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Objective:Distributedmodels of the arterial tree allow studying the effect of physiological

and pathophysiological changes in the vasculature on hemodynamics. For the adult,

several models exist; however, a model encompassing the full age range from newborn to

adult was until now lacking. Our goal is to describe a complete distributed hemodynamic

model for normal development from newborn to adult.

Methods: The arterial system was modeled by 121 segments characterized by length,

radius, wall thickness, wall stiffness, and wall viscosity. The final segments ended in

three-element Windkessels. All parameters were adapted based on body height and

weight as a function of age as described in the literature.

Results: Pressures and flows are calculated as a function of age at sites along the

arterial tree. Central to peripheral transfer functions are given. Our results indicate that

peripheral pressure in younger children resembles central pressure. Furthermore, total

arterial compliance, inertance and impedance are calculated. Findings indicate that the

arterial tree can be simulated by using a three-element Windkessel system. Pulse wave

velocity in the aorta was found to increase during development.

Conclusions: The arterial system, modeled from newborn to adult bears clinical

significance, both for the interpretation of peripheral measured pressure in younger

and older children, and for using a Windkessel model to determine flow from

pressure measurements.

Keywords: distributed arterial model, newborn to adult, aortic, peripheral, blood pressure, flow, windkessel

INTRODUCTION

Arterial models help in understanding of hemodynamics and allow simulated experimental
interventions that may not be easily performed in the human (1). To date, full-scale distributed
models describe the adult circulation (2–7); an overview is given by Reymond et al. (8). Descriptions
of fetal (9, 10), neonatal (11), and infant (12) circulations do exist, however, usually with simplified
arterial networks. Nevertheless, these models demonstrated clinical relevance.
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Our general aim was to develop a full-scale distributed
model of the systemic arterial tree, consisting of realistic
segments derived from physiological measurements, throughout
development from newborn to adult. To describe all model
parameters as a function of age, growth charts were used. We
investigated pressure-flow relations in the model, with as a first
aim to determine the central to peripheral pressure transfer
functions (describing the changes in the pressure wave shape
that occur while the wave travels in the arterial system). The
second aim was to derive and determine the applicability of
Windkessel models, based on characteristic impedance and the
lumped parameters, as found by network analysis, describing
total arterial resistance, compliance, and inertance. The first
aim provides understanding of the relation between peripheral
measured pressure and central pressure. The second aim gives
insight in the applicability of 3- or 4-element Windkessels for
realistic modeling of the input impedance of systemic arterial tree
(13). Combined, these aims may aid in calculating cardiac output
from peripherally measured pressures.

METHODS

Themodel of the arterial tree was developed using the description
of Westerhof (2) with the inclusion of three element Windkessel
impedances at the end of the final segments as given by
Stergiopulos (4). In total, the Westerhof model incorporates 121
segments, of which length, radius, vascular wall thickness, wall
stiffness and viscoelastic properties are given (2, 14).

Tomodel the development of the arterial system, the following
age dependent descriptions were assembled: height; proportional
length and radius of body divisions (e.g., head, thorax, abdomen,

legs); weight; and based on the previous, proportional volume
of body divisions. These descriptions allow determining the
dimensions of the arterial segments for any age. Once these
dimensions are known, the pressure and flow transfer function
of each segment can be calculated. Bringing all pressure and
flow transfer functions together, the entire arterial system can be
modeled. A flow wave with the correct stroke volume and heart
rate for each age is used as input. Then pressure and flow can be
calculated in each segment.

Thus, the current model is based on two main constituents:
first, the original model by Westerhof et al. (2) (some
parameter changes to the original model will be detailed); and
second, descriptions of body development (which will also be
given explicitly).

Normal Development From Newborn to
Adult
The middle percentiles of the curves describing development as
a function of age were used. Standard curves for stature as a
function of age for boys were obtained from Freeman et al. (15).
Curves for weight as a function of age were obtained fromWright
et al. (16) (age 0–1 year) and Burmaster and Crouch (17) (age
> 1 year). Growth was modeled separately for 6 divisions of the
body: i.e., the head, neck, thorax, abdomen, legs, and arms. See
Figure 1 for the age dependent development of stature and of

FIGURE 1 | Arterial segments with the lengths and diameters as a function of

age (red 0 years, orange 1 year, yellow 2 years, green 5 years, blue 10 years,

purple 15 years, violet 20 years). Curves describe the development of stature,

of the head, the neck, the thorax, the abdomen, and the legs.

the proportional development of body divisions. Using data on
the relative dimensions of these body parts with respect to total
body stature as a function of age, body divisions lengths and
volumes were obtained (18). All body divisions were modeled
by conical shapes, except for the head which was modeled by
a sphere. Thus, all body divisions are essentially described by
high order polynomials to yield dimensions as a function of age
(Supplemental Material—Descriptions of body development).

Vascular Wall Properties
To correctly model growth of the arterial system, i.e., segment
length, radius and wall thickness, the following was considered.
In the newborn, average tissue metabolism and tissue perfusion
(19) are higher when compared to the adult as demonstrated
by the larger ratio of cardiac output and body weight for the
newborn vs. the adult (20, 21). Since tissue perfusion decreases
with age, mean resistance to flow is increased with age. This
implies that mean flow through the conduit arteries is relatively
enhanced at younger age. Shear stress on the intimal layer
(endothelium) is proportional to flow increase and inversely
proportional to radial increase to the third power (22).Wall shear
stress measurements at various ages show a relatively small or
even absent dependence on age (23). Therefore, vessel radii of
younger individuals were corrected to achieve normalized shear
stress. In the model, this was implemented as follows; an increase
in tissue perfusion at young age was accompanied by an increase
in the vascular radius to a 1/3rd power so that shear stress
remained within the normal range. As an example, if the flow
to a certain body division of the adult would be 50 mL/min to
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1Kg of tissue, perfusion can be quantified as 50 (mL/min)/Kg. If
tissue perfusion is higher at a younger age, e.g., 60 (mL/min)/Kg,
then the radii of the conduit arteries supplying blood to this tissue
are increased by a factor (60/50)(1/3) = 1.06. Thus, a 20 % higher
perfusion is accompanied by a 6 % increase in radius.

