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Abstract: Premature birth has been shown to be associated with adverse respiratory health in children
and adults; children diagnosed with bronchopulmonary dysplasia (BPD) in infancy are at particularly
high risk. Since its first description by Northway et al. about half a century ago, the definition of BPD
has gone through several iterations reflecting the changes in the patient population, advancements in
knowledge of lung development and injury, and improvements in perinatal care practices. One of the
key benchmarks for optimally defining BPD has been the ability to predict long-term respiratory and
health outcomes. This definition is needed by multiple stakeholders for hosts of reasons including:
providing parents with some expectations for the future, to guide clinicians for developing longer term
follow-up practices, to assist policy makers to allocate resources, and to support researchers involved
in developing preventive or therapeutic strategies and designing studies with meaningful outcome
measures. Long-term respiratory outcomes in preterm infants with BPD have shown variable results
reflecting not only limitations of the current definition of BPD, but also potentially the impact of other
prenatal, postnatal and childhood factors on the respiratory health. In this manuscript, we present an
overview of the long-term respiratory outcomes in infants with BPD and discuss the role of other
modifiable or non-modifiable factors affecting respiratory health in preterm infants. We will also
discuss the limitations of using BPD as a predictor of respiratory morbidities and some of the recent
advances in delineating the causes and severity of respiratory insufficiency in infants diagnosed
with BPD.

Keywords: preterm; bronchopulmonary dysplasia (BPD); respiratory morbidities; pulmonary
function test

1. Introduction

Advances in the field of obstetrics and neonatology during the last half century have not only
resulted in significant reduction in perinatal morbidities and mortality but also have led to an increase
in survival of infants born at the limits of viability. The resultant increasing survival of more and
more preterm infants into childhood and adulthood has brought new challenges for physicians and
researchers alike, with increasing focus on reducing longer term morbidities. As more preterm infants
are born during early stages of lung development, one of the major challenges has been delineating
the impact of prematurity from the impact of lung injury on long-term respiratory morbidities.
This information is crucial when evaluating the role of different perinatal preventive or treatment
strategies in improving respiratory outcomes. Another key challenge has been to develop a more
contemporary definition of bronchopulmonary dysplasia (BPD) to not only better reflect the degree of
pulmonary dysfunction but also provide superior delineation of lung pathology, thereby potentially
better predict longer term respiratory outcomes [1,2].

Children 2020, 7, 283; doi:10.3390/children7120283 www.mdpi.com/journal/children

http://www.mdpi.com/journal/children
http://www.mdpi.com
https://orcid.org/0000-0002-6226-2204
http://www.mdpi.com/2227-9067/7/12/283?type=check_update&version=1
http://dx.doi.org/10.3390/children7120283
http://www.mdpi.com/journal/children


Children 2020, 7, 283 2 of 13

2. Long-Term Respiratory Outcomes in Premature Infants

Despite significant reduction in the severity of lung disease in premature infants born in the current
era of high antenatal steroid (ANS) and surfactant use, and less invasive ventilation, these infants
continue to have significant respiratory morbidities in infancy and childhood [3]. Premature infants
have been shown to be prone to recurrent hospitalization secondary to lower respiratory tract
infections, more frequently have respiratory symptoms such as wheezing, and are more likely to
receive bronchodilators [4,5]. These morbidities are more frequent in infants of lower gestational age
as well as those diagnosed with BPD [6–9]. Although the rate of hospitalizations gradually decreases
with age, respiratory symptoms continue to be more common in adolescents born preterm with BPD
when compared to full-term controls [8]. There is increasing evidence that even late preterm infants
without significant lung injury in the perinatal period have increased risk of respiratory morbidities
compared to their full-term counterparts [10,11].

One of the critical steps towards evaluating the effect of early life events on longer term lung
health is to define the normal reference ranges for pulmonary function tests and their progression
with age in healthy individuals. Recently, databases of pulmonary function test results from healthy
individuals at different ages have been developed [12]. These data have enabled investigators to
develop expected trajectories of pulmonary function tests through childhood to adults. In healthy
individuals, forced vital capacity (FVC) and forced expiratory volume in 1 s (FEV1) increase through
childhood to about 25 years of age, followed by gradual decline through to old age. The ratio of
FEV1/FVC declines through life except for a small increase during adolescence [13].

