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Abstract

This article discusses Indian burn prevention and first aid knowledge, attitudes, and 
practises. Rural and quasi-urban societies face preventative and first-aid issues. Poverty, 
over population, mysticism, and modernization coexist. This article on preventive measures 
should sensitise, educate, and foster communication between health care providers and the 
community. This could help provide clear and practical clinical guidelines for resource limited 
societies.
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INTRODUCTION

This article discusses the knowledge, attitudes, and 
practises that exist among the Indian community 
with relation to the prevention of burns and the 
administration of Þ rst aid. Rural and quasi urban 
civilizations provide their own distinct set of 
obstacles in terms of disease prevention and Þ rst 
aid. There is a mix and coexistence of poverty, 
over population, mysticism, and modernization. 
With the help of this article, which provides 
recommendations for preventative measures, we 
expect that there will be more awareness, education, 
and understanding in both directions between 
members of the health care community and the 
community at large.1 This could help in form the 

formulation of therapeutic guidelines that are both 
clear and practical, making them suitable for the 
requirements of societies with little resources.

MATERIALS AND METHODS

This study was conducted in the Department of 
Plastic Surgery in a tertiary care institute. It is a 
review article based on 8 articles onpediatric burns 
after going through literature available in Scopus, 
PubMed, Google scholar & internet.

RESULTS 

Based on the inclusion criteria 8 articles were 
studied to discuss Deep vein thrombosis under 
following headings:

1. Preventive Measures

2. Health Education

3. First Aid

4. Drawback

5. Social Media

6. Conclusion
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DISCUSSION

The data from the various open-source articles we 
have analysed and listed below for the prevention 
of pediatric burns. This article highlights that 
there are still several hazardous practices in the 
community, which can be addressed to reduce 
burn injuries.

Preventive Measures

The following recommendations for the 
prevention of pediatric burns are as follows.2,3

1. Emphasizing the importance of cooking on 
an elevated platform.

2. Separate cooking areas from other living 
spaces.

3. Pouring bath water into cold water in a 
bucket before taking it to the bath area.

4. Supervising any Þ re related recreation.

5. Using LED or solar lamps instead of oil 
lamps.

6. Choosing cotton rather than silk or synthetic 
clothing for children are practical, realizable 
changes that could reduce the burn risk 
signiÞ cantly. 4

7. Health education at schools, Working place 
and community gatherings.

8. Applying cool running water to a burn and 
to stop drop and roll in case of a ß ame burn. 

9. Precautious cooking if it was outside on a 
traditional wooden open Þ re. 

10. Avoid using oil lamps on the ß oor.

Health Education

The major sources of Þ rst aid information were 
from school based health education, social and 
electronic media. These resources can be utilized 
to further disseminate knowledge on Þ rst aid and 
practical prevention technique. Studies show that 
a variety of factors such as socio-economic status, 
gender, age, social status, kind of disease, cost, 
availability, and access to services inß uence the 
decision to engage with a speciÞ c medical channel.
Large-scale prevention campaigns and Þ rst-aid 
education via electronic and social media may 
result in positive change not only in awareness but 
also in application. Governments should seek local 
and international technical and Þ nancial assistance 
to explore affordable alternative energy resources.5

First Aid

Surface cooling with running tap water for 20 

min is the current gold standard for Þ rst aid in 
burns. Documented beneÞ ts include eliminating 
noxious stimuli and wound progression, pain 
relief, decreasing oedema and infection there by 
aiding epithelialization and reducing scarring. 
Despite the fact that many of those polled would 
use running tap water, only 8-12 percent achieved 
the recommended time of 20-30 min of cool running 
water.6

Draw backs

Home remedies for Þ rst aid, that people in 
the community thought acceptable. Some were 
harmless, but a few could cause further damage, 
be extremely painful and detrimental to healing. 
Survey conÞ rms that approximately 80% of people 
continue to cook over traditional open wood Þ res. 
The awareness of general public regarding the 
various Þ rst aid for preventing pediatric burns is 
very limited.7

Social Media

Awareness videos in social media platforms 
like facebook, Instagram, whatsapp, Telegram, 
Twitter helps in reach out all populations and helps 
to educate the younger generation for the fruitful 
tomorrow.7,8

CONCLUSION

The Preventive measures mentioned in the 
article can be applied in any mass health education 
programs. The above mentioned measures are easy 
to adapt and helps in preventing the burns with 
adequate knowledge.
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Abstract

Context: One of the most important chronic clinical conditions seen in preterm babies is 
Bronchopulmonary Dysplasia (BPD) With improvement in technology and available therapeutic 
options, the survival rates have dramatically improved over time, how ever, the incidence of 
BPD still continues to remain the same even today. The injury resulting in BPD likely begins as 
altered lung development before delivery in many infants and can be initiated by resuscitation 
at birth and then amplified by postnatal exposures. The multifactorial pathogenesis implicated 
in the development of BPD necessitates a multidimensional therapeutic approach, to manage 
all the complex manifestations of the disorder.

