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Bronchopulmonary Dysplasia

Katherine Sullivan and Lawrence Rhein

 Introduction

Bronchopulmonary dysplasia (BPD) is one of the most com-
mon morbidities of prematurity. It is a disease characterized 
by abnormal continued development and repair after prema-
ture birth and exposure to oxygen, mechanical ventilation, 
and inflammation. Outcomes reported from the National 
Institute of Child Health and Human Development Neonatal 
Research Network (NICHD NRN) over the last 20  years 
have shown modest but significant decreases in mortality and 
many major morbidities for even the smallest infants [1]. 
However, the incidence of BPD remains at approximately 
50% for the smallest infants, which has remained steady or 
slightly increased over the previous two decades [1]. This 
trend has been seen across the country and across the world 
[2]. Infants with BPD continue to have lung disease into 
childhood with higher rates of viral infections, need for 
respiratory support, and increased risk for asthma [3–5]. 
They also are at higher risk for growth failure and neurode-
velopmental impairment [4].

 Definition of BPD

BPD was first described in 1967, but the definition has 
changed several times over the last few decades. An early 
definition of BPD was the requirement for supplemental 
oxygen at 28 days following the diagnosis of hyaline mem-
brane disease in premature infants [6]. This original form 
of BPD was characterized by extensive inflammatory 
changes with fibrosis created in the setting of aggressive 
mechanical ventilation and exposure to high oxygen con-
centrations [7, 8]. When this definition was first accepted, 
the majority of infants diagnosed with BPD were born at 

over 32 weeks’ gestational age. Over time, the term BPD 
has evolved to describe a very different disease. In more 
recent years, the infants diagnosed with BPD are born at 
much younger gestational ages, typically below 26 weeks’ 
gestation. They have less severe initial respiratory distress 
syndrome (RDS) and exposure to less iatrogenic injury. 
These infants, born in the exogenous surfactant era, do not 
have the same extensive lung scarring that was seen in pre-
vious generations. In the modern era, some infants who 
develop BPD never had RDS or had only mild disease. The 
“new BPD” can be characterized as abnormal development 
in the setting of extremely preterm birth. The lungs of these 
infants, born just at the transition of canalicular to saccular 
stages of lung development, do not reach the ultimate 
branching complexity as is seen in the term newborn lung, 
leading to fewer and larger alveolae [7, 8]. The newer defi-
nition of BPD was defined as oxygen use at 36 weeks post-
menstrual age.

The current NIH consensus definition was established in 
2000. It defines BPD as lung disease in infants born at less 
than 32 weeks’ gestation and requiring oxygen for at least 
28  days and defines its severity based on level of oxygen 
requirement at 36  weeks post-menstrual age (PMA) 
(Table 45.1).
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Table 45.1 Classic definition of BPD based on NIH consensus guide-
line published in 2001

Mild BPD Infants who are breathing room air at 36 weeks’ PMA 
or discharge, whichever comes first

Moderate 
BPD

Infants who are on less than 30% oxygen at 36 weeks’ 
PMA or discharge

Severe BPD Infants who require greater than 30% oxygen or 
positive pressure at 36 weeks’ PMA

Data from Jobe and Bancalari [106]
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 New Directions: New Definition, New Studies

Work continues as clinicians and researchers continue to 
improve the respiratory care of the smallest infants. A new 
definition of BPD is being discussed at this time which 
acknowledges the degrees of respiratory support which may 
be required at 36  weeks. It also provides a mechanism to 
compare the severity of BPD which infants may have. A 
common concern is that the definition of requiring oxygen at 
36 weeks does not allow for variation in severity or allow a 
reasonable comparison of later pulmonary outcomes. Initial 
studies evaluating this new classification system were also 
able to predict later death and serious morbidity.

 New BPD Definition (Table 45.2)

 Pathophysiology

The original description of BPD was of moderately preterm 
infants who had severe respiratory failure due to hyaline 
membrane disease and required long-term ventilatory sup-
port [6]. The injury in these infants was due to mechanical 
trauma from the pressure needed to open these non- compliant 
lungs and from oxygen toxicity. Although the infants now 
diagnosed tend to be much younger and smaller, these same 
mechanisms remain important.