To account for an increased mean arterial pressure with
increased age (24), vascular wall thickness was assumed to
increase proportionally. Increased vascular wall thickness is
a normal physiological response to increased mean arterial
pressure and thereby normalizes vascular wall stress (9, 23–27).
Elastance (Young’s modulus) was not changed as a function
of age.

Transfer of Pressure and Flow
Transfer of pressure and flow over each segment is governed by
transverse and longitudinal impedances. Transverse impedance
is given by Jager et al. (28), longitudinal impedance is given
by Womersley’s theory of oscillatory flow for a longitudinally
constrained tube (29). Both impedances can be obtained from
vascular properties (22, 30). Computational details can be found
elsewhere (1, 2, 31).

Starting from the distal impedances of the segment
considered, pressure and flow transfer can be used to yield
the impedance at the proximal site. Using standard circuit
analysis for each frequency, multiple segments can be combined
and finally resulting in the impedance of the entire arterial
tree. Details on this approach can be found in the literature
(1, 9, 10, 32, 33).

Changes to the Original Model
The following adaptations were made to the original description
of the arterial segments and wall properties (2). Radii of proximal
aortic segments were adapted to remove sudden decrease in
radius (see Supplemental Material: Vascular dimensions and
Windkessel parameters: FIGURE Vascular dimensions—changes
in the aortic radii). With these changes, the radii are close
to those reported by Hickson et al. (34) for 20 years old
individuals. In addition, the resistances of the abdominal vascular
beds and of the brain were increased to reduce flows to a
normal physiological levels (35) (see Supplemental Material:
Vascular dimensions and Windkessel parameters: Table S1—
Windkessel peripheral resistance increase with respect to the
original model). Elastance of the carotid arteries was given
values of the central- as opposed to the peripheral arteries. The
elastance of all arterial segments (factor 0.5) and total peripheral
resistances of all loading Windkessels (factor 0.75) were reduced
since the model would otherwise generate hypertensive pressures
(195/102 mmHg brachial pressure) for a normal stroke volume
and cardiac output.

The parameters of the arterial vasculature for ages
of 0, 1, 2, 5, 10, 15, and 20 years can be found in
the Supplemental Material—Vascular dimensions and
Windkessel parameters.

Cardiac Output and Heart Rate
Cardiac output and heart rate were taken from Wiesener (21),
where cardiac output was described to increase linearly from 564

mL/min at 0 to 5 L/min at 20 years and heart rate to decrease
exponentially with weight to the power of −0.2 from 136 at
0 to 73 beats/min at 20 years (21, 22). The flow wave shape
was chosen as a modified triangle, approaching a measured flow
wave of which the maximum flow could be adapted to give the
correct stroke volume. Ejection time was established as a function
of heart rate (36, 37). The flow wave shape was used as input
to the entire model, resulting in pressures and flows for each
arterial segment.

Pulse Wave Velocity
For the aortic segments, the Moens-Korteweg pulse wave
velocities were calculated (22). Carotid to femoral pulse wave
velocity was calculated from the difference in arrival time of the
pressure waves in the carotid and femoral artery and the distance
between the two. Distance was determined by adding the lengths
of the arterial segments from the aorta to the carotid artery and
from aorta to femoral artery.

Windkessel Compliance and Resistance
Windkessel compliances are assumed to increase proportional to
the volume of the body division they are in (18). Conversely,
Windkessel resistance was taken inversely proportional to
volume (22). In addition, Windkessel resistance was corrected to
reflect perfusion decrease with age, as described in the vascular
wall properties paragraph. The Windkessel parameters of the
arterial vasculature for ages of 0, 1, 2, 5, 10, 15, and 20 years are

listed in the Supplemental Material—Vascular dimensions and
Windkessel parameters.

RESULTS

In Figure 1 the arterial segments are displayed with their lengths
and diameters as a function of age. The pressure and flow waves
are shown in Figure 2 for aorta, carotid, brachial, radial, femoral
and tibial arteries. The pressure wave shapes are comparable for
the age range between 0 and 5 years. Around the age of 10
the shapes start to change progressively. The ratio of brachial
pulse pressure, respectively radial pulse pressure, to aortic pulse
pressure, as measure of amplification, increased almost linearly
from 1.15 to 1.39 (brachial) and from 1.19 to 1.55 (radial) over
the years.

Brachial systolic and diastolic blood pressures are presented
in Figure 3. Pressures from a population study by Flynn et al.
(38) in children aged 1–17 years are shown as reference. Systolic
pressures of the model are similar whereas diastolic pressures are
higher compared to measured pressures.

The transfer functions between aorta and the above-
mentioned arteries are shown in Figure 4. In the
“Supplemental Material: Transfer functions as function of
harmonics” The transfer functions are plotted as a function of
harmonics (instead of frequencies, Figure 4). By normalizing to
the heart rate, a better insight is given in the effect of a transfer
function for a certain age. In this representation, the peaks of
the transfer functions are closer for the different ages than in
Figure 4. However, the peaks of the younger ages are still at
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FIGURE 2 | The pressure and flow waves for aorta, carotid, brachial, radial, femoral and tibial artery as a function of age (red, orange, yellow, green, blue, purple,

violet: 0, 1, 2, 5, 10, 15, 20 years).
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FIGURE 3 | Brachial systolic and diastolic blood pressures from model

simulations (green blocks) and from a population study (blue disks) (38).

Systolic pressure are comparable, diastolic pressures of the model simulations

are higher than the measured pressures.

higher harmonics, explaining why their pressure wave shapes are
less affected when traveling toward the periphery.

The percentage of resistance that resides in the vessels relative
to the total resistance (thus including Windkessel resistance) was
11% at 0 years and decreased to 7% for 20 years, indicating a
small pressure drop over the conduit arteries. When the shear
rate was not kept constant by an increasing vascular radius to
accommodate for the higher tissue perfusion at younger age, the
resistance in the vessels relative to the total resistance was 26% at
0 years, causing a considerable pressure-drop.