As more preterm infants survive into young adulthood, there is increasing information available
on the effect of prematurity as well as early lung damage on pulmonary function. The majority of
these infants show an obstructive pattern of lung disease with significantly lower FEV1 and FEV1/FVC
ratio in comparison to controls [8,14]. While these abnormalities are usually worse in adults with a
history of BPD [15,16], even late preterm infants without significant lung disease also show deficits
in lung functions in adolescence and adulthood [17,18]. There are contradicting results regarding
the longitudinal progression of airflow limitation, with some studies suggesting improvement in
pulmonary function over time whereas others suggest progressive worsening of airflow limitation
potentially reflecting the degree of perinatal lung disease in the study population [19–21]. There is some
evidence that severity of airflow limitation during early childhood could not only be predictive of lower
pulmonary function in later life but also may predict increased risk of respiratory morbidities [22,23].
Over time, it is possible that pulmonary function in preterm infants follows similar trajectories as their
full-term counterparts but with a lesser degree of peak in pulmonary function and potentially a more
rapid decline in old age [21,24,25].

In terms of exercise capacity, the studies evaluating exercise capacity in adults born preterm
have shown contradicting results with one study showing mild reduction in moderate to vigorous
physical activity in children born at less than 32 weeks gestational age when compared to controls,
whereas other studies have failed to show any significant difference [26–28]. Some of the limitations
for the current evidence have been different measures of exercise capacity, relatively small sample size,
and selection bias towards inclusion of a relatively healthier preterm population.

3. Factors Affecting Pulmonary Outcomes in Premature Infants

The respiratory outcome in preterm infants represents an overall effect of multiple adverse
factors including inherent genetic predisposition, various antenatal, neonatal and post-neonatal insults,
balanced against regeneration, repair and continued alveolar development (Figure 1). While many of
these factors are common to the pathogenesis of BPD, some of them may affect long-term respiratory
outcomes independent of their effect on BPD.
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3.1. Prematurity

Prematurity is an independent risk factor for adverse pulmonary outcomes. The fetus is exposed
to relatively hypoxic conditions in-utero, which is crucial for normal airway, alveolar and vascular
development [29]. Therefore, exposure of preterm lung to room air after preterm birth represent a
relatively hyperoxic environment potentially resulting in lung injury and impaired lung development.
As reported earlier, there is significant evidence that premature infants without the neonatal diagnosis
of BPD or even late preterm infants have worse pulmonary outcome when compared to infants born at
term gestation [11,30,31].

3.2. Prenatal and Antenatal Insults

In addition to genetic predisposition, early life events such as prenatal and antenatal insults play a
key role in determining long-term health including the risk of pulmonary morbidities such as chronic
obstructive lung diseases [32]. Some of these effects are not only limited to the exposed offspring
but are transmitted to subsequent generations who have never been exposed to these insults [33].
These factors may act by altering the gene expression through epigenetic modifications including DNA
methylation, histone modifications, chromatin structure and selected non-coding RNAs [34–36].

Maternal smoking prenatally and during pregnancy is one of the risk factors for poor lung
function and respiratory morbidities in later life with several large cohort studies showing reduced
pulmonary function in children and adults with in-utero smoke exposure [37–39]. Experimental studies
in various animal models have shown that in-utero exposure to nicotine leads to abnormalities in
airway branching, increased smooth muscle thickening and collagen deposition with some evidence
of reduced alveolarization and capillary formation [40–42]. Some of the cellular pathways involved
in these changes include alterations in Wnt and peroxisome proliferator-activated receptor gamma
signaling at the alveolar and airway level, oxidative stress, alteration in hypothalamic–pituitary–adrenal
axis, as well as epigenetic alterations including DNA methylation changes. In addition to attempts at
smoking cessation, antioxidant treatment has been explored to mitigate the risk of tobacco exposure [41].
In a recent randomized controlled trial (RCT), McEvoy et al. showed that supplemental Vitamin
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C intake by pregnant smoker mothers resulted in significant reduction in wheezing and improved
pulmonary function in infants at one year of age [43].

Intra uterine growth restriction (IUGR) is one of the important factors contributing to the fetal
programming of later onset pulmonary diseases. Since IUGR is a fetal manifestation which could
be due to multiple causes such as nutritional deficiency, placental insufficiency, chronic hypoxia or
exposure to nicotine, the resultant abnormalities are likely to vary according to the insult. In preclinical
studies in multiple animal models, IUGR has been shown to result in impaired alveolarization and
vascularization, thickened septa, and reduced surfactant activity [44–47]. Multiple observational studies
have documented reduced pulmonary function, namely, obstructive airway disease, and respiratory
morbidities from infancy persisting into adulthood [48–50].