 Inflammation

In the modern era of prenatal steroids and exogenous surfac-
tant administration, inflammation from ventilation and oxy-
gen toxicity continues to be seen despite lower amounts of 
both being used. How much of this inflammatory damage 
happens prenatally vs postnatally remains unclear. Higher 
concentrations of inflammatory cytokines have been found 
in the amniotic fluid of women whose infants went on to 
develop BPD; elevated IL1B, IL 6, and IL 8 in the amniotic 
fluid predicted the development of BPD in those infants [9, 
10]. Increased levels of inflammatory cytokines, as well as 
increased inflammatory cells, have also been seen in the tra-
cheal aspirates of infants who progress to development of 
BPD [11–17]. Experimental models have also shown that 

elevated cytokine expression, specifically increased IL 6 and 
TNF-alpha, cause an arrest of alveolar septation leading to 
larger alveolae with increased fibrosis [18].

Oxygen is essential for life and aerobic metabolism, but 
when delivered at high concentration can be toxic due to free 
radical production and subsequent injury. Discussion of the 
damage created by oxygen toxicity has continued since the 
first descriptions of BPD [6, 19, 20]. The toxicity of oxygen 
is associated with the formation of reactive oxygen species 
such as OH*, NO, H2O2, O2

−, and LOOH [21]. It has been 
shown that premature infants have lower levels of antioxi-
dants than adults or term infants, making them particularly 
sensitive to the damaging effects of oxygen. It is the imbal-
ance of oxidant versus antioxidant species which has been 
proposed to be the cause of oxygen toxicity.

At the same time infections (both prenatal and postnatal) 
are both significantly associated with the development of 
BPD. Inflammation has therefore been hypothesized to be a 
primary actor by some investigators, but merely an associ-
ated mediator by others.

 Infection

Infection and inflammation leading to BPD can begin prena-
tally. In mothers with both clinical and subclinical chorioam-
nionitis, the infants have an elevated risk of BPD.  The 
inflammatory injury within the fetal lung either can be trig-
gered by feedback from inflammatory cytokines from the 
placenta and fetal membranes or can take place in the setting 
of aspiration of infected fluid and direct injury [18]. Many 
clinical reports have determined that maternal colonization 
by ureaplasma urealyticum and other atypical bacteria 
increase the risk of BPD [22, 23]. Atypical bacteria such as 
ureaplasma urealyticum and ureaplasma parvum are com-
mensal bacteria which colonize the genital tract and have 
been isolated in the placenta as well as in premature neonatal 
secretions (gastric, tracheal, etc.) [24]. Studies have demon-
strated that, in premature animals injected with ureaplasma 
urealyticum and exposed to mechanical ventilation, those 
who were unable to clear the bacterial were more likely to 
have chronic inflammation and develop chronic lung disease 
[24]. In contrast exposure to these pathogens was associated 
with decreased severity of RDS and early lung maturation 
[18, 25–27]. This supports the theory that the exposure to 
atypical bacteria may predispose to abnormal lung develop-

Table 45.2 New proposed definition of BPD based on work by Eric Jensen et al. (2019)

No BPD Grade 1 Grade 2 Grade 3
Room Air Nasal Canula <2 L/min NC > 2 L/min nCPAPA/NiPPV Invasive PPV

<30% >30% <30% >30% Any FiO2 <30% >30%

Data from Jensen et al. [107]
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ment or may alter the way that the lung tissue responds to 
other pathogens. Other researchers were able to show that 
chronic ureaplasma infection in fetal sheep is associated 
with altered innate immune responses [28]. Despite an abun-
dance of research into the association of infection or coloni-
zation with atypical bacteria, no study has been able to 
demonstrate causation. In addition, clinical studies looking 
at use of macrolides to treat ureaplasma infection have failed 
to demonstrate improvement in the rate of BPD [24, 29, 30].