Moens-Korteweg pulse wave velocities (22) in the aortic
segments and carotid to femoral pulse wave velocities are
presented in Figure 5. For comparison, carotid to femoral pulse
wave velocities reported by Reusz et al. (39) over ages ranging
from 6 to 20 years are shown. Both model- and measured
carotid to femoral velocities are higher than theMoens-Korteweg
velocities. In all velocities an increase with age is visible.

Input impedances as determined from Fourier analysis of
pressure and flow are given in the Supplemental Material—
Vascular dimensions and Windkessel parameters, together with
the 3-element (40) and 4-element (41) Windkessel impedances
based on characteristic impedance and the lumping of the
compliance, resistance and inertance of the distributed system
(Table 1) (42). Both Windkessels fit to the data of the distributed
system quite well.

DISCUSSION

A model of the arterial system was developed that describes
hemodynamics during development from 0 to 20 years, from
newborn to adult. The system is based on anatomy, stature,

proportional growth of different divisions of the body, and
weight, all as described in the literature (15, 17, 18).

Our main findings are that the pressures for the age range of
0–5 years are quite similar throughout the arterial system. After
the age of 10 years, the pressure transfer functions appear to have
taken their final forms, remaining quite similar during further
development to adulthood. This suggests that transfer functions
developed for the adult may work acceptably for children of
10 years and older, but not for younger children. In the latter
group, less amplification is present, and an adult transfer function
would overcorrect systolic pressures, resulting in estimations
that are too low. This observation fits with recent findings of
systolic pressure underestimation is younger children (43, 44).
Individualization of transfer functions based on body height or
age may improve precision (32, 33).

Gevers et al. (45) used high-fidelity catheter tip-manometers
to collect peripheral pressure (radial and tibial artery) waveforms
in critically ill newborns. The radial pressures were very similar in
form to central aortic pressures as seen in adults, many times with
A-type (46) pressure augmentation visible. Tibial pressures were
shown to resemble the more proximal femoral artery pressure
in adult. The authors concluded that peripheral pressure in
newborns have a central appearance.

The transfer functions derived by Cai et al. (47) give
the relation between carotid (representing central pressure)
and radial artery are not directly comparable to the transfer
functions shown here which all give the relation between aortic
pressure and peripheral pressures. Nonetheless, their transfer
functions for pediatric (8 years old) and adolescent (14 years
old) populations are similar to our aortic-to-radial transfer
functions for 10 years and 15 years old [(47); Figures 2, 4]. The
representation of their transfer functions is inverted compared
to ours, and their troughs of about 0.5 correspond to our peaks
of about 2. In addition, in their data, the trough in the transfer
function deepens for higher age and moves to lower frequencies,
analogous to the increasing peaks in our data, which move to
lower frequencies as well.

Milne et al. (48) measured the carotid distension wave with
echo-tracking and compared it with invasively measured aortic
pressure. Also, in another population, they compared central
pressure, reconstructed from non-invasively measured radial
pressure using an adult transfer function, with the carotid
distension wave. In both sub-studies the ages ranged between
2 and 18 years old; subjects were not stratified. The systolic
pressure derived from the carotid distension wave (using the
invasive diastolic and mean pressures for calibration) slightly
overestimated the aortic pressure, but only some 4 mmHg.
We find similar numbers for pressure augmentation in our
study (1 mmHg for 5 years old, 6 mmHg for 10 years old,
13 mmHg for 15 years old). In the study of Milne et al.
(48), the central systolic pressure reconstructed from radial
pressure using the adult transfer function, and calibrated using
auscultatory brachial pressures, was within 1 mmHg accurate
when compared to the carotid distension wave. The central-to-
peripheral pressure augmentation was almost 20 mmHg. This
is contrary to our findings and to those of others (47) and
may have to do with the excessive reduction of peripherally
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FIGURE 4 | The transfer functions between aorta and the carotid, brachial, radial, femoral and tibial artery as a function of age (red, orange, yellow, green, blue,

purple, violet: 0, 1, 2, 5, 10, 15, 20 years).
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FIGURE 5 | Left: Moens-Korteweg pulse wave velocity over the aortic segments as a function of age (red, orange, yellow, green, blue, purple, violet: 0, 1, 2, 5, 10, 15,

20 years). Right: carotid to femoral pulse wave velocity determined from model simulations (green blocks) and from a population study (blue disks) (39).

TABLE 1 | Lumped parameters of the arterial system.

Age (years) Zc (g·cm−4
·s−1) L (g·cm−4) C (g−1

·cm4
·s2) R (g·cm−4

·s−1)

0 284 16.4 0.236 10,447

1 257 18.7 0.353 7,688

2 166 14.5 0.611 5,989

5 117 11.9 1.013 4,014

10 105 11.4 1.388 2,454

15 85 10.3 2.126 1,765

20 80 10.0 2.459 1,425

Lumped parameters Zc (characteristic impedance), L (inertance), C (compliance), and R

(resistance) of the whole arterial system for ages 0–20 years.

measured systolic pressure when using an adult transfer function
in children.

In older age, it is quite well-established that pulse pressure
amplification is reduced (49, 50), and brachial and radial systolic
pressures are closer to central aortic systolic pressure than in
younger age. Pulse pressure amplification is determined by the
transfer function between the aorta and the brachial or radial site.
In a 20 years old individual, the peak in the transfer function is
at a relatively low frequency, so that the lower frequencies (which
are the main determinants of the pressure levels) are amplified.
At older age, when vessels become stiffer, the peak moves to
higher frequencies, away from the main frequency content, and
amplification is reduced (31, 51). Views on the effects of pulse
pressure amplification in the younger ages are divided (52).
The effects are relevant to make an appropriate decision when
considering treatment of early age hypertension (53). Based on
our modeling results, we suggest that pressure augmentation is
smaller in younger individuals.We agree with Adji and O’Rourke
(54) that the changes in vascular stiffness in this age group are

small, and the changes in the transfer functions are determined
mainly by changes in dimensions. We however would advise to
be cautious with the use of an adult transfer function for the very
young; probably, the results are acceptable from 10 years and up.