There are several other prenatal factors such as preeclampsia, maternal infection affecting the
in-utero environment for lung development, in turn increasing the risk for long-term pulmonary
morbidities. Whether these effects on long-term respiratory outcome are independent of preterm birth,
lung damage and associated increase in the risk for BPD has not been firmly established.

3.3. Neonatal Insults

Premature infants are exposed to a multitude of factors, some of which are life sustaining but
adversely affect normal lung development and hence increase the risk of respiratory morbidities.
Over the last half century, advances in perinatal care has resulted in significant mitigation of these
risk factors, but prematurity continues to be the strongest risk factor for poor respiratory health.
Oxygen and positive pressure ventilation (which continue to be the most common BPD therapies)
have been shown to adversely affect pulmonary outcome. Exposure of the developing lung to
hyperoxia results in generation of reactive oxygen species, thereby resulting in cell injury and apoptosis,
increased inflammation and pulmonary edema. Multiple preclinical studies in different animal models
have documented disruption of alveolar development, fibrosis, and increased airway resistance after
exposure to hyperoxia. Mechanical ventilation results in lung injury by overstretching of tissues by
overinflation (Volutrauma) and repeated opening of close lung units (atelectotrauma). Both have been
shown to result in cell injury, activation of inflammatory cascade, and pulmonary edema, in turn
increasing the need for positive pressure ventilation resulting in a vicious cycle. There are several
other risk factors such as postnatal infection, increased pulmonary blood flow because of left to right
shunt through patent ductus arteriosus, or nutritional deficiencies in the neonatal period that play an
important role in lung damage, thereby impacting long-term pulmonary outcomes.

3.4. Post-Neonatal Factors

After discharge from hospital, long-term pulmonary health in preterm infants is the end result of
the balance between factors encouraging alveolar growth and repair, competing against continued
exposure to injurious stimuli through childhood and adults. Childhood respiratory infection, such as
respiratory syncytial virus, may result in further lung damage and continues to be one of the risk
factors for increased pulmonary morbidities and abnormal lung function [51,52]. Multiple studies have
shown the impact of postnatal nutrition on lung function with breast feeding and adequate vitamin
supplementation having a positive impact on lung volume and pulmonary function [53,54].

In addition to antenatal period, there is some evidence that exposure to tobacco smoke in childhood
and beyond is an independent risk factor for adverse pulmonary outcome, independent of antenatal
exposure [55]. One of the limitations of the current evidence is the lack of adequately powered
studies with subjects only exposed to tobacco smoke postnatally [56]. In addition to tobacco smoke,
early childhood and adult exposure to environmental pollutants such as oxidant gasses, traffic related
emissions, and particulate matter have been shown to result in increased risk of respiratory morbidities
and reduced lung function [57–60]. A significant reduction in exposure to environmental toxins can
potentially improve long-term respiratory outcomes.
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3.5. Post-Neonatal Lung Development and Lung Function Catch-Up

There is an increase in alveolar number after birth which has been previously thought to be
completed by 2 years of age. However, there is some evidence that alveolar growth may continue
beyond infancy through adolescence [61]. The evidence for functional improvement has been suggested
by some of the longitudinal studies demonstrating some degree of catch up in pulmonary function
with age, which in some patients can reach up to the lower range of normal [62,63]. The degree of
this catch-up growth is modified by environmental factors [64]. There is some early evidence of using
pharmacological interventions such as stem cells to promote alveolar development or drive lung
repair [65,66].

4. Bronchopulmonary Dysplasia and Pulmonary Outcomes

BPD is a clinical diagnosis used to define preterm infants with chronic lung disease who are
likely to be at high risk of adverse pulmonary outcomes. It is one of the rare conditions where a
disease is defined by the need for the treatment acting as a surrogate for the degree of pulmonary
dysfunction. As described by Northway and colleagues in 1967, the term BPD was used to describe
the chronic phase of lung disease following respiratory distress syndrome in preterm infants with
significant radiographic changes [67]. Over time, as more preterm infants survived, the definition of
BPD evolved into more of a clinical criterion of oxygen need at 28 days and then at 36 weeks [68,69].
In 2001, Jobe and Bancalari proposed the first comprehensive gradation of BPD severity based on
oxygen and positive pressure support requirements at 36 weeks [70]. As clinical care practices evolved
since then, these criteria were recently updated during the Eunice Kennedy Shriver National Institute
of Child Health and Human Development (NICHD) workshop in 2016 [1]. Figure 2 summarizes the
timeline of major changes in the definition of BPD.
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Kennedy Shriver National Institute of Child Health and Human Development; PMA: post menstrual
age; RDS: Respiratory Distress Syndrome; IPPV: intermittent positive pressure ventilation; BW: Birth
Weight; RA: room air; NCPAP: nasal continuous positive airway pressure; NIPPV: noninvasive positive
pressure ventilation; NC: nasal cannula; LPM: liter per minute.

