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SLHD – RPA Women and Babies: Neonatal Chronic Lung Disease  

1. Introduction  

Bronchopulmonary dysplasia (BPD) or neonatal chronic lung disease (CLD) is the most 

common chronic complication associated with extreme preterm birth. Royal Prince Alfred 

Hospital (RPAH) Newborn Care data show that for babies born at less than 30 weeks’ 

gestation between 2008 and 2016, the rate of CLD is 28% (152/544) and for those babies 

born at less than 28 weeks’ gestation it is 40 % (112/280). Between 2016 and 2020 

inclusive, there were 12 babies born at < 32 weeks who were discharged on home oxygen 

(2.5%; n=476). 

Despite advances in respiratory care in premature babies, data from the ANZNN (Australia 

New Zealand Neonatal network1), demonstrates that the rates of CLD are slowly rising, 

especially for babies less than 26 weeks’ gestation but also for babies less than 28 weeks. 

Rates of CLD at RPA have consistently been lower than composite ANZNN data, and RPA 

data demonstrates a reduction in CLD noted from 2017 onwards in the extremely preterm 

group (Figure 1). 

CLD increases the risk of early childhood death, cardiovascular disease, growth failure and 

neurodevelopmental delay2. 

Figure 1: Trends in chronic lung disease in survivors: ANZNN and RPA data 
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2. The Aims / Expected Outcome of this Policy  

  To clarify optimal antenatal and postnatal interventions to reduce the development of 

chronic lung disease 

 To clearly define risk factors for the development of chronic lung disease in preterm 

neonates 

 To clarify issues to address in discharge planning 

 

3. Risk Statement  

SLHD Enterprise Risk Management System (ERMS) Risk # 105 – Minimise adverse events  

 Failure to comply with this and associated policy would place preterm infants at 

increased risk of chronic lung disease. 

4. Scope   

 RPA Women and Babies: Newborn Care. 

5. Education and Training  

 Unit based delivery of in-service as required 

6. Implementation 

 Distribution and notification of this Guideline via the usual means (email, 

relevant management and ward meetings) to obstetric, midwifery, neonatal 

medical, neonatal nurse practitioner and neonatal nursing staff. 

 Notification of the SLHD/ RPAH Policies/ Guidelines Intranet. 

7. Key Performance Indicators and Service Measures 

 Ongoing audit of incidence of chronic lung disease as currently performed via NICUS 

group and ANZNN. 

 Audit on infants requiring home oxygen on discharge home. 

 

8. Procedures or Guidelines 

  Risk factors for CLD 

Perinatal risk factors Postnatal risk factors 

Decreasing gestational age Ventilation associated barotrauma and 

volutrauma 

Low birth weight/ intrauterine growth 

restriction (IUGR)4 

Oxygen toxicity 

Pulmonary hypoplasia due to prolonged 

rupture of membranes in early pregnancy 

Infection 
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Pre-eclampsia Maternal smoking 

Male gender Patent Ductus Arteriosus (PDA)* 

Chorioamnionitis5  

*There is a strong association between a PDA and development of BPD.4 However, 

treatment of the PDA medically does not reduce the risk of BPD6 and surgical ligation may 

increase the risk for BPD and long-term neurodevelopmental outcomes.7 

  Primary and secondary interventions to reduce incidence of CLD 

Intervention Grade and Level of Evidence8 

Antenatal steroids do not reduce the risk of 

CLD but does reduce the risk of death, IVH, 

NEC, RDS and mechanical ventilation 

Moderate quality, high level  

Surfactant 

Delivery room surfactant for all <28/40 

Moderate quality, high level 

Minimally invasive surfactant administration Moderate quality, high level 

Non-invasive nasal positive pressure 

support as first-line respiratory support 

Moderate quality, high level 

Avoid/minimize mechanical ventilation Moderate quality, high level 

If invasive ventilation required, use volume-

guarantee mode 

Moderate quality, high level 

Caffeine to all infants <32 weeks Moderate quality, high level 

Early and late oxygen saturation target 

SpO2 90-95% 

Moderate quality, high level 

Late postnatal steroids (>8 days of life), 

recommended if background risk of BPD 

>60% 

Low quality, low level 

8.2.1 Antenatal corticosteroids 

Recommended: does not reduce risk of CLD but reduces risk of death, IVH, NEC, RDS 

and mechanical ventilation.  

