosse RE, Baerts 
W, van Bel F (2013) Cerebral oxygenation, extraction, and autoreg-
ulation in very preterm infants who develop peri-intraventricular 
hemorrhage. J Pediatr 162(4):698–704 e2. https:// doi. org/ 10. 
1016/j. jpeds. 2012. 09. 038

 26. Alderliesten T, van Bel F, van der Aa NE, Steendijk P, van Haastert 
IC, de Vries LS et al (2019) Low cerebral oxygenation in preterm 
infants is associated with adverse neurodevelopmental outcome. J 
Pediatr 207(109–16):e2. https:// doi. org/ 10. 1016/j. jpeds. 2018. 11. 038

 27. Hansen ML, Pellicer A, Gluud C, Dempsey E, Mintzer J, Hyttel-
Sorensen S et al (2019) Cerebral near-infrared spectroscopy moni-
toring versus treatment as usual for extremely preterm infants: a 
protocol for the SafeBoosC randomised clinical phase III trial. 
Trials 20(1):811. https:// doi. org/ 10. 1186/ s13063- 019- 3955-6

 28. Szpecht D, Szymankiewicz M, Nowak I, Gadzinowski J (2016) 
Intraventricular hemorrhage in neonates born before 32 weeks of 
gestation-retrospective analysis of risk factors. Childs Nerv Syst 
32(8):1399–1404. https:// doi. org/ 10. 1007/ s00381- 016- 3127-x

 29. Nongena P, Ederies A, Azzopardi DV, Edwards AD (2010) Con-
fidence in the prediction of neurodevelopmental outcome by 

http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.3389/fped.2020.614585
https://doi.org/10.1159/000519713
https://doi.org/10.1159/000525755
https://doi.org/10.1159/000525755
https://doi.org/10.1159/000506203
https://doi.org/10.1136/fetalneonatal-2011-301090
https://doi.org/10.1136/fetalneonatal-2011-301090
https://doi.org/10.1017/S1047951119003020
https://doi.org/10.1016/j.earlhumdev.2020.105153
https://doi.org/10.1016/j.earlhumdev.2020.105153
https://doi.org/10.4103/2249-4847.134674
https://doi.org/10.3389/fped.2023.1241809
https://doi.org/10.1111/dmcn.15713
https://doi.org/10.1016/j.semperi.2022.151592
https://doi.org/10.1016/s0022-3476(78)80282-0
https://doi.org/10.1136/archdischild-2018-316664
https://doi.org/10.3389/fped.2022.851850
https://doi.org/10.3389/fped.2022.851850
https://doi.org/10.1007/s10877-021-00718-9
https://doi.org/10.1038/jp.2016.65
https://doi.org/10.1038/jp.2016.65
https://doi.org/10.1038/jp.2016.2
https://doi.org/10.1136/adc.2007.129304
https://doi.org/10.1136/adc.2007.129304
https://doi.org/10.1542/peds.112.1.33
https://doi.org/10.1203/PDR.0b013e3181c1b176
https://doi.org/10.1203/PDR.0b013e3181c1b176
https://doi.org/10.1159/000518656
https://doi.org/10.1159/000518656
https://doi.org/10.1038/jp.2009.159
https://doi.org/10.1038/jp.2009.159
https://doi.org/10.1016/j.jpeds.2016.08.008
https://doi.org/10.1016/j.jpeds.2016.08.008
https://doi.org/10.1016/j.jpeds.2012.09.038
https://doi.org/10.1016/j.jpeds.2012.09.038
https://doi.org/10.1016/j.jpeds.2018.11.038
https://doi.org/10.1186/s13063-019-3955-6
https://doi.org/10.1007/s00381-016-3127-x


1636 European Journal of Pediatrics (2024) 183:1629–1636

cranial ultrasound and MRI in preterm infants. Arch Dis Child 
Fetal Neonatal Ed 95(6):F388–F390. https:// doi. org/ 10. 1136/ adc. 
2009. 168997

 30. Guzzetta F, Shackelford GD, Volpe S, Perlman JM, Volpe JJ 
(1986) Periventricular intraparenchymal echodensities in the 
premature newborn: critical determinant of neurologic outcome. 
Pediatrics 78(6):995–1006

 31. Radic JA, Vincer M, McNeely PD (2015) Outcomes of intra-
ventricular hemorrhage and posthemorrhagic hydrocephalus in 
a population-based cohort of very preterm infants born to resi-
dents of Nova Scotia from 1993 to 2010. J Neurosurg Pediatr 
15(6):580–588. https:// doi. org/ 10. 3171/ 2014. 11. PEDS1 4364

 32. De Vries LS, Van Haastert IL, Rademaker KJ, Koopman C, 
Groenendaal F (2004) Ultrasound abnormalities preceding cer-
ebral palsy in high-risk preterm infants. J Pediatr 144(6):815–820. 
https:// doi. org/ 10. 1016/j. jpeds. 2004. 03. 034

 33. Patra K, Wilson-Costello D, Taylor HG, Mercuri-Minich N, Hack 
M (2006) Grades I-II intraventricular hemorrhage in extremely 
low birth weight infants: effects on neurodevelopment. J Pediatr 
149(2):169–173. https:// doi. org/ 10. 1016/j. jpeds. 2006. 04. 002

 34. Eves R, Mendonca M, Baumann N, Ni Y, Darlow BA, Horwood 
J et al (2021) Association of very preterm birth or very low birth 
weight with intelligence in adulthood: an individual participant 
data meta-analysis. JAMA Pediatr 175(8):e211058. https:// doi. 
org/ 10. 1001/ jamap ediat rics. 2021. 1058

 35. Hollebrandse NL, Spittle AJ, Burnett AC, Anderson PJ, Roberts 
G, Doyle LW et al (2021) School-age outcomes following intra-
ventricular haemorrhage in infants born extremely preterm. Arch 
Dis Child Fetal Neonatal Ed 106(1):4–8. https:// doi. org/ 10. 1136/ 
archd ischi ld- 2020- 318989

 36. Volpe JJ (2009) Brain injury in premature infants: a complex amal-
gam of destructive and developmental disturbances. Lancet Neurol 
8(1):110–124. https:// doi. org/ 10. 1016/ S1474- 4422(08) 70294-1

Publisher's Note Springer Nature remains neutral with regard to 
jurisdictional claims in published maps and institutional affiliations.

https://doi.org/10.1136/adc.2009.168997
https://doi.org/10.1136/adc.2009.168997
https://doi.org/10.3171/2014.11.PEDS14364
https://doi.org/10.1016/j.jpeds.2004.03.034
https://doi.org/10.1016/j.jpeds.2006.04.002
https://doi.org/10.1001/jamapediatrics.2021.1058
https://doi.org/10.1001/jamapediatrics.2021.1058
https://doi.org/10.1136/archdischild-2020-318989
https://doi.org/10.1136/archdischild-2020-318989
https://doi.org/10.1016/S1474-4422(08)70294-1

	Electrical Cardiometry during transition and short-term outcome in very preterm infants: a prospective observational study
	Abstract
	Introduction
	Methods
	Study design and setting
	Study population
	Electrical cardiometry
	Cranial ultrasound
	Clinical, neonatal, and echocardiographic data
	Two-week outcome
	Statistical analysis and sample size

	Results
	Participant demographics
	CO by outcome group

	Discussion
	Limitations

	Conclusion
	Acknowledgements 
	References