4.1. Adolescent and Early Adulthood Pulmonary Outcomes in Infants with BPD

One of the key reasons for the changes in the definition has been the quest to better predict
long-term pulmonary outcomes. As more preterm infants with BPD are surviving into adulthood,
there is increasing information about longer term pulmonary outcomes in infants with BPD. In a recent
publication, Doyle and colleagues described pulmonary function test results from 8 years to 25 years
of age in a cohort of extremely preterm infants born between 1919 and 1992. In this cohort, at 25 years
of age, infants with BPD had significant reduction in airflow compared to preterm infants without
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BPD (FEV1 % predicted 83.6 (14.3) in BPD vs. 91.6 (14.0); mean difference −8.0 (−12.0 to −4.0), p value
<0.001. There was significant reduction in FEF 25–75% with no significant difference in FVC between
the groups, with significant reduction in FEV1/FVC in BPD group. In addition, in subjects ranging
from 8 years to 25 years of age, pulmonary function followed the similar trajectories in infants with
BPD, infants without BPD, and controls, suggesting persistent effect on airflow obstruction into young
adulthood [71]. Two other large cohorts, the EPICure study cohort of 11- and 19-year-old children
born extremely preterm in the British Isles in 1995 and a cohort of 26- to 30-year-old adults born at a
very low birth weight in New Zealand in 1986, who underwent pulmonary function tests and have
shown similar results with worse airflow obstruction in infants with BPD when compared to infants
without BPD [15,72]. In addition to the decrease in pulmonary function tests, these patients have
been consistently shown to have increased incidence of asthma-like symptoms and reduced exercise
tolerance potentially increasing the risk for chronic obstructive pulmonary disease [73–75].

4.2. Pulmonary Outcomes in Infants with New BPD

One of the limitations of the evidence for long-term pulmonary outcome in infants with BPD has
been applicability of these results to the current population of extremely preterm infants with BPD,
as these cohorts were born more than 15 to 20 years ago with limited use of antenatal corticosteroids
(ACS) or surfactant and different respiratory support practices. This was reflected in an individual
patient meta-analysis of the studies which showed less than half of subjects receiving ACS, surfactant
administration in one fifth, and varying definitions of BPD used in the individual studies [76].

As expected, there are limited data on long-term outcomes of extremely preterm infants born at late
canalicular and early saccular stages of lung development in the current era of high ACS and exogenous
surfactant use, less invasive respiratory support practices. These infants are more likely to develop a
newer form of BPD characterized by alveolar simplification with abnormal vasculogenesis but less
airway damage, vascular remodeling and pulmonary hypertension [77,78]. Several researchers have
evaluated pulmonary functions in school age children infants with new BPD and have demonstrated
reduced diffusion capacity in addition to obstructive flow pattern in these infants when compared to
preterm infants without BPD [79,80]. On the other hand, other studies evaluating pulmonary function
in extremely preterm infants have demonstrated reduced lung volume and airflow with prematurity
with limited added impact of BPD [81,82]. These infants and children continue to be at increased risk
for hospitalizations, ICU admission, higher incidence of asthma or wheezing, and are treated with
more bronchodilators [83–85]. These morbidities gradually decrease with age but the impact on longer
term morbidities into adulthood is currently not known.

4.3. Outcomes in Infants with Very Severe BPD

With increasing survival of preterm infants at limits of viability, there has been increasing need
to differentiate infants with a more severe form of lung injury requiring prolonged mechanical
ventilation [86]. These infants are at high risk of death with surviving infants continuing to require
significant respiratory support beyond 36 weeks post menstrual age (PMA). The clinical course of these
infants is commonly complicated by severe pulmonary hypertension requiring pulmonary vasodilators,
airway obstruction from tracheobronchomalacia, as well as poor nutrition and growth. After discharge,
these infants are at particularly high risk for intensive care admission and mortality during early
childhood and severe neurodevelopmental impairments [87–89]. Some of the risk factors associated
with the adverse outcomes include the need for tracheostomy as well as other comorbidities such as
pulmonary hypertension or control of breathing issues [90,91].