When comparing brachial pressures of the model to measured
pressures in a population study by Flynn et al. (38), systolic
pressures were similar, however, diastolic pressures of the model
were higher, in particular for the younger ages. This suggests that
the arterial stiffness of the model is too low, resulting in an overly
low pulse pressure.

Our model is highly versatile and allows making changes to
describe diverse anatomical aberrations (coarctation, aneurysm).
It could also be used to investigate the effects of childhood obesity
on the pressure wave shape (55, 56). Also potentially relevant
is model based prediction of the effect of vascular remodeling,
which may start already early in life in children with end-stage
renal disease, chronic parenteral nutrition, HIV infection, or
aortic coarctation, as suggested by Aggoun et al. (57).

Both the 3- as well as the 4-element Windkessel seem to
provide an acceptable lumped parameter model description of
the arterial input impedance. The parameters can be estimated
based on gender (which we did not investigate), age, height and
weight. We suggest that the findings of the current study can
serve as a basis for further development of a Windkessel model,
which could be used to estimate cardiac output from pressure
measurements (58). To our knowledge, such a model is currently
not available for children.

Cardiac Output and Heart Rate
The cardiac output and heart rate taken fromWiesener (21) gave
correct mean arterial pressures as a function of age (24), but only
after the total peripheral resistance of the original adult model (2)
was reduced. Also, the arterial stiffness of the original description
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(2) was reduced to arrive at acceptable pulse pressures. To check
if the used cardiac output as a function of age is also reasonable,
the following calculations were done. Bodyweight increased from
3.5 kg at birth to 78 kg at 20 years; cardiac output increased from
564 mL/min to 5 L/min. Dividing cardiac output by body weight
gives 161 and 64 mL/min/kg, respectively. Thus, tissue perfusion
is indeed higher in youth than at later ages, as expected (19).
Alternatively, cardiac output has been suggested to be 933 ×

weight0.38 in children and adolescents (59). At 3.5 kg, the cardiac
output then would be calculated as 1.5 L/min, or 430 mL/min/kg,
which is almost seven times higher than the value in the adult
circulation, which we believe is a quite unacceptably high tissue
perfusion. The first estimation gives a factor of 3 higher tissue
perfusion for children vs. adults, which to us seemsmore realistic.

Across the mammalian species, cardiac output is related to
body weight3/4 (22). With weight increase from 3.5 to 78 kg,
from the newborn to adult, a factor of 22, cardiac output should
increase by a factor of 223/4 = 10.2. This is in line with the cardiac
output increase reported by Wiesener (21).

Shear Stress
As previously established from non-invasive measurements (23),
we assumed that shear stress in the conduit vessels during
development from the newborn to the adult circulation, would
remain constant (23). Cardiac output increased approximately a
factor of 10, so that arterial radii should increase by a factor of
101/3 or approximately 2.15 times: i.e., from around 0.68–1.47 cm
for the aorta radius. If cardiac output was actually as high as 1.5
L/min (59) at 0 years (see section “Cardiac output and heart rate”
in the Discussion), then the cardiac output would increase only
about 3.33 instead of 10 times. With a radius increase of 3.331/3

or approximately 1.49 times, aortic radius would be about 1 cm at
0 years, which is rather unrealistically large.

With the implementation of a constant wall shear stress, the
resistance in the conduit vessels was low with respect to total
resistance (including the resistance of the loading Windkessels),
thus the pressure drop in the vessels was small for the given
cardiac outputs. Without this implementation of constant wall
shear stress, the pressure drop would have become substantial.

Pulse Wave Velocity
Pulse wave velocity showed a gradual increase over the years.
At younger age, vascular diameters were smaller, however,
wall thickness was relatively even more reduced, since the
mean arterial pressures were lower (see section “Vascular wall
properties” in the Methods). This results in a lower wall
thickness/radius ratio and thus, according to Moens-Korteweg
(22), a lower pulse wave velocity as compared to the value at
higher age.

Carotid to femoral velocities were higher than the aortic
Moens-Korteweg velocities (22). In the study by Reusz et al.
(39), the distance was measured over the body; in our model,
segments lengths were added. In this way the travel distance
is overestimated (this approach assumes that the pressure wave
travels from the carotid to the femoral artery), resulting in
an overestimation of aortic pulse wave velocity (60, 61). This
is indeed apparent from the findings. The model findings

overestimate Moens-Korteweg velocities even more than the
measured data (39), likely since the addition of the segments
lengths overestimates the measured lengths.

Another explanation is that arterial stiffness in the model is
too high. To obtain pulse wave velocities at the same absolute
value as Reusz et al. (39) found at 20 years of age, i.e., about
500 cm/s instead of the 700 cm/s found in the model, the
vascular stiffness was reduced by a factor of 0.5. This gives
a reduction of pulse wave velocity by a factor of 0.7. The
aortic pressure then became 100/83 mmHg, brachial pressure
102/81. This is a very low pulse pressure and at odds with the
measurements of by Flynn et al. (38), who report 117/68 at 17
years of age (121/74 when extrapolated to 20 years). Thus, the
model strikes the balance: on the one hand, a higher arterial
stiffness would give a pulse pressure closer to the reported
measurements of Flynn et al. (38); on the other hand, a lower
arterial stiffness would give carotid to femoral pulse wave
velocities closed to those reported by Reusz et al. (39). More
studies are needed to accurately determine arterial stiffness in
developing children.

Model Considerations
Our work is a first step in the development of a distributed
model that accurately describes pressure and flow relations in
healthy children. The length, radius and wall thickness of the
arterial segments were estimated based on growth curves and not
measured in groups of individuals in certain age ranges. Detailed
measurements of the vasculature as a function of age would
possibly allow further improvement of the model description.
Potential sex differences that may include differences in cardiac
output and tissue perfusion were not considered.