A 2017 Cochrane review of antenatal corticosteroids6 (30 trials, randomized controlled trials 
(RCTs) and large observational studies, 8158 infants) found that antenatal corticosteroids 
significantly reduce the risk of neonatal death ((RR 0.69, 95% CI 0.58 to 0.81), RDS 
(Respiratory distress syndrome) (RR 0.66, 95% CI 0.56 to 0.77), need for mechanical 
intervention, intraventricular haemorrhage (IVH) (RR 0.55, 95% CI 0.40 to 0.76), necrotizing 
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enterocolitis (NEC) (RR 0.50,95%CI 0.32 to 0.78) and early onset sepsis (RR 0.60,95% CI 
0.41 to 0.88).  Antenatal corticosteroids however, were not shown to reduce the risk of CLD 
(average RR 0.86, 95% CI 0.42 to 1.79) neurodevelopmental delay (RR 0.64, 95% CI 0.14 
to 2.98), death in childhood (RR 0.68, 95% CI 0.36 to 1.27) or adulthood (RR 1.00, 95% CI 
0.56 to 1.81).6  
 
Please refer to Antenatal Corticosteroids policy for threshold for giving antenatal 
corticosteroids. 

8.2.2 Surfactant therapy 

Recommended: reduction in death and BPD in infants who did not receive antenatal 

steroids and were mechanically ventilated; reduction in BPD in infants managed on CPAP 

Surfactant is a well-established therapy for respiratory distress syndrome.7, 8   

A Cochrane review of the early RCTs performed prior to the routine use of antenatal steroids 

and the use of non-invasive CPAP as the primary respiratory support, demonstrated a 

reduction in the rate of death or BPD with exogenous surfactant administration, when 

compared with mechanical ventilation alone,9-11with a RR 0.8 (95% CI 0.72-0.88, typically a 

10% risk reduction) for death or BPD and a RR 0.6 for mortality (95% CI 0.47-0.77, typically 

a 7% risk reduction). 

Early RCTs showed a reduction in death and BPD with exogenous surfactant administration 

in very preterm babies that require invasive ventilation. The recent OPTIMIST-A trial 

examined the effect of rescue MIST surfactant (if FiO2>30% in first 6 hours of life) in 485 

infants of 25 to 28 week’s gestation, compared with a sham treatment, who were managed 

on CPAP as the primary respiratory support from birth.12 OPTIMIST-A did not demonstrate a 

significant reduction in the composite outcome of death and BPD but did demonstrate a 

significant reduction in BPD at 36 weeks (MIST group (81/217 [37.3%] vs 102/225 [45.3%] in 

the control group; RD, −7.8% [95% CI, −14.9% to −0.7%]; RR, 0.83 [95% CI, 0.70 to 0.98]; P 

= 0.03).  

Therefore our practice at RPAH is that surfactant should continue to be administered in the 

delivery room in infants <28 weeks.13 

Please refer to Surfactant therapy in preterm infants policy.  

8.2.3 Methods of providing surfactant 

Recommended: Thin catheter surfactant therapy (MIST) for all infants with or at risk of 

RDS, unless infant requires intubation, in which case INSURE method appropriate  

Initial RCTs using `INSURE’14, the method of intubation, surfactant administration and 

extubation as soon as possible, compared with CPAP alone, showed a reduction in death or 

BPD but more recent meta-analyses of a number of additional RCTS did not show that 

INSURE reduced the risk for death or BPD as the relative risk was 0.88 and confidence 

interval 0.76-1.02.15,16 

A recent Cochrane meta-analysis of 14 studies including infants up to 37 weeks’ gestation17 

concluded that administration of surfactant via thin catheter compared with administration via 

an ETT is associated with reduced risk of death or BPD, less intubation in the first 72 hours, 

https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Antenatal_corticosteroids_RPAH_GL2020_019.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Surfactant_in_preterm_infants_2018.pdf
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and reduced incidence of major complications and in‐hospital mortality, with a similar rate of 

adverse effects as surfactant administration through an ETT.  