The data on the impact of very severe BPD on longer-term respiratory outcomes are relatively
sparse due to low incidence and high mortality. In addition, the ability to reliably perform pulmonary
function tests in this population continues to be a significant challenge. As increasing number of these
infants survive into childhood, there is an urgent need for longer-term follow up in order to develop
preventive and management strategies for this subset of the population with severe BPD.
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5. BPD Definition as Predictor of Pulmonary Outcomes

As more preterm infants are surviving into adulthood, there is increasing impetus from researchers,
parents, and policy makers to use longer term respiratory morbidities as a relevant outcome of interest
for any preventive or treatment strategies [92]. Since measuring these outcomes can be cost prohibitive,
time consuming and difficult to perform at a large scale, BPD has been commonly used as a surrogate
for them. Though there is some evidence of correlation between the current severity-based definition
of BPD and respiratory outcomes, the strength of this correlation has varied across the studies
from strong to insignificant [16,93–96]. This is likely reflected in some of the recent evidence where
well-studied perinatal practices known to decrease the incidence of BPD may not affect long-term
respiratory outcome, whereas others with no effect on BPD may improve some longer-term pulmonary
outcomes [3,97]. This observation has highlighted the limitations of the current definitions of BPD with
renewed efforts to find a pathophysiology-based definition of BPD which may better reflect current
patient population and neonatal practices.

There have been efforts to optimize the current definition of BPD by refining the diagnostic criteria.
One of the challenges for defining BPD has been finding the right time of assessment. This was reflected
in a retrospective study of about 1500 extremely preterm infants admitted to Canadian Neonatal
Network neonatal intensive care units in which predictive accuracy of BPD for respiratory outcomes
progressively improved as timing of assessment increased from 34 weeks to 40 weeks PMA [98].
In another study from the infants admitted to the NICHD neonatal network, Jensen and colleagues
evaluated 18 different combinations of respiratory support and oxygen concentration at 36 weeks’ PMA
to identify the definition to best predict death or respiratory and neurologic outcomes. Interestingly,
the definition involving modes of respiratory support had the best predictive accuracy with no effect
of inspired oxygen concentration [99]. The latest attempt to revise the definition of BPD has come from
the workshop held by Eunice Kennedy Shriver NICHD in 2016, which suggested several changes
including radiographic confirmation of parenchymal lung disease, including early death owing to
persistent parenchymal lung disease and respiratory failure, target oxygen saturation ranges, as well
as nasal cannula oxygen at different flow rates [1]. Though physiologically sound, there are currently
no data about if these changes in definition improve predictive accuracy of longer-term outcomes.

Since the need for oxygen and respiratory support is likely to be imprecise in defining lung
pathology, recently there has been efforts to better define lung disease in the infants with BPD. Some of
these recent studies have utilized magnetic resonance imaging and chest computed tomography (CT) to
develop a specific phenotype of lung disease and scoring systems for severity of lung disease [100,101].
In a small study in 42 neonates by Higano and colleagues, the magnetic resonance imaging (MRI)
score correlated well with clinical severity and short-term respiratory outcomes [102]. Similarly, in
a recent study in infants with severe BPD, Wu and colleagues used a combination of chest CT with
angiography and echocardiography to differentiate the degree of parenchymal, airway and vascular
disease [103]. These tools may not be ready for primetime use but could be potentially used in a group
of the high-risk population to refine management strategies, as well as possibly reflect future use of
precision medicine in neonatology [104]. In addition to structural differentiation, several efforts have
been made to differentiate parenchymal lung disease by its effect on gas exchange. Shepherd and
colleagues were able to classify a group of infants with severe BPD into obstructive, restrictive and
mixed phenotypes by performing pulmonary function tests (PFTs) at about 52 weeks’ postmenstrual
age [105]. Some of the other markers to define alteration in pulmonary function in infants with BPD
include volumetric capnography [106], shift of oxyhemoglobin dissociation curve [107], or variability in
tidal breathing parameters [108]. All of these markers need to be further evaluated for correlation with
longer term outcomes in large cohorts before they can be recommended outside the research settings.