In the current model, the arterial stiffness of the arterial
segments is based on the original description of Westerhof
et al. (2) distinguishing only four separate values. In reality,
the distribution of stiffness is probably gradual, with the distal
arteries being stiffer (62). Moreover, these four stiffness values
were kept the same during the 20-years development. Also, in
the model, the stiffness of each vessel is taken constant while
it actually depends on the pressure that extends the vessel
wall. While this simplification may be acceptable in the normal
situation, with a limited range of pressure levels, a more accurate
non-linear description would enhance the applicability of the
model, e.g., in severe hypotension.

Radii of the arterial segments were assumed to grow
proportional to the increase of length of the body division.
When keeping the shear rate constant during development,
by correcting radii to accommodate for the higher tissue
perfusion at younger age, the resistance of the conduit vessels
was acceptably low relative to the tissue resistance for all
ages. Without shear stress correction however the conduit
vessel resistance would cause considerably lower pressures
at tissue level at younger ages. Our first assumption that
radii would increase with length may be incorrect, but,
together with the shear stress correction, seems to give
acceptable results.

The model describes the systemic arterial tree with a
closed ductus arteriosus (and in the heart, the foramen ovale
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is supposed to be closed). Interesting future work could
aim to describe the transition from the neonatal circulation
toward the closing of these shunts and the impact on cardiac
output (63).

In our approach, the flow wave shape was the same
for all simulations. A different flow wave shape may give
other pressure wave shapes and for instance give rise
to higher systolic pressure amplification. However, since
the transfer functions are only determined by arterial
parameters, these are independent of the flow wave shape that
was used.

Finally, reflexes of the autonomic nervous system and
autoregulation of organs were not incorporated in the model.

CONCLUSION

To our knowledge, we presented the currently most complete
distributed model of the arterial system for the age range from
newborn to adult. Important results encompass the finding of
peripheral pressures in younger children to resemble their central
pressure, and that input impedance may be described by a simple
Windkessel model.

The results carry clinical significance for the interpretation of
peripheral measured pressures in younger and older children.
Further application of our model may e.g., aid in estimating
cardiac output in children in intensive care, or to investigate
effects resulting from vascular aberrations.

DATA AVAILABILITY STATEMENT

All datasets generated for this study are included in the
article/Supplementary Material.

AUTHOR’S NOTE

Main findings of this study were presented at the Artery
2011 meeting.

AUTHOR CONTRIBUTIONS

BW and JW conceived the study, developed the model, and wrote
the manuscript. MG wrote the manuscript.

ACKNOWLEDGMENTS

We gratefully acknowledge fruitful discussions with Prof.
Nico Westerhof, of the Department of Pulmonary Medicine,
Amsterdam UMC, Vrije Universiteit Amsterdam, Amsterdam
Cardiovascular Sciences, Amsterdam, the Netherlands.

SUPPLEMENTARY MATERIAL

The Supplementary Material for this article can be found
online at: https://www.frontiersin.org/articles/10.3389/fped.
2020.00251/full#supplementary-material

REFERENCES

1. van den Wijngaard JP, Siebes M, Westerhof BE. Comparison of arterial

waves derived by classical wave separation and wave intensity analysis

in a model of aortic coarctation. Med Biol Eng Comput. (2009) 47:211–

20. doi: 10.1007/s11517-008-0387-y

2. Westerhof N, Bosman F, de Vries CJ, Noordergraaf A. Analog

studies of the human systemic arterial tree. J Biomech. (1969)

2:121–43. doi: 10.1016/0021-9290(69)90024-4

3. Avolio AP. Multi-branched model of the human arterial system. Med Biol Eng

Comput. (1980) 18:709–18. doi: 10.1007/BF02441895

4. Stergiopulos N, Young DF, Rogge TR. Computer simulation of arterial flow

with applications to arterial and aortic stenoses. J Biomech. (1992) 25:1477–

88. doi: 10.1016/0021-9290(92)90060-E

5. Schumacher G, Kaden JJ, Trinkmann F. Multiple coupled resonances in the

human vascular tree: refining the Westerhof model of the arterial system. J

Appl Physiol. (1985) (2018) 124:131-9. doi: 10.1152/japplphysiol.00405.2017

6. Westerhof BE, Westerhof N. Magnitude and return time of the reflected wave:

the effects of large artery stiffness and aortic geometry. J Hypertens. (2012)

30:932–9. doi: 10.1097/HJH.0b013e3283524932

7. Westerhof BE, Westerhof N. Uniform tube models with single reflection site

do not explain aortic wave travel and pressure wave shape. Physiol Meas.

(2018) 39:124006. doi: 10.1088/1361-6579/aaf3dd

8. Reymond P, Merenda F, Perren F, Rufenacht D, Stergiopulos N. Validation of

a one-dimensional model of the systemic arterial tree. Am J Physiol Heart Circ

Physiol. (2009) 297:H208–22. doi: 10.1152/ajpheart.00037.2009

9. van den Wijngaard JP, Westerhof BE, Faber DJ, Ramsay MM, Westerhof

N, van Gemert MJ. Abnormal arterial flows by a distributed model of the

fetal circulation. Am J Physiol Regul Integr Comp Physiol. (2006) 291:R1222–

33. doi: 10.1152/ajpregu.00212.2006

10. van den Wijngaard JP, Westerhof BE, Ross MG, van Gemert MJ. A

mathematical model of twin-twin transfusion syndrome with pulsatile arterial

circulations. Am J Physiol Regul Integr Comp Physiol. (2007) 292:R1519–

31. doi: 10.1152/ajpregu.00534.2006

11. van Meurs WWL, Antonius TAJ. Explanatory models in

neonatal intensive care: a tutorial. Adv Simul (Lond). (2018)

3:27. doi: 10.1186/s41077-018-0085-2

12. Goodwin JA, van Meurs WL, Sa Couto CD, Beneken JE, Graves SA. A model

for educational simulation of infant cardiovascular physiology. Anesth Analg.