Aims: The presently used approaches for prevention as well as management are being 
used for more than a decade, and lack definite evidence. The aim of this literature review 
is to gather evidence on the presently available prevention and management approaches 
for bronchopulmoanry dysplasia, as well as newer, promising therapeutic agents being 
experimented, in order to provide data to help optimize strategies in the NICU as well as OPD 
settings and help reduce the incidence of BPD and promote more definitive studies.

Methods and Materials: We carried out an extensive series of searches on PubMed database 
and tried to capture as many citations as possible for Bronchopulmonary dysplasia in preterm 
neonates, with peer-reviewed publications from 2000-2022. Approximately 96 studies, 
including animal studies, RCTs and systematic review and meta-analyses were considered. On 
going experiments were queried from Clinical Trials.gov. The searches were carried out using 
the terms: “Bronchopulmonary dysplasia”, “BPD”, “Preterm neonates”, “low birth weight”, 
“pathogenesis”, “diagnosis”,”prevention”,”treatment”. Further manual assessment was also 
done to include other relevant publications.
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Results: Prevention of prematurity, 
systematic use of non-aggressive ventilator 
measures, avoiding supraphysiologic 
oxygen exposure and administration 
of surfactant, caffeine and vitamin 
A, antenatal glucorticosteroids, and 
pharmacotherapeutics agents like 
diuretics, vasodilators, nitric oxide etc. 
can significantly reduce the risk of BPD 
development. MSC therapy, IGF-1 and 
clara cell protein administration are the 
most fascinating new measure to address 
the lung damage due to BPD. 
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Conclusion: Despite advancement in 
technology and availability of a myriad of 
treatment options, the multifactorial nature 
of BPD makes it a persistently challenging 
disorder to treat and even more so to 
prevent. While multiple therapies are used 
routinely either alone or in combination 
(potentially increasing drug–drug 
interactions and associated side effects), 
there is insufficient evidence supporting 
short and longer-term use of many of 
these agents. There is continued need for 
future meta-analyses and prospective 
randomized controlled studies designed to 
measure clinically meaningful outcomes, 
and an even greater need to design trials 
evaluating the safety, efficacy, and dosing 
of pharmacologic agents in this population. 
Stem cell treatment and other such 
innovative strategies may be the beginning 
of a new era in the treatment of BPD. New 
ways of preventing or modulating BPD 
are on the horizon, and will hopefully lead 
to continued improvement of long-term 
outcome of prematurely born infants.

Keywords: Neonates; Newer Therapies; 
Bronchopulmonary Dysplasia; Preterm; 
Prevention; Treatment.

INTRODUCTION

Bronchopulmonary Dysplasia (BPD)

Pre-maturity is known to be associated with a 
wide spectrum of respiratory disorders and both 
early and late complications are seen as a result. One 
of the most important chronic clinical conditions 
seen in these preterm babies is Bronchopulmonary 
Dysplasia (BPD).1 Its implicated pathophysiology 
includes a conß uence of pre and post natal 
factors, both of which contribute towards the 
interference in lung development, making BPD a 
long-term disorder with substantial morbidity.2

With improvement in technology and available 
therapeutic options, the survival rates have 
dramatically improved over time, however, the 
incidence of BPD still continues to remain the same 
even today.3 While the exact incidence has been 
difÞ cult to calculate due to the varying deÞ nitions 
for the disorder, studies show that based on how 
one deÞ nes BPD, the incidence can vary from 4% 
to 40%4 The Þ rst deÞ nition of Bronchopulmonary 
dysplasia was given by Sheenan et al.5 in 1988, and 
it was: “the use of supplemental oxygen at 36 weeks 
PMA”, later in 2001 an NIH consensus said that it 
is “the oxygen use for 28days (not consecutive), 
with severity based on the amount of supplemental 
oxygen and mode of respiratory support at 36 