6. Conclusions

There is increasing information on early life origins of adult onset pulmonary diseases such as
COPD with multiple prenatal, neonatal and childhood factors playing a critical role in the ability to
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achieve normal pulmonary function. Premature infants, especially those with significant perinatal
lung injury resulting in BPD, are likely to achieve suboptimal pulmonary function during adult life,
putting them at high risk of developing symptomatic lung disease. There is an urgent need to develop
a pathophysiology and pulmonary function-based definition of BPD to help better predict longer term
morbidities. As BPD is one of the multiple factors affecting long-term respiratory outcomes, albeit an
important one, premature infants irrespective of the diagnosis of BPD should be closely followed for
long-term respiratory health.
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84. Praprotnik, M.; Gantar, I.S.; Lučovnik, M.; Avčin, T.; Krivec, U. Respiratory morbidity, lung function and
fitness assessment after bronchopulmonary dysplasia. J. Perinatol. 2015, 35, 1037–1042. [CrossRef]

85. Keller, R.L.; Feng, R.; DeMauro, S.B.; Ferkol, T.; Hardie, W.; Rogers, E.E.; Stevens, T.P.; Voynow, J.A.;
Bellamy, S.L.; Shaw, P.A.; et al. Bronchopulmonary Dysplasia and Perinatal Characteristics Predict 1-Year
Respiratory Outcomes in Newborns Born at Extremely Low Gestational Age: A Prospective Cohort Study.
J. Pediatr. 2017, 187, 89–97.e3. [CrossRef]

86. Abman, S.H.; Collaco, J.M.; Shepherd, E.G.; Keszler, M.; Cuevas-Guaman, M.; Welty, S.E.; Truog, W.E.;
McGrath-Morrow, S.A.; Moore, P.E.; Rhein, L.M.; et al. Interdisciplinary Care of Children with Severe
Bronchopulmonary Dysplasia. J. Pediatr. 2017, 181, 12–28.e1. [CrossRef]

87. Outcomes of Children with Severe Bronchopulmonary Dysplasia Who Were Ventilator Dependent at Home.
Pediatrics 2013, 132, 727. [CrossRef]

88. DeMauro, S.B.; D’Agostino, J.A.; Bann, C.; Bernbaum, J.C.; Gerdes, M.; Bell, E.F.; Carlo, W.A.; D’Angio, C.T.;
Das, A.; Higgins, R.D.; et al. Developmental Outcomes of Very Preterm Infants with Tracheostomies. J. Pediatr.
2014, 164, 1303–1310.e2. [CrossRef]

89. Walsh, M.C.; Morris, B.H.; Wrage, L.A.; Vohr, B.R.; Poole, W.K.; Tyson, J.E.; Wright, L.L.; Ehrenkranz, R.A.;
Stoll, B.J.; Fanaroff, A.A. Extremely Low Birthweight Neonates with Protracted Ventilation: Mortality and
18-Month Neurodevelopmental Outcomes. J. Pediatr. 2005, 146, 798–804. [CrossRef]

90. Lagatta, J.M.; Hysinger, E.B.; Zaniletti, I.; Wymore, E.M.; Vyas-Read, S.; Yallapragada, S.; Nelin, L.D.;
Truog, W.E.; Padula, M.A.; Porta, N.F.; et al. The Impact of Pulmonary Hypertension in Preterm Infants with
Severe Bronchopulmonary Dysplasia through 1 Year. J. Pediatr. 2018, 203, 218–224.e3. [CrossRef]

91. Domany, K.A.; Hossain, M.; Nava-Guerra, L.; Khoo, M.C.K.; McConnell, K.; Carroll, J.L.; Xu, Y.;
DiFrancesco, M.; Amin, R. Cardioventilatory Control in Preterm-born Children and the Risk of Obstructive
Sleep Apnea. Am. J. Respir. Crit. Care Med. 2018, 197, 1596–1603. [CrossRef]

92. Steinhorn, R.H.; Davis, J.M.; Göpel, W.; Jobe, A.; Abman, S.H.; Laughon, M.; Bancalari, E.; Aschner, J.;
Ballard, R.; Greenough, A.; et al. Chronic Pulmonary Insufficiency of Prematurity: Developing Optimal
Endpoints for Drug Development. J. Pediatr. 2017, 191, 15–21.e1. [CrossRef]

93. Thunqvist, P.; Gustafsson, P.; Norman, M.; Wickman, M.; Hallberg, J. Lung function at 6 and 18 months after
preterm birth in relation to severity of bronchopulmonary dysplasia. Pediatr. Pulmonol. 2015, 50, 978–986.
[CrossRef]

94. Landry, J.; Chan, T.; Lands, L.; Menzies, D. Long-term impact of bronchopulmonary dysplasia on pulmonary
function. Can. Respir. J. 2011, 18, 265–270. [CrossRef]

95. Wei, M.-C.; Yu, J.-L.; Liu, X.-H.; Qi, L.-F. Characteristics of lung function in preterm infants with varying
degrees of bronchopulmonary dysplasia. Zhonghua Yi Xue Za Zhi 2013, 93, 1716–1720.