(2004) 99:1655–64. doi: 10.1213/01.ANE.0000134797.52793.AF

13. Westerhof N, Lankhaar JW, Westerhof BE. The arterial windkessel. Med Biol

Eng Comput. (2009) 47:131–41. doi: 10.1007/s11517-008-0359-2

14. Westerhof N, Noordergraaf A. Arterial viscoelasticity: a generalized model.

Effect on input impedance and wave travel in the systematic tree. J Biomech.

(1970) 3:357–79. doi: 10.1016/0021-9290(70)90036-9

15. Freeman JV, Cole TJ, Chinn S, Jones PR, White EM, Preece MA. Cross

sectional stature and weight reference curves for the UK, 1990. Arch Dis Child.

(1995) 73:17–24. doi: 10.1136/adc.73.1.17

16. Wright CM, Corbett SS, Drewett RF. Sex differences in weight in infancy

and the British 1990 national growth standards. BMJ. (1996) 313:513–

4. doi: 10.1136/bmj.313.7056.513

17. Burmaster DE, Crouch EA. Lognormal distributions for body weight as a

function of age for males and females in the United States, 1976-1980. Risk

Anal. (1997) 17:499–505. doi: 10.1111/j.1539-6924.1997.tb00890.x

18. Morris H, Anson BJ, editors. Human Anatomy: A Complete Systematic

Treatise. New York, NY: McGraw-Hill (1966).

19. Guyton AC, Hall JE. Textbook of Medical Physiology. 9th ed. Philadelphia, PA:

W.B. Saunders (1996).

20. Ramsay MM. Normal values in pregnancy. 2nd ed. London, UK:

Saunders (2000).

21. Wiesener H. Einführung in die Entwicklungsphysiologie Des Kindes. Berlin;

Heidelberg: Springer (1964). doi: 10.1007/978-3-642-86506-0

22. Westerhof N, Stergiopulos N, Noble MIM, Westerhof BE. Snapshots of

Hemodynamics: An Aid for Clinical Research and Graduate Education.

Frontiers in Pediatrics | www.frontiersin.org 9 May 2020 | Volume 8 | Article 251

https://www.frontiersin.org/articles/10.3389/fped.2020.00251/full#supplementary-material
https://doi.org/10.1007/s11517-008-0387-y
https://doi.org/10.1016/0021-9290(69)90024-4
https://doi.org/10.1007/BF02441895
https://doi.org/10.1016/0021-9290(92)90060-E
https://doi.org/10.1152/japplphysiol.00405.2017
https://doi.org/10.1097/HJH.0b013e3283524932
https://doi.org/10.1088/1361-6579/aaf3dd
https://doi.org/10.1152/ajpheart.00037.2009
https://doi.org/10.1152/ajpregu.00212.2006
https://doi.org/10.1152/ajpregu.00534.2006
https://doi.org/10.1186/s41077-018-0085-2
https://doi.org/10.1213/01.ANE.0000134797.52793.AF
https://doi.org/10.1007/s11517-008-0359-2
https://doi.org/10.1016/0021-9290(70)90036-9
https://doi.org/10.1136/adc.73.1.17
https://doi.org/10.1136/bmj.313.7056.513
https://doi.org/10.1111/j.1539-6924.1997.tb00890.x
https://doi.org/10.1007/978-3-642-86506-0
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles


Westerhof et al. Pressure and Flow Relations Throughout Development

3rd ed. New York Dordrecht, Heidelberg, London: Springer-Nature

(2018). doi: 10.1007/978-3-319-91932-4

23. Struijk PC, Stewart PA, Fernando KL, Mathews VJ, Loupas T, Steegers EA,

et al. Wall shear stress and related hemodynamic parameters in the fetal

descending aorta derived from color doppler velocity profiles. UltrasoundMed

Biol. (2005) 31:1441–50. doi: 10.1016/j.ultrasmedbio.2005.07.006

24. Jackson LV, Thalange NK, Cole TJ. Blood pressure centiles for great Britain.

Arch Dis Child. (2007) 92:298–303. doi: 10.1136/adc.2005.081216

25. Guettouche A, Challier JC, Ito Y, Papapanayotou C, Cherruault

Y, Azancot-Benisty A. Mathematical modeling of the human

fetal arterial blood circulation. Int J Biomed Comput. (1992)

31:127–39. doi: 10.1016/0020-7101(92)90068-4

26. Castillo EH, Arteaga-Martinez M, Garcia-Pelaez I, Villasis-Keever MA,

Aguirre OM, Moran V, et al. Morphometric study of the human fetal heart.

I. Arterial segment. Clin Anat. (2005) 18:260–8. doi: 10.1002/ca.20095

27. Myers LJ, Capper WL. A transmission line model of the

human foetal circulatory system. Med Eng Phys. (2002) 24:285–

94. doi: 10.1016/S1350-4533(02)00019-X

28. Jager GN, Westerhof N, Noordergraaf A. Oscillatory flow impedance

in electrical analog of arterial system: representation of sleeve

effect and non-newtonian properties of blood. Circ Res. (1965)

16:121–33. doi: 10.1161/01.RES.16.2.121

29. Womersley JR. The Mathematical Analysis of the Arterial Circulation in a

State of Oscillatory Motion. Technical Report Wade-TR 56-614. Dayton, OH:

Wright Air Development Center (1957).

30. Milnor WR. Hemodynamics. Baltimore, London: Williams &Wilkins (1982).

31. Westerhof BE, Guelen I, StokWJ,Wesseling KH, Spaan JA,Westerhof N, et al.

Arterial pressure transfer characteristics: effects of travel time. Am J Physiol

Heart Circ Physiol. (2007) 292:H800–7. doi: 10.1152/ajpheart.00443.2006

32. Stergiopulos N, Westerhof BE, Westerhof N. Physical basis of pressure

transfer from periphery to aorta: a model-based study. Am J Physiol. (1998)

274:H1386–92. doi: 10.1152/ajpheart.1998.274.4.H1386

33. Westerhof BE, Guelen I, Stok WJ, Lasance HA, Ascoop CA, Wesseling KH,

et al. Individualization of transfer function in estimation of central aortic

pressure from the peripheral pulse is not required in patients at rest. J

Appl Physiol. (1985) (2008) 105:1858-63. doi: 10.1152/japplphysiol.91052.