RPA is currently conducting the EPINIST trial comparing delivery room MIST with intubation 

for surfactant and short period of mechanical ventilation. Please refer to Surfactant therapy 

in preterm infants’ policy. 

Table 1. Relative risks of important clinical outcomes following surfactant 

administration via thin catheter (S-TC) vs surfactant administration through an 

endotracheal tube (S-ETT) in preterm infants with or at risk of respiratory distress 

syndrome.17 

Outcomes 

 

 

Anticipated Absolute effects 

 

Relative 
effect 

RR 

No. of 
participant
s (studies) 

Certainty 
of the 

evidence 

(GRADE8

) 

 

 

 

Risk with 
surfactant 

administratio
n through 

ETT 

(S-ETT) 

Risk with surfactant 
administration 
through thin 

catheter 

(S-TC) 

Death or bronchopulmonary 
dysplasia at 36 weeks’ 
postmenstrual age 

 

Study 
population 

26 per 100 

16 per 100 (13-19)  0.59 

(0.48 to 
0.73) 

1324 

10 RCT’s 

Moderate 

Need for intubation within the 
first 72 hours 

 

 

Study 
population 

36 per 100 

23 per 100 (20-27) 0.63 

(0.54 to 
0.74) 

1422 

12 RCT’s 

Moderate 

Air leak requiring drainage 

 

Study 
population 

6 per 100 

 

3 per 100 (2-6)  0.58 

(0.33 to 
1.02) 

1036 

6 RCT’s 

Low 

Severe intraventricular 
haemorrhage (grade 3/4) 

 

 

Study 
population 

12 per 100 

7 per 100 (5-11) 0.63 

(0.42 to 
0.96) 

857 

5 RCT’s 

 

Low 

Death during first 
hospitalization (all causes) 

 

 

Study 
population 

13 per 100 

8 per 100 (6-11)  0.63 

(0.47 to 
0.84) 

1424 

11 RCT’s 

Low 

Bronchopulmonary dysplasia 
among survivors at 36 weeks’ 
postmenstrual age 

Study 
population 

18 per 100 

10 per 100 (8-13) 0.57 

(0.45 to 
0.74) 

1567 

11 RCT’s 

Moderate 
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The risk in the intervention group (and its 95% confidence interval) is based on the assumed 

risk in the comparison group and the relative effect of the intervention (and its 95 %CI) 

CI:  confidence interval; RCT:  randomized controlled trial; RR: risk ratio 

8.2.4 Non-invasive respiratory support 

Non-invasive respiratory support should be the first line of management for RDS to prevent 

CLD. 

8.2.5 Continuous positive airway pressure (CPAP) 

Recommended: nCPAP recommended as first-line respiratory support strategy, all infants 

with RDS 

A review18 of four RCTs including 2782 infants up to 29 weeks’ gestation, comparing CPAP 

with mechanical ventilation found borderline significance in favour of the nasal CPAP group 

(RR 0.91, 95% CI 18, no difference in death (RR 0.88, 95%CI 18) and a significant benefit for 

the combined outcome of death or bronchopulmonary dysplasia, at 36 weeks corrected 

gestation for babies treated with nasal CPAP (RR 0.91, 95% CI 19), with a number needed to 

treat of 25.  

A Cochrane review20 comparing prophylactic CPAP with mechanical ventilation with or 

without surfactant, demonstrated a small but clinically significant reduction in the incidence 

of BPD at 36 weeks, (RR 0.89, 95% CI 0.79 to 0.99; 3 studies, 772 infants, moderate-quality 

evidence); and death or BPD (RR 0.89, 95% CI 0.81 to 0.97; 3 studies, 1042 infants, 

moderate-quality evidence). There was also a clinically important reduction in the need for 

mechanical ventilation (RR 0.50, 95% CI 0.42 to 0.59; 2 studies, 760 infants, moderate-

quality evidence); and the use of surfactant in the CPAP group (typical RR 0.54, 95% CI 

0.40 to 0.73; 3 studies, 1744 infants, moderate-quality evidence). 