96. Corwin, B.; Trembath, A.; Hibbs, A. Bronchopulmonary dysplasia appropriateness as a surrogate marker for
long-term pulmonary outcomes: A Systematic review. J. Neonatal Perinat. Med. 2018, 11, 121–130. [CrossRef]

http://dx.doi.org/10.1016/S2213-2600(18)30530-7
http://dx.doi.org/10.1203/00006450-199912000-00007
http://dx.doi.org/10.1053/j.semperi.2006.05.004
http://dx.doi.org/10.1002/ppul.23153
http://dx.doi.org/10.1002/ppul.23422
http://dx.doi.org/10.1002/ppul.23919
http://www.ncbi.nlm.nih.gov/pubmed/29152899
http://dx.doi.org/10.1002/ppul.23487
http://www.ncbi.nlm.nih.gov/pubmed/27228468
http://dx.doi.org/10.1111/j.1651-2227.2011.02404.x
http://dx.doi.org/10.1038/jp.2015.124
http://dx.doi.org/10.1016/j.jpeds.2017.04.026
http://dx.doi.org/10.1016/j.jpeds.2016.10.082
http://dx.doi.org/10.1542/peds.2012-2990
http://dx.doi.org/10.1016/j.jpeds.2013.12.014
http://dx.doi.org/10.1016/j.jpeds.2005.01.047
http://dx.doi.org/10.1016/j.jpeds.2018.07.035
http://dx.doi.org/10.1164/rccm.201708-1700OC
http://dx.doi.org/10.1016/j.jpeds.2017.08.006
http://dx.doi.org/10.1002/ppul.23090
http://dx.doi.org/10.1155/2011/547948
http://dx.doi.org/10.3233/NPM-181756


Children 2020, 7, 283 13 of 13

97. Zivanovic, S.; Peacock, J.; Alcazar-Paris, M.; Lo, J.W.; Lunt, A.; Marlow, N.; Calvert, S.; Greenough, A.
Late outcomes of a randomized trial of high-frequency oscillation in neonates. N. Engl. J. Med. 2014, 370,
1121–1130. [CrossRef]

98. Isayama, T.; Lee, S.K.; Yang, J.; Lee, D.; Daspal, S.; Dunn, M.; Shah, P.S. Revisiting the Definition of
Bronchopulmonary Dysplasia: Effect of Changing Panoply of Respiratory Support for Preterm Neonates.
JAMA Pediatr. 2017, 171, 271–279. [CrossRef]

99. Jensen, E.A.; Dysart, K.; Gantz, M.G.; McDonald, S.; Bamat, N.A.; Keszler, M.; Kirpalani, H.; Laughon, M.M.;
Poindexter, B.B.; Duncan, A.F.; et al. The Diagnosis of Bronchopulmonary Dysplasia in Very Preterm Infants.
An Evidence-based Approach. Am. J. Respir. Crit. Care Med. 2019, 200, 751–759. [CrossRef]

100. Walkup, L.L.; Tkach, J.A.; Higano, N.S.; Thomen, R.P.; Fain, S.B.; Merhar, S.L.; Fleck, R.J.; Amin, R.S.;
Woods, J.C. Quantitative Magnetic Resonance Imaging of Bronchopulmonary Dysplasia in the Neonatal
Intensive Care Unit Environment. Am. J. Respir. Crit. Care Med. 2015, 192, 1215–1222. [CrossRef] [PubMed]

101. Aukland, S.M.; Rosendahl, K.; Owens, C.M.; Fosse, K.R.; Eide, G.E.; Halvorsen, T. Neonatal bronchopulmonary
dysplasia predicts abnormal pulmonary HRCT scans in long-term survivors of extreme preterm birth. Thorax
2009, 64, 405–410. [CrossRef]