2008

34. Hickson SS, Butlin M, Graves M, Taviani V, Avolio AP, McEniery CM, et al.

The relationship of age with regional aortic stiffness and diameter. JACC

Cardiovasc Imaging. (2010) 3:1247–55. doi: 10.1016/j.jcmg.2010.09.016

35. Boron WF, Boulpaep EL. Medical Physiology. 2nd Edn. Elsevier Health

Sciences. (2012).

36. Wilkinson IB, MacCallum H, Flint L, Cockcroft JR, Newby DE,

Webb DJ. The influence of heart rate on augmentation index

and central arterial pressure in humans. J Physiol. (2000) 525(Pt

1):263–70. doi: 10.1111/j.1469-7793.2000.t01-1-00263.x

37. Cantor A, Wanderman KL, Karolevitch T, Ovsyshcher I, Gueron M. Systolic

time intervals in children: normal standards for clinical use. Circulation.

(1978) 58:1123–9. doi: 10.1161/01.CIR.58.6.1123

38. Flynn JT, Kaelber DC, Baker-Smith CM, Blowey D, Carroll AE, Daniels

SR, et al. Clinical practice guideline for screening and management

of high blood pressure in children and adolescents. Pediatrics. (2017)

140:e20171904. doi: 10.1542/peds.2017-3035

39. Reusz GS, Cseprekal O, Temmar M, Kis E, Cherif AB,

Thaleb A, et al. Reference values of pulse wave velocity in

healthy children and teenagers. Hypertension. (2010) 56:217–

24. doi: 10.1161/HYPERTENSIONAHA.110.152686

40. Westerhof N, Elzinga G, Sipkema P. An artificial arterial system for pumping

hearts. J Appl Physiol. (1971) 31:776–81. doi: 10.1152/jappl.1971.31.5.776

41. Stergiopulos N, Westerhof BE, Westerhof N. Total arterial inertance as the

fourth element of the windkessel model. Am J Physiol. (1999) 276:H81–

8. doi: 10.1152/ajpheart.1999.276.1.H81

42. Westerhof N, Westerhof BE. A review of methods to determine the functional

arterial parameters stiffness and resistance. J Hypertens. (2013) 31:1769–

75. doi: 10.1097/HJH.0b013e3283633589

43. Shoji T, Nakagomi A, Okada S, Ohno Y, Kobayashi Y. Invasive

validation of a novel brachial cuff-based oscillometric device

(SphygmoCor XCEL) for measuring central blood pressure.

J Hypertens. (2017) 35:69–75. doi: 10.1097/HJH.00000000000

01135

44. Mynard JP, Goldsmith G, Springall G, Eastaugh L, Lane GK, Zannino

D, et al. Central aortic blood pressure estimation in children and

adolescents: results of the KidCoreBP study. J Hypertens. (2019) 38:821–

8. doi: 10.1097/HJH.0000000000002338

45. Gevers M, Hack WW, Ree EF, Lafeber HN, Westerhof N. Arterial blood

pressure wave forms in radial and posterior tibial arteries in critically ill

newborn infants. J Dev Physiol. (1993) 19:179–85.

46. Murgo JP, Westerhof N, Giolma JP, Altobelli SA. Aortic input impedance

in normal man: relationship to pressure wave forms. Circulation. (1980)

62:105–16. doi: 10.1161/01.CIR.62.1.105

47. Cai TY, Qasem A, Ayer JG, Butlin M, O’Meagher S, Melki C, et al. Central

blood pressure in children and adolescents: non-invasive development

and testing of novel transfer functions. J Hum Hypertens. (2017) 31:831–

7. doi: 10.1038/jhh.2017.59

48. Milne L, Keehn L, Guilcher A, Reidy JF, Karunanithy N, Rosenthal

E, et al. Central aortic blood pressure from ultrasound wall-

tracking of the carotid artery in children: comparison with

invasive measurements and radial tonometry. Hypertension. (2015)

65:1141–6. doi: 10.1161/HYPERTENSIONAHA.115.05196

49. McEniery CM, Yasmin, McDonnell B, Munnery M, Wallace SM, Rowe

CV, et al. Central pressure: variability and impact of cardiovascular

risk factors: the anglo-cardiff collaborative trial II. Hypertension.

(2008) 51:1476–82. doi: 10.1161/HYPERTENSIONAHA.107.10

5445

50. Avolio AP, van Bortel LM, Boutouyrie P, Cockcroft JR, McEniery

CM, Protogerou AD, et al. Role of pulse pressure amplification

in arterial hypertension: experts’ opinion and review of the data.

Hypertension. (2009) 54:375–83. doi: 10.1161/HYPERTENSIONAHA.109.13

4379

51. Bos WJ, Wesseling KH. Method and device for determining brachial arterial

pressure wave on the basis of noninvasively measured finger blood pressure

wave. United States Patent. (1998) 5:746.698.

52. McEniery CM, Franklin SS, Cockcroft JR, Wilkinson IB. Isolated

systolic hypertension in young people is not spurious and

should be treated: pro side of the argument. Hypertension.

(2016) 68:269–75. doi: 10.1161/HYPERTENSIONAHA.116.

06547

53. Lurbe E, Redon J. Isolated systolic hypertension in young people is not

spurious and should be treated: con side of the argument. Hypertension. (2016)

68:276–80. doi: 10.1161/HYPERTENSIONAHA.116.06548

54. Adji A, O’RourkeMF. Tracking of brachial and central aortic systolic pressure

over the normal human lifespan: insight from the arterial pulse waveforms.

Intern Med J. (2020) doi: 10.1111/imj.14815. [Epub ahead of print].

55. Lurbe E, Torro MI, Alvarez-Pitti J, Redon P, Redon J. Central

blood pressure and pulse wave amplification across the spectrum

of peripheral blood pressure in overweight and obese youth.