Mechanical ventilation should therefore be avoided in favour of nasal continuous positive 

airway pressure (nCPAP). The American Academy of Paediatrics’ Committee on Fetus and 

Newborn recommends early use of CPAP with subsequent selective surfactant 

administration in extremely preterm infants as an evidence-based strategy to reduce the risk 

for death or BPD.21 

Please refer to Non-invasive ventilation in the newborn policy. 

8.2.6 Nasal intermittent positive pressure ventilation (NIPPV)  

There is no proven benefit in reduction in BPD of NIPPV when used as primary respiratory 

support. 22,23 In the event escalation of respiratory support is required for poor respiratory 

effort and as a trial to avoid intubation and mechanical ventilation, at RPAH we would 

escalate to bi-level non-invasive positive pressure support (BiPAP) via the DragerVN 500.  

Please refer to Non-invasive ventilation in the newborn policy. 

8.2.7 Volume targeted invasive mechanical ventilation  

Recommended: Volume-targeted ventilation is the preferred mode of invasive ventilation 

in neonates 

https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Non-invasive_ventilation_policy_08.18.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Non-invasive_ventilation_policy_08.18.pdf
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Volume targeted ventilation reduces composite outcome of death or BPD at 36 weeks 

gestation compared with pressure-limited ventilation (RR 0.73, 95% CI 0.59 to 0.89; typical 

NNTB 8, 95% CI 5 to 20) and rates of pneumothorax (RR 0.52, 95% CI 0.31 to 0.87; typical 

NNTB 20, 95% CI 11 to 100), mean days of mechanical ventilation (MD -1.35 days, 95% CI -

1.83 to -0.86), rates of hypocarbia (RR 0.49, 95% CI 0.33 to 0.72; typical NNTB 3, 95% CI 2 

to 5), 11, 95% CI 7 to 33)24.  

Please refer to the Volume Guarantee Ventilation policy. 

8.2.8 High frequency oscillatory invasive mechanical ventilation (elective) 

HFOV is not recommended as first-line invasive mechanical ventilation 

High frequency oscillatory ventilation is an alternative invasive strategy. A small reduction in 

the risk for death or BPD and BPD alone was noted by a Cochrane review25 when HFOV 

was compared to pressure-limited ventilation as the primary respiratory support strategy. At 

RPA, HFOV ventilation is usually used as a rescue therapy when volume targeted ventilation 

has failed.  

Please refer to High Frequency Oscillatory Ventilation of the Newborn policy. 

8.2.9 Heated humidified high flow nasal cannulae (HHFNC)  

HHFNC is not recommended as primary respiratory support in infants <28 weeks 

HHFNC has emerged as an alternative to CPAP, with the advantage that it facilitates oral 

feeding. A Cochrane systematic review of the use of HHFNC as a primary mode of 

respiratory support in preterm infants included four trials, and noted similar rates of efficacy 

to other forms of non-invasive respiratory support in preterm infants for preventing treatment 

failure, death and CLD, however most evidence available addressed the use of HHFNC as 

post-extubation support.26 A major limitation was the very low number of infants <28 weeks’ 

gestation. A subsequent trial (HIPSTER trial) involving the use of HHFNC as a primary 

respiratory support strategy for babies resulted in unacceptably high rates of treatment 

failure and HHFNC is therefore not recommended as primary respiratory support.27 

8.2.10 Caffeine 

Caffeine is recommended in all infants ≤30 weeks’ gestation 

The Caffeine for Apnoea of Prematurity (CAP) trial found a reduction of risk of BPD in infants 

500g-1250g and improved developmental outcomes at 18 to 21 months corrected 28,29, with 

long-term improvements in motor function30, and the greatest benefits obtained if caffeine is 

commenced within the first 72 hours of life. 31-35 

8.2.11 Early and late oxygen targeting 

Early and late oxygen targeting in preterm infants should be aimed at SpO2 90-95% range to 

maximise benefits whilst minimising harms.36  

Please refer to Oxygen Therapy guideline. 