Other studies have looked at colonization or infection 
after birth as contributing to the development of BPD. In one 
study evaluating tracheal aspirates taken in VLBW found an 
association of gram-negative rods in those infants who devel-
oped BPD [31]. It is likely that an interplay between expo-
sures contributes to BPD.

 Immaturity

A critical component to the development of BPD is the 
immaturity of the premature lung. The vast majority of 
infants who develop BPD are born at less than 26 weeks’ 
gestation. At that developmental stage, the developing lungs 
remain in the “saccular” stage of development. The develop-
ment of the lungs follows a staged process, and the transi-
tion from canalicular to saccular stages happens at 
approximately 22–23  weeks. Pathological studies in both 
animals and humans have shown that exposure to both oxy-
gen and pressure causes arrest and atypical lung develop-
ment with decreased septation  – with fewer and larger 
alveolae [32–35]. In examining pathological samples, 
extremely premature infants have lower radial alveolar 
counts than control infants [32]. In the setting of extreme 
prematurity, exposure to oxygen and mechanical ventilation 
can adversely affect lung development and alter cellular dif-
ferentiation [36–38]. A key to survival is rapid maturation 
and the ability of the premature lungs to function for gas 
exchange. However, it is possible that in that process, those 
early maturational changes lead to scarring which contrib-
utes to the development of BPD.

 Ventilator Injury Pressure/Volume

The initial descriptions of BPD described the relationship of 
mechanical ventilation with BPD.  Further research has 
shown that even a few breaths of positive pressure can cause 
damage leading to increased risk of BPD [39]. Cyclic stretch 
and overdistension of the lung tissue cause direct inflamma-
tion and injury. This promotes further inflammation and 
inhibits normal lung growth and differentiation. Great debate 
exists on whether the mechanical injury is more from the 
direct effect of pressure or whether it is the changes in vol-

ume, from the pressure that caused the primary injury. In 
experimental animal models exposed to high levels of posi-
tive inspiratory pressure, either with or without a rigid exter-
nal chest wall cast (to limit pressure changes), the pressure 
alone, without changes in lung volume, resulted in signifi-
cantly fewer cases of BPD. Given concern about the injury 
caused by volume changes, newer ventilation strategies have 
emerged.

Avoiding mechanical ventilation is associated with lower 
rates of BPD. Multiple large, multicenter studies have shown 
the benefit of avoiding mechanical ventilation to decrease 
development of BPD [40–45]. Applying noninvasive posi-
tive pressure rather than intubation and mechanical ventila-
tion decreases the rate of BPD [41, 42, 44].

In some cases, intubation and mechanical ventilation can-
not be avoided. In those cases, exogenous surfactant should 
be given to decrease the damage from positive pressure ven-
tilation. Providing early selective surfactant (within 2 hours 
of delivery) to infants with worsening respiratory distress 
syndrome decreases the risk of air leaks and neonatal mor-
bidity and chronic lung disease [46–48] (Fig. 45.1).

 Current Management Strategies

As our understanding of the pathophysiology of BPD has 
increased, strategies have been adopted to try to decrease the 
incidence of BPD.  Central to this is the early respiratory 
management of extremely premature infants. To successfully 
accomplish transition from fetal life to extrauterine breath-
ing, the lungs must rapidly expand, clear themselves of fluid, 
and begin gas exchange. This requires the establishment of 
functional residual capacity (FRC). Surfactant is a naturally 
occurring substance which decreases the surface tension in 
the lungs, increases compliance, facilitates gas exchange, 
and allows the maintenance of FRC. Prophylactic and selec-
tive surfactant administration decreases both mortality and 
pulmonary air leaks when administered in the first hours of 
life. Prophylactic surfactant is defined as giving surfactant to 
all infants at risk of RDS, typically defined by a specified 
birth gestational age or birth weight criteria, in the delivery 
room, typically within 30 minutes of birth or ideally prior to 
positive pressure ventilation. The clinical practice of selec-
tive surfactant administration involves placing at-risk infants 
on noninvasive positive pressure in the delivery room and 
then intubating and giving surfactant only if certain clinical 
criteria are met. Over the last decade, further studies have 
evaluated different delivery room strategies, particularly 
comparing these two approaches. Use of early nasal CPAP 
with selective surfactant administration if certain oxygen 
needs or hypercarbia limits were met resulted in decreased 
BPD [40, 41, 44]. A meta-analysis of several of these trials 
showed that prophylactic intubation and surfactant adminis-
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tration with extubation to CPAP resulted in increased risk of 
death or BPD (RR 1.12 with number needed to harm 17). If 
intubation and mechanical ventilation is needed, earlier sur-
factant (i.e., within 2  hours of delivery) is preferable to 
delayed administration [48–50].