J Hypertens. (2016) 34:1389–95. doi: 10.1097/HJH.00000000000

00933

56. Avolio A, Butlin M. Blood pressure phenotypes in youth:

advances in the application of central aortic pressure. J

Hypertens. (2016) 34:1254–6. doi: 10.1097/HJH.0000000000

000953

57. Aggoun Y, Szezepanski I, Bonnet D. Noninvasive assessment of arterial

stiffness and risk of atherosclerotic events in children. Pediatr Res. (2005)

58:173–8. doi: 10.1203/01.PDR.0000170900.35571.CB

58. Truijen J, van Lieshout JJ, Wesselink WA, Westerhof BE. Noninvasive

continuous hemodynamic monitoring. J Clin Monit Comput. (2012) 26:267–

78. doi: 10.1007/s10877-012-9375-8

59. de Simone G, Devereux RB, Daniels SR, Mureddu G, Roman MJ, Kimball TR,

et al. Stroke volume and cardiac output in normotensive children and adults.

Assessment of relations with body size and impact of overweight. Circulation.

(1997) 95:1837–43. doi: 10.1161/01.CIR.95.7.1837

60. Vermeersch SJ, Rietzschel ER, de Buyzere ML, de Bacquer D, de Backer G, van

Bortel LM, et al. Determining carotid artery pressure from scaled diameter

waveforms: comparison and validation of calibration techniques in 2026

subjects. Physiol Meas. (2008) 29:1267–80. doi: 10.1088/0967-3334/29/11/003

Frontiers in Pediatrics | www.frontiersin.org 10 May 2020 | Volume 8 | Article 251

https://doi.org/10.1007/978-3-319-91932-4
https://doi.org/10.1016/j.ultrasmedbio.2005.07.006
https://doi.org/10.1136/adc.2005.081216
https://doi.org/10.1016/0020-7101(92)90068-4
https://doi.org/10.1002/ca.20095
https://doi.org/10.1016/S1350-4533(02)00019-X
https://doi.org/10.1161/01.RES.16.2.121
https://doi.org/10.1152/ajpheart.00443.2006
https://doi.org/10.1152/ajpheart.1998.274.4.H1386
https://doi.org/10.1152/japplphysiol.91052.2008
https://doi.org/10.1016/j.jcmg.2010.09.016
https://doi.org/10.1111/j.1469-7793.2000.t01-1-00263.x
https://doi.org/10.1161/01.CIR.58.6.1123
https://doi.org/10.1542/peds.2017-3035
https://doi.org/10.1161/HYPERTENSIONAHA.110.152686
https://doi.org/10.1152/jappl.1971.31.5.776
https://doi.org/10.1152/ajpheart.1999.276.1.H81
https://doi.org/10.1097/HJH.0b013e3283633589
https://doi.org/10.1097/HJH.0000000000001135
https://doi.org/10.1097/HJH.0000000000002338
https://doi.org/10.1161/01.CIR.62.1.105
https://doi.org/10.1038/jhh.2017.59
https://doi.org/10.1161/HYPERTENSIONAHA.115.05196
https://doi.org/10.1161/HYPERTENSIONAHA.107.105445
https://doi.org/10.1161/HYPERTENSIONAHA.109.134379
https://doi.org/10.1161/HYPERTENSIONAHA.116.06547
https://doi.org/10.1161/HYPERTENSIONAHA.116.06548
https://doi.org/10.1111/imj.14815
https://doi.org/10.1097/HJH.0000000000000933
https://doi.org/10.1097/HJH.0000000000000953
https://doi.org/10.1203/01.PDR.0000170900.35571.CB
https://doi.org/10.1007/s10877-012-9375-8
https://doi.org/10.1161/01.CIR.95.7.1837
https://doi.org/10.1088/0967-3334/29/11/003
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles


Westerhof et al. Pressure and Flow Relations Throughout Development

61. Vermeersch SJ, Rietzschel ER, de Buyzere ML, van Bortel LM, Gillebert

TC, Verdonck PR, et al. Distance measurements for the assessment of

carotid to femoral pulse wave velocity. J Hypertens. (2009) 27:2377–

85. doi: 10.1097/HJH.0b013e3283313a8a

62. Pagoulatou SZ, Bikia V, Trachet B, Papaioannou TG, Protogerou AD,

Stergiopulos N. On the importance of the nonuniform aortic stiffening in the

hemodynamics of physiological aging. Am J Physiol Heart Circ Physiol. (2019)

317:H1125–33. doi: 10.1152/ajpheart.00193.2019

63. Mielke G, Benda N. Cardiac output and central distribution of

blood flow in the human fetus. Circulation. (2001) 103:1662–

8. doi: 10.1161/01.CIR.103.12.1662

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.

Copyright © 2020 Westerhof, van Gemert and van den Wijngaard. This is an open-

access article distributed under the terms of the Creative Commons Attribution

License (CC BY). The use, distribution or reproduction in other forums is permitted,

provided the original author(s) and the copyright owner(s) are credited and that the

original publication in this journal is cited, in accordance with accepted academic

practice. No use, distribution or reproduction is permitted which does not comply

with these terms.

Frontiers in Pediatrics | www.frontiersin.org 11 May 2020 | Volume 8 | Article 251

https://doi.org/10.1097/HJH.0b013e3283313a8a
https://doi.org/10.1152/ajpheart.00193.2019
https://doi.org/10.1161/01.CIR.103.12.1662
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/journals/pediatrics
https://www.frontiersin.org
https://www.frontiersin.org/journals/pediatrics#articles

	Pressure and Flow Relations in the Systemic Arterial Tree Throughout Development From Newborn to Adult
	Introduction
	Methods
	Normal Development From Newborn to Adult
	Vascular Wall Properties
	Transfer of Pressure and Flow
	Changes to the Original Model
	Cardiac Output and Heart Rate
	Pulse Wave Velocity
	Windkessel Compliance and Resistance

	Results
	Discussion
	Cardiac Output and Heart Rate
	Shear Stress
	Pulse Wave Velocity
	Model Considerations

	Conclusion
	Data Availability Statement
	Author's Note
	Author Contributions
	Acknowledgments
	Supplementary Material
	References