 

 

https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/volume_guarantee.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/HFOV_RPAH_GL2016_016.pdf
https://www.slhd.nsw.gov.au/rpa/neonatal%5Ccontent/pdf/guidelines/o2_therapy.pdf
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8.2.12 Postnatal steroids 

Early postnatal steroids (<8 days of life), not recommended 

Late postnatal steroids, recommended if background risk of BPD >60%, as determined by 

NICHD BPD calculator37 

Early use (<8 days of life) of systemic dexamethasone reduced BPD risk but had an 

unacceptably increased risk for GI perforation, hypertrophic cardiomyopathy, cerebral palsy 

(CP) and major neurosensory disability38. Systemic hydrocortisone has been studied as an 

alternative, but has similar increased risks for late-onset sepsis39 and no improvement in 2-

year neurodevelopmental outcomes.40 Early postnatal steroid use is therefore not 

recommended. 

Meta-analysis of trials (21 trials, 1424 infants) assessing late dexamethasone use (>8 days 

of life) to enable weaning of mechanical ventilation demonstrates reduced risk of death at 28 

days (but no difference in death at 36 weeks corrected), reduced risk of BPD at 28 days and 

36 weeks corrected, reduced death or BPD at 28 days or 36 weeks corrected, at the 

expense of hyperglycaemia, glycosuria and hypertension41 with no increased risk of NEC, a 

trend towards a reduction in severe IVH, and a non-significant trend towards increase in risk 

of infection, gastrointestinal bleeding and CP, however the data wasn’t adequately powered 

to evaluate long-term outcomes. A more recent meta-regression Doyle et al.42 demonstrated 

that when the background risk for BPD was less than 33% then corticosteroids increased the 

risk for death or CP, but when it exceeded 60% then corticosteroids reduced death or CP 

risk. Postnatal late corticosteroids can therefore be considered in high-risk infants, <= 26 

weeks when it is expected that the long-term benefits outweigh the risk. (Refer to DART 

protocol43 via Neomed Formulary). Determine background BPD risk using the NICHD BPD 

online calculator (https://neonatal.rti.org/index.cfm).36 

The use of inhaled corticosteroids instead of systemic corticosteroids for ventilated infants to 

wean off of mechanical ventilation and to prevent and treat CLD has been the subject of 

three Cochrane reviews: Shah et al., 2 trials, 294 infants44; Shah et al., three trials, 431 

infants45 and Onland et al., 8 trials, 232 infants46; they all found that the inhaled route did not 

reduce the risk of BPD or death, separately or combined and is therefore not recommended. 

8.2.13 Intratracheal budesonide administered with surfactant 

Early promising data, await results of PLUSS trial. 

Intratracheal budesonide combined with surfactant has been compared with intratracheal 

surfactant in infants requiring mechanical ventilation in two RCTs47,48 (381 infants, Survanta 

surfactant). A meta-analysis49 of the results found a 43% reduction in the risk of BPD (RR: 

0.57; 95% CI: 0.43-0.76, NNT = 5). Although mortality was not different between the groups 

(OR: 0.61; 95%CI: 0.34-1.04), a 40% reduction was observed in the composite outcome of 

death or BPD in the budesonide-surfactant group (RR: 0.60; 95%CI: 0.49-0.74, NNT = 3). 

There was no difference in the risk of NEC, sepsis, severe IVH, ROP (retinopathy of 

prematurity?) and PDA and 2-year follow-up revealed no difference in growth and 

neurodevelopmental outcomes. 50 

https://neonatal.rti.org/index.cfm
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A separate meta-analysis51 which included 12 studies comparing inhaled or endotracheal 

corticosteroids (with or without surfactant) with the standard of care, placebo or no other 

intervention in preterm infants with RDS, found pulmonary corticosteroid therapy was 

associated with a significant reduction in the composite outcome of BPD or death (RR 0.85, 

95% CI 52), a significant reduction in the incidence of PDA (RR 0.82, 95% CI 53) and no 

evidence of a significant difference in risk of neurodevelopmental impairment. However, 

there was considerable heterogeneity in the study characteristics and whilst promising it is 

difficult to generalize these findings to our population. 

Whilst promising, and noted to be part of routine care in parts of Europe, North America and 

East Asia, there is insufficient evidence to support intratracheal budesonide administered 

with or without surfactant to prevent CLD. An international multicentre trial is currently 

underway to determine whether early administration of budesonide with surfactant reduces 

chronic lung disease in extremely preterm infants (PLUSS trial). 