If intubation and mechanical ventilation is needed, a gen-
tle ventilation strategy with permissive hypercapnia 
decreases the rate of BPD without increasing other morbidi-
ties. Permissive hypercapnia (targeting CO2 > 52 compared 
to <48) was evaluated in a multicenter trial by the Neonatal 
Network. In this trial permissive hypercapnia resulted in 
decreased need for ventilation at 46 weeks from 16% to 1% 
[51]. However another study comparing even more permis-
sive hypercapnia up to 75 mmHg on day 7–14 did not show 
any benefit [52]. Some animal research suggests that CO2 
may have direct benefit on the lung. However, much of the 
benefit appears to come from a more conservative approach 
to intubation and a more aggressive attitude toward extuba-
tion [43]. A more permissive attitude toward CO2 also allows 
a gentler approach to ventilation, with lower minute ventila-
tion typically through lower inspiratory pressures.

Traditional pressure-controlled ventilation risks change in 
volume and resulting volutrauma. Rapid changes in compli-
ance may be caused by clearance of fetal lung fluid and/or 
surfactant administration and other changes in the first hours 
of life. As a result, newer forms of mechanical ventilation 
have come to be favored which target a specific volume and 
decrease both volutrauma and atelectrauma. Several trials 
have evaluated volume-targeted ventilation of premature 
infants who require mechanical ventilation. A meta-analysis 
of these showed decreased BPD and mortality in the use of 
volume-targeted strategies [53, 54]. Other studies have eval-
uated the effectiveness of high-frequency ventilation to 
decrease BPD. There are two modes of high-frequency ven-
tilation – the high-frequency oscillator (HFOV) and the high- 

frequency jet ventilator (JET) which are widely available in 
the United States and have been extensively studied. Both 
rely on an open lung strategy with high mean airway pres-
sure to maximize oxygenation. The trials of these ventilators 
have shown mixed results regarding decreasing mortality or 
BPD [53, 55–57].

 Medications

Despite extensive research over many years, few medica-
tions have been identified which impact BPD.  The most 
important of these is caffeine. Caffeine is a methylxanthine, 
commonly used to decrease apnea of prematurity. In the 
Caffeine for Apnea of Prematurity (CAP) trial, over 2000 
infants with birth weights between 500 g and 1250 g were 
assigned to caffeine versus placebo. The infants who received 

Management Strategies to Reduce Lung Injury and 
Development of BPD
Currently best recommendations based on the avail-
able evidence:

• Provide nasal CPAP to establish FRC in the deliv-
ery room.

• Provide selective surfactant within 2 hours of birth 
if needed.

• Extubate to nasal CPAP as soon as possible.
• If continued intubation and mechanical ventilation 

is necessary, use gentle ventilation with an open 
lung strategy and volume-targeted approach which 
minimized volutrauma and atelectrauma.

Prenatal
Inflammation

- Immaturity

- Infection

- Antenatal
Steroids

Delivery Room
Management

- Immaturity

- PPV with
resuscitation

- Need for early
surfactant

Postnatal
Injury

BPD- oxygen toxicity

- mechanical
ventilation
- infection

Fig. 45.1 Conceptual model 
of pathogenesis of BPD
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caffeine had a significantly lower rate of BPD, were able to 
come off positive pressure on average 1  week earlier, and 
had improved neurodevelopmental outcomes [58, 59]. 
Additional research has shown that earlier caffeine is associ-
ated with improved rates of BPD compared with later admin-
istration. In post hoc analyses of the CAP trial, infants who 
started on caffeine before 3 days were less likely to develop 
BPD compared to those who started later [60–62]. In a large 
retrospective study of more than 62,000 infants, the rate of 
BPD was significantly lower in infants who received early 
caffeine. They were also exposed to significantly less 
mechanical ventilation [62].