102. Higano, N.S.; Spielberg, D.R.; Fleck, R.J.; Schapiro, A.H.; Walkup, L.L.; Hahn, A.D.; Tkach, J.A.; Kingma, P.S.;
Merhar, S.L.; Fain, S.B.; et al. Neonatal Pulmonary Magnetic Resonance Imaging of Bronchopulmonary Dysplasia
Predicts Short-Term Clinical Outcomes. Am. J. Respir. Crit. Care Med. 2018, 198, 1302–1311. [CrossRef] [PubMed]

103. Wu, K.Y.; Jensen, E.A.; White, A.M.; Wang, Y.; Biko, D.M.; Nilan, K.; Fraga, M.V.; Mercer-Rosa, L.; Zhang, H.;
Kirpalani, H. Characterization of Disease Phenotype in Very Preterm Infants with Severe Bronchopulmonary
Dysplasia. Am. J. Respir. Crit. Care Med. 2020, 201, 1398–1406. [CrossRef]

104. Shepherd, E.G.; De Luca, D. New Imaging Tools Allow Bronchopulmonary Dysplasia to Enter the Age of
Precision Medicine. Am. J. Respir. Crit. Care Med. 2020, 202, 924–926. [CrossRef] [PubMed]

105. Shepherd, E.G.; Clouse, B.J.; Hasenstab, K.A.; Sitaram, S.; Malleske, D.T.; Nelin, L.D.; Jadcherla, S.R. Infant
Pulmonary Function Testing and Phenotypes in Severe Bronchopulmonary Dysplasia. Pediatrics 2018, 141,
e20173350. [CrossRef] [PubMed]

106. Fouzas, S.; Häcki, C.; Latzin, P.; Proietti, E.; Schulzke, S.; Frey, U.; Delgado-Eckert, E. Volumetric Capnography
in Infants with Bronchopulmonary Dysplasia. J. Pediatr. 2014, 164, 283–288.e3. [CrossRef]

107. Stöcklin, B.; Simpson, S.J.; Pillow, J.J. Bronchopulmonary dysplasia: Rationale for a pathophysiological rather
than treatment based approach to diagnosis. Paediatr. Respir. Rev. 2019, 32, 91–97. [CrossRef]

108. Usemann, J.; Suter, A.; Zannin, E.; Proietti, E.; Fouzas, S.; Schulzke, S.; Latzin, P.; Frey, U.; Fuchs, O.; Korten, I.; et al.
Variability of Tidal Breathing Parameters in Preterm Infants and Associations with Respiratory Morbidity during
Infancy: A Cohort Study. J. Pediatr. 2019, 205, 61–69.e1. [CrossRef]

Publisher’s Note: MDPI stays neutral with regard to jurisdictional claims in published maps and institutional
affiliations.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1056/NEJMoa1309220
http://dx.doi.org/10.1001/jamapediatrics.2016.4141
http://dx.doi.org/10.1164/rccm.201812-2348OC
http://dx.doi.org/10.1164/rccm.201503-0552OC
http://www.ncbi.nlm.nih.gov/pubmed/26186608
http://dx.doi.org/10.1136/thx.2008.103739
http://dx.doi.org/10.1164/rccm.201711-2287OC
http://www.ncbi.nlm.nih.gov/pubmed/29790784
http://dx.doi.org/10.1164/rccm.201907-1342OC
http://dx.doi.org/10.1164/rccm.202005-2067ED
http://www.ncbi.nlm.nih.gov/pubmed/32551806
http://dx.doi.org/10.1542/peds.2017-3350
http://www.ncbi.nlm.nih.gov/pubmed/29622720
http://dx.doi.org/10.1016/j.jpeds.2013.09.034
http://dx.doi.org/10.1016/j.prrv.2018.12.002
http://dx.doi.org/10.1016/j.jpeds.2018.10.002
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Long-Term Respiratory Outcomes in Premature Infants 
	Factors Affecting Pulmonary Outcomes in Premature Infants 
	Prematurity 
	Prenatal and Antenatal Insults 
	Neonatal Insults 
	Post-Neonatal Factors 
	Post-Neonatal Lung Development and Lung Function Catch-Up 

	Bronchopulmonary Dysplasia and Pulmonary Outcomes 
	Adolescent and Early Adulthood Pulmonary Outcomes in Infants with BPD 
	Pulmonary Outcomes in Infants with New BPD 
	Outcomes in Infants with Very Severe BPD 

	BPD Definition as Predictor of Pulmonary Outcomes 
	Conclusions 
	References