 

 The following therapies have NOT been shown to reduce CLD/BPD: 

8.3.1 Fluid restriction in preterm infants – not recommended 

Observational data have shown that extremely low birth weight infants with higher fluid 

intake and less weight loss in the first 2 weeks of life have higher rates of BPD.54 There is 

very little data to guide a rational approach to fluid restriction. A 2014 systematic review and 

meta-analysis of available RCTs and case control studies did not find any evidence to 

support fluid restriction to prevent the development of BPD.55 One early trial56 compared 

concentrated feed at 145ml/kg/day with standard feed at 180ml/kg/day in preterm infants 

requiring supplemental oxygen at 28 days of age, and found no difference in growth or 

respiratory outcome. A recent Cochrane review found no further relevant trials to assess the 

effect of fluid restriction in preterm infants with CLD.57 

8.3.2 Diuretics – not recommended 

There is some evidence that diuretic use improves lung mechanics in ventilated infants at 

risk of developing BPD/CLD. However, there is little or no evidence to support any benefit of 

diuretic administration in non-intubated patients.3,57-59 The Cochrane review by Stewart et 

al.59 noted that despite the widespread use of distal diuretics in preterm infants with CLD, the 

clinical impact of their use has been studied in surprisingly few infants in randomized clinical 

trials. Chronic administration of thiazide and spironolactone to non-mechanically ventilated 

infants >3 weeks of age with CLD, improves lung compliance at four weeks of treatment and 

reduces the need for frusemide in intubated patients, a single study found that distal 

diuretics showed a significant decrease in mortality and a trend toward a decreased risk of 

failure to extubate within 8 weeks of therapy. However, there is little or no evidence to 

support any benefit of diuretic administration in non-intubated patients. 

8.3.3 Vitamin A – not recommended 

Vitamin A was considered as a therapy for BPD as it is known vitamin A is required for the 

growth and maturation of respiratory tract epithelial cells and studies60-62 noted that preterm 

babies who developed BPD had lower serum vitamin A levels. A 2016 Cochrane meta-

analysis of seven studies63-69 that reported on CLD at 28 days, showed a trend towards a 
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reduced risk of CLD or death between treatment arms (vitamin A vs control) (typical RR 

0.93, 95% CI 0.86 to 1.01; typical RD −0.05, 95% CI −0.10 to 0.00; 1070 infants) and a small 

reduction in the risk of CLD 64,65,70-72 at 36 weeks' postmenstrual age (typical RR 0.87, 95% 

CI 0.77 to 0.99; typical RD −0.07, 95% CI −0.13 to −0.01; NNTB 14, 95% CI 8 to 100; 986 

infants). The overall quality of the evidence for this outcome was judged as moderate; but 

was downgraded based upon imprecision because although the 95% CI for the typical RR is 

narrow the result is consistent with minimal clinical effect. but deemed the overall quality of 

the evidence for this outcome as moderate and downgraded the quality of evidence because 

although the 95% CI for the typical RR was narrow the result is consistent with minimal 

clinical effect.19  We do not use vitamin A at RPAH. 

8.3.4 Azithromycin – not recommended 

Azithromycin is a macrolide antimicrobial which has anti-inflammatory properties. Systemic 

and pulmonary inflammation contribute to the development of BPD/CLD. A meta-analysis of 

six trials assessing the effect of macrolides on BPD and death73, noted that prophylactic 

azithromycin (3 studies74-76) significantly reduced the risk of BPD (RR 0.83, 95% CI 0.71–

0.97; number needed to treat, NNT, 10) and composite outcome of BPD/death (RR 0.86, 

95% CI 0.77– 0.97; NNT 10), but this effect was not seen with erythromycin or 

clarithromycin.  

The individual studies failed to demonstrate a benefit and the evidence quality was low, 

prompting Jensen et al. to conclude in their review of pharmacological interventions for BPD, 

that prophylactic azithromycin should not be used to prevent BPD in extremely preterm 

infants (weak recommendation based on the low quality evidence) and expressed concerns 

regarding the emergence of resistant organisms with prophylactic antimicrobial use.77 

8.3.5 Inhaled Nitric Oxide – not recommended 

Inhaled nitric oxide does not prevent BPD when used as an early routine strategy or as a 

rescue therapy in very preterm infants. 