Vitamin A is another medication which has shown prom-
ise in decreasing BPD. In 1999, Tyson et al. published the 
results of their placebo-controlled randomized trial of pro-
phylactic vitamin A.  In this study, 807 infants with birth 
weights between 400 and 1000 g received either 12 IM injec-
tions of vitamin A or a sham procedure over the first 4 weeks 
of life. Use of vitamin A was associated with a significantly 
decreased rate of BPD; 55% of the infants receiving vitamin 
A developed BPD compared to 62% in the placebo group 
(NNT = 14–15 infants) [63]. Follow-up data at 18–22 months 
continued to show a mild but not statistically significant 
improvement for the infants in the vitamin A group, without 
evidence of harm [64, 65]. Despite initial interest in this 
treatment, the small benefit in risk of BPD must be balanced 
against the acceptability of the intervention, which required 
12 intramuscular injections in the first weeks of life [66].

Inhaled corticosteroids are another therapeutic modality 
which has been evaluated as a potential preventative treat-
ment of BPD.  In a large multicenter randomized placebo- 
controlled trial of inhaled budesonide to prevent BPD, 863 
infants were randomized to budesonide versus placebo. 
Budesonide was associated with a small but significant 
decrease in the primary outcome, the combined outcome of 
death, or bronchopulmonary dysplasia. However, this was 
due to a significant decrease in the rate of BPD (27.8% vs 
38%) but a slight increase in mortality (16.9% vs 13.6%) 
[67]. Another trial using fluticasone showed similar results. 
In this trial 211 infants were randomized to inhaled flutica-
sone within the first 24 hours compared to placebo [68]. This 
study also showed a decrease in the incidence of BPD with 
an increase in the incidence of pre-discharge death. Based on 
these studies and a few other very small trials, inhaled ste-
roids cannot yet be recommended for the prevention of BPD.

 Steroids

Systemic corticosteroids have been used in the treatment 
and prevention of BPD for many years. Prenatal steroids are 
one of the most effective therapies in neonatal medicine. 
Prenatal steroids have been shown to decrease RDS, improve 

survival, and decrease intraventricular hemorrhage [69]. In 
the 1980s, clinicians observed that premature infants treated 
with corticosteroids had improved respiratory status. Use of 
dexamethasone was associated with decreased need for 
mechanical ventilation, decreased need for supplemental 
oxygen, and decreased BPD [70]. A review in 2010 found 
20 studies involving 2860 infants treated with early (started 
at <7 days) to prevent BPD. These studies involved a range 
of doses and durations of therapy. Early dexamethasone 
treatment was associated with decreased rate of BPD, 
defined by need for oxygen or positive pressure at either 
28  days or 36  weeks. It was also associated with earlier 
extubation and decreased severe retinopathy of prematurity. 
Importantly, dexamethasone was also associated with 
increased risk of several important adverse in hospital events 
including GI bleeding, GI perforation, hypertension, and 
hyperglycemia [71].

Later outcomes were reported in 7 of the studies involv-
ing 921 infants. Most significantly, the combined outcome of 
death or cerebral palsy was significantly increased in the 
infants exposed to dexamethasone [71]. Similar findings 
were seen in trials of later dexamethasone. Use of dexameth-
asone after the first week of life was associated with a 
decrease in the length of mechanical ventilation, decrease in 
infants failing extubation, and decrease in BPD.  However, 
this was offset by an increase in cerebral palsy [72]. In a 
large study of dexamethasone in a 42-day tapering course, 
the rate of cerebral palsy was 25% in the treatment group 
compared with 7% in the placebo, and 45% of infants had an 
abnormal neurological exam compared to 16% [73]. These 
findings led to statements by the American Academy of 
Pediatrics and the Canadian Paediatric Society and the 
European Association of Perinatal Medicine recommending 
against the routine use of systemic dexamethasone for pre-
vention or treatment of BPD [74]. These recommendations 
and the increased recognition of the adverse long-term neu-
rological effects of postnatal steroids led to a dramatic 
decrease in their use. In a review of a national database, ste-
roid use decreased from 23.5% to 11% between 1997 and 
2004 [75]. This was also associated with an increase in BPD 
during the same period. As BPD is associated with worse 
neurological outcomes, independent of gestational age, some 
researchers and clinicians have speculated that, in a specific 
cohort of infants, there could be a balance where the benefit 
from steroids may outweigh the potential risks, particularly 
for later administration of steroids [4, 74, 76].

