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Progress on the diagnosis and treatment of pulmonary hypertension in preterm infants
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[ Abstract]  Hypoxemic respiratory failure (HRF) and pulmonary hypertension (PH) in preterm infants are important
causes of neonatal death and complications. In recent years, with the in-depth understanding of the different classifications
and phenotypes of HRF/PH, the correct diagnosis and the selection of targeted intervention strategies for different phenotypes
have become more and more standardized. In particular, the optimization of respiratory support strategies and targeted
therapy based on inhaled nitric oxide have shown their prospects. However, for the special population of preterm infants,
more clinical evidence still needs to be accumulated for the management of PH. This paper focuses on the research
progress on the diagnosis and treatment of acute PH and bronchopulmonary dysplasia associated with PH in preterm
infants, aiming at providing reference for the management of PH in preterm infants.
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B A= LI 8 ik 5 1 (pulmonary hypertension , PH)
LM R A, DL A JLFR 22 il 3 ik & & (persistent
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AR AEA L L, PPHN Ji 3% i 3 2, — T A
12 954 i 5 JLAY B ST 45 5 W, PPHN 19 S A 4
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45 R 7E A HRF/PH B9 77 LA, iNO i 1R 3k
99% , i} 74 My AR IE ( 171 i =k e ok 12 ) o T % LA
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PEFEATE PH R AL AT B34 40% LA 1, 2022 4, BX
DO I 2 23 /BN IF I 27 25 PHA2 W FIVG 97 18 R 1
HE SCM il A 7 o i i a0 ik o 24 . 7E BPD-PH
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FBUREAG B, 76 5 PH PR BEAT SR A Mt i ok ple A%
ol EE AT 0 R RN SR AL L O S
R A V] RE R A S R

23 %9 A¥EEUKZ SRS OET =
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A, HaRE=29 E R Lel e A LEES, iRt <29 4
L= LT INO B3R YT R R 258 L (2) PY IR .
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