 Management of infants with established chronic lung disease 

Among 2019 ANZNN registrants born at less than 32 weeks’ gestation, 3,232 (94.6%) 

survived to day 28. Of these, 56.0% of registrants received respiratory support (airway 

support or supplemental oxygen therapy) at 28 days of age, with 21.7% of them discharged 

on home oxygen1. 

8.4.1 The role for RSV antibody (Palivizumab)  

Consider palivizumab in infants born <32 weeks gestation who are at risk of CLD, in their 

first winter. 

Ten percent of infants born <32 weeks’ gestation require hospital admission with RSV 

infection. In those infants at increased risk due to CLD, respiratory support required varies 

from a temporary increase in supplemental oxygen, high-flow nasal oxygen or admission to 

intensive care unit (ICU), and rarely intensive care admission and mechanical ventilation3. 

The Impact-RSV trial78 demonstrated that administration of palivizumab resulted in a 39% 

reduction in RSV-related hospitalization in infants born <32 weeks gestation who were <6 

months old, or who had CLD and were less than 2 years old, and a 56% reduction in ICU 
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admission. Palivizumab is the only TGA-approved RSV preventative therapy. It is delivered 

via intramuscular injection at a dose of 15mg/kg on a monthly basis, according to local 

epidemiology of RSV infection, to at risk infants in their first winter. Decision to treat with 

Palivizumab is at the discretion of the neonatologist, with a wide variation in practice across 

centres in Australia and New Zealand and no firm recommendations made by the Thoracic 

Society of Australia and New Zealand.3 

 Counselling of parents  

 Provide parents with information regarding CLD and provide them with a copy of the 

NSW Health 32 week counselling booklet. 

 Educate families upon discharge about the early and potentially serious signs of 

respiratory distress and advise them to seek early medical attention  

 Neonatal resuscitation training by the newborn family support team (NFST) 

 Awareness of environmental irritants and minimisation of infection risk 

 Prevention of infections (handwashing, nor sharing food and pacifiers, avoiding 

adults and children with respiratory illness, delay of entry to childcare) 

 Avoid smoking around any infant with CLD.  

 Effect of chronic disease on family dynamics and need for support and counselling 

9. Definitions 

Chronic lung 

disease (CLD) 

Requirement for respiratory support at 36 weeks post-

conceptual age, where respiratory support entails 

supplemental oxygen and/or assisted ventilation (CPAP, 

BiPAP, humidified high flow or ventilation).1,3 Note that 

ANZNN data does not specify severity of CLD. 

Bronchopulmonary 

dysplasia (BPD) 

A term used to describe chronic lung disease derived 

from the pathological findings on autopsy, but is still in 

use. BPD is used by the Thoracic Society of Australia and 

New Zealand.3   

CPAP continuous positive airway pressure 

BiPAP bi-level positive airway pressure 

10. Consultation 

 Neonatalogists RPA Newborn Care 

 Neonatal nursing staff RPA Newborn Care 

11. Resources, Links and Tools  

 Women and Babies: Antenatal Corticosteroids (RPAH_GL2020_019) 

 Women and Babies: Surfactant in Preterm Infants (RPAH_GL2018_000) 

 Women and Babies: Surfactant in Term Infants (RPAH_GL2016_025) 

 Neonatal Non-invasive Ventilation and CPAP (SLHD_GL2018_043) 

http://slhd-intranet.sswahs.nsw.gov.au/SSWpolicies/pdf/RPA/RPAH_GL2020_019.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Surfactant_in_preterm_infants_2018.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Surfactant_in_term_infants%202016.pdf
https://www.slhd.nsw.gov.au/RPA/neonatal%5Ccontent/pdf/guidelines/Non-invasive_ventilation_policy_08.18.pdf
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 Ventilation – Volume Guarantee 

 Women and Babies: High Frequency Oscillatory Ventilation of the Newborn 
(RPAH_GL2016_016) 

 ANZNN SHIFT TEST at 35+0 to 36+6 weeks CGA 

 NICUS CLD Air Challenge Test 

 Home oxygen 
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