Other investigators have looked at the role of other sys-
temic corticosteroids, specifically hydrocortisone. Early pro-
phylactic hydrocortisone was studied in a group of over 1000 
ELBW infants between 24 and 28 weeks in the PREMILOC 
trial. This study showed a modest decrease in BPD in the 
intervention group without any difference in neurological 
outcomes at 18–22 months [77, 78]. Interestingly, this study 
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also looked at later respiratory outcomes in the infants at 
18–22 months and did not find any difference. A pilot study 
evaluating stress dose hydrocortisone administered to 
ventilator- dependent ELBW infants between 10 and 21 days 
postnatal age with a tapering course over 7 days did not show 
any significant differences in either respiratory or neurologi-
cal outcomes [79]. One study which is ongoing is the SToP 
BPD study which is a randomized controlled trial of hydro-
cortisone given over a 22-day tapering course [80]. Taken 
together there is some promise for the use of hydrocortisone 
to prevent or treat BPD, but its safety and efficacy remain 
uncertain.

 Long-Term Implications

Despite improved neonatal care focused on prevention of 
BPD, the incidence of BPD, particularly among the smallest 
infants, continues to be significant [1]. These infants con-
tinue to exhibit respiratory symptoms long after discharge 
from the NICU [4, 5, 81]. Studies of former premature 
infants have shown that infants with BPD continue to have 
increased respiratory symptoms and increased need for 
respiratory medications for years [5, 82, 83]. Infants with 
BPD are more likely to be discharged home on oxygen and 
more likely to be rehospitalized within the first 2 years with 
a respiratory complication than premature infants without 
BPD [84–86]. In one series 73% of infants with BPD were 
rehospitalized within the first 2 years, and 27% had more 
than three readmissions [87]. Infants with BPD are more 
likely to be seen by both pediatric and specialty providers 
more often. They are more likely to be on chronic respiratory 
medications, such as inhalers [84, 86, 87]. When examining 
pulmonary function testing results, premature infants have 
significantly worse FEV1 both in the pre-surfactant era and in 
the post-surfactant era [88]. Studies have also shown an 
increased risk of airway reactivity in former premature 
infants and a decreased exercise tolerance [88]. Both appear 
to improve over time but may not completely resolve.

Infants with BPD are more likely than age-matched pre-
mature infant controls to have neurological and developmen-
tal impairment. In one study of infants with severe BPD, they 
found that those infants had some neurological impairment 
in 71% of infants compared to 19% of control premature 
infants [89]. In larger cohort studies of the NICHD, BPD has 
been shown to be an independent risk factor for cerebral 
palsy [90, 91]. In more recent work, “severe BPD” as defined 
as the need for mechanical ventilation at 36 weeks was a pre-
dictor for cerebral palsy [92]. Infants with BPD had increased 
risk for multiple different types of neurological impairment. 
They were at increased risk for cerebral palsy, language 
delay, cognitive delays, and even attention and behavioral 
problems [4, 81, 90, 93]. These differences persist into 

school age. Infants with BPD continue to have increased aca-
demic challenges. Infants with BPD were more likely to 
have lower IQ scores, need increased special education ser-
vices, and have poorer organizational and academic (mathe-
matics and reading) skills compared to premature infants 
without BPD at 8 years of age [94].

Growth outcomes are also affected by BPD. Infants with 
BPD had significantly lower weights and head circumfer-
ence at 18–22 months compared to premature age-matched 
controls [93]. Some studies have shown that linear growth is 
more affected than weight in infants with BPD [91, 95]. 
Growth can be improved in infants with BPD through use of 
oxygen supplementation as an outpatient. In studies where 
infants were compared between having oxygen with 
improved saturations compared to without oxygen, growth 
was significantly better [96].

Infants with BPD are frequently also affected by recurrent 
episodes of intermittent hypoxia. This can affect extremely 
premature infants both with and without BPD. Intermittent 
hypoxia is related to immature respiratory control and incon-
sistent stimulation from the respiratory control centers in the 
brain [97]. This is combined with immature and weaker mus-
culature of the upper airway which combine to create apnea 
of prematurity, a form of apnea which has central and 
obstructive components [98]. Apnea of prematurity typically 
resolves between 36 and 40  weeks post-menstrual age. 
However, intermittent hypoxia and apnea frequently last 
even until 42 or 43 weeks, particularly in those extremely 
immature infants [99, 100]. Apnea of prematurity is typically 
treated with methylxanthines. Caffeine has been shown to be 
an effective treatment for apnea and has been shown to 
decrease BPD [59] and can also decrease intermittent 
hypoxia [99]. However, these alterations do not completely 
resolve as the infants mature. Studies have shown that sleep- 
disordered breathing may persist for many years. A study 
conducted in the United States found that premature infants 
were 3–5 times more likely than their term counterparts to 
have sleep-disordered breathing at 8–11 years of age [101]. 
In a Swedish cohort study, young adults who had been for-
mer low birth weight infants were twice as likely to have 
sleep-disordered breathing compared with those who had 
been born at term [102]. In addition, former premature 
infants who have sleep-disordered breathing later in life are 
more likely to experience more negative cognitive effects 
[103]. Infants who had been born premature are at higher 
risk of obstructive sleep apnea (OSA) during childhood [104, 
105]. Where in the general population of children approxi-
mately 4% may have OSA, the rate is more than double that 
in former premature children [104]. They are also more 
likely to have other sleep disorders such as periodic limb 
movements of sleep compared with their term counterparts 
[104]. Given the high rate of exposure to methylxanthines, 
particularly caffeine which can affect sleep, researchers have 

K. Sullivan and L. Rhein



561

looked back at the infants who participated in the CAP trial 
and found no difference in sleep disorders between infants 
exposed to caffeine compared to placebo [104, 105]. This is 
still an area of active research as infants born premature are 
at risk for learning and behavior difficulties and sleep disor-
ders is an additional risk.

 Outpatient Management Strategies

Infants with BPD frequently continue to need significant 
care and management after discharge. As BPD is partly 
defined by the need for oxygen and respiratory support at 
36 weeks, many of these infants are being discharged from 
the NICU on oxygen. The physiological need for this oxygen 
can come from a variety of causes. In some infants, it is 
related to poor diffusion across the alveolar capillary mem-
brane resulting from the inflammation and scarring from ear-
lier injury. While in others, the oxygen requirement may be 
related to the intermittent hypoxia from immature respira-
tory patterns. Pulmonary hypertension is another common 
diagnosis which complicates pulmonary outcomes for 
infants with BPD. Infants with BPD should be provided with 
supplemental oxygen to maintain saturations greater than 
95% to support growth and improved neurodevelopment. 
Infants should be kept on pulse oximetry monitors to moni-
tor oxygen saturations. Weaning off supplemental oxygen at 
home is a complicated problem, and currently there are not 
clear guidelines. Practice varies and may involve echocar-
diogram, blood gas, or polysomnography. Infants with BPD 
have increased nutritional needs and generally have increased 
caloric requirements. Ideally infants with BPD should be fol-
lowed at a multidisciplinary clinic with expertise in the care 
of former premature infants. In this way these complicated 
and still vulnerable infants can be monitored and well sup-
ported in an outpatient setting. Critical components of this 
clinic would include pulmonary, nutritional, and develop-
mental expertise.
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