weeks PMA” they further classiÞ ed it into; mild 
(room air), moderate (<30% supplemental oxygen), 
severe (>=30% supplemental oxygen and/or 
positive pressure).” Walsh et al6 in 2004 deÞ ned it 
as the “receipt of positive pressure or supplemental 
oxygen at 36 weeks PMA. In infants receiving <=30% 
oxygen via hood or cannula, a stepwise room air 
challenge test is performed. Failure of the room air 
challenge or need for mechanical ventilation and/
or positive pressure are classiÞ ed as BPD.”7After a 
long gap, in 2017 a study published by Isayama et 
al deÞ ned it as “use of oxygen and/or respiratory 
support (including invasive and non-invasive 
support) at 40 weeks PMA.”8 In 2018 an NICHD 
workshop concluded that BPD is “supplemental 
oxygen or positive pressure at 36 weeks PMA 
along with radiographic evidence of parenchymal 
lung disease, irrespective of prior duration of 
oxygen supplementation. It incorporates 3 grades 
of severity, depending on levels of supplemental 
oxygen and mode of support.”9 The latest deÞ nition 
is however, the one published in a study by Jensen 
et al in 2019. It deÞ nes BPD as, “any respiratory 
support at 36 weeks PMA, irrespective of prior 
duration of or current level of oxygen therapy. It 
is further categorized according to disease severity: 
grade 1, nasal cannula at ß ow rates <=2L/min; 
grade 2, nasal cannulae at ß ow rates >2L/min or 
non-invasive positive pressure airway and grade 3, 
invasive mechanical ventilation.10

2 Types of BPD Old and New

BPD was not originally considered a lung 
development problem, but it was rather attributed 
to the damage done due to aggressive mechanical 
ventilation and oxygen toxicity on a mature lung 
lacking surfactant. This “old BPD”, was diagnosed 
and described in premature babies as a chronic 
lung disease developing in those ventilated with 
high pressures and concentration of oxygen. 11The 
pathological picture was classically characterized 
by areas of alveolar emphysema, atelectasis,  
inß ammation, Þ brosis, prominent airway injury 
and smooth muscle hyperplasia and hypertrophy 
resulting in a diffuse airway damage. This damage 
done can be ascribed to high concentrations of 
TNF-alpha and Macrophage inß ammatory protein, 
Interleukin 1 beta, interleukin 6, which as seen 
following ventilation with high positive pressure 
and excessive volume, leading to inß ammation 
and alveolar damage.12 Antioxidant enzymes like 
catalase and copper zinc superoxide dismutase 
develop and mature in babies after inhalation of air 
after birth. Until then, reactive oxygen species are 
present in the lung, so even a small increase in these 

Sakshi Satish Rane, Abhijeet Shinde, Sunil Natha Mhaske/A Review of Present and Emerging Treatment 
and Prevention Strategies for Bronchopulmonary Dysplasia in Preterm Neonates



55

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

oxygen species in preterm babies can cause lung 
damage.13This was also shown in a study, where 
experimental animals exposed to high oxygen 
concentrations during early neonatal period 
showed Þ ndings of smooth muscle hypertrophy, 
oxidative stress and compromised alveolarization; 
all of which were also demonstrated in lung sections 
of premature babies who developed RDS and were 
subjected to aggressive ventilation.14

With improvement in the quality of care in 
NICUs, this “old BPD”, is no longer seen, but is 
rather replaced by another form; the “new BPD”. 
This is typically seen in extremely premature 
neonates who are born at the brink of viability and 
survive due to modern technology. The frequency 
of BPD increases with decrease in the gestational 
age of these babies.15 The pathophysiology of this 
form is attributed to multifactorial causation, 
involving both pre and postnatal factors that result 
in dysfunction of alveolar as well as vascular 
development. During the Þ rst few weeks of life, 
the lungs of very low birth weight babies are in 
the canalicular (17th to 26th week of gestation) 
or alveolar (27th to 36th week of gestation) phase 
of development. The respiratory bronchioles, 
pre capillaries and mucous glands in the bronchi 
are not completely developed, the interstitium 
has not thinned adequately to form the blood 
air barrier, and surfactant production by the 
lung epithelial cells has not started. Exposure to 
harmful stimuli can considerably disturb this vital 
morphogenesis. On histopathology, it is seen as a 
reduction in alveolarization with hypertrophied 
air spaces, immature or simple vascularization and 
inß ammation and Þ brosis. 16Further, the capillaries 
are decreased in number, and abnormal in shape and 
distribution. A study published by Jobe explained 
that “the injury resulting in BPD likely begins as 
altered lung development before delivery in many 
infants and can be initiated by resuscitation at birth 
and then ampliÞ ed by postnatal exposures”.17

Essentially, this new BPD is a due to a combination 
of prenatal factors such as placental abnormalities, 
IUGR, multiple births, chorioamnionitis and 
maternal smoking, as well as post natal factors 
that hinder lung development such as: mechanical 
ventilation and oxygen supplementation, post 
-natal steroids administration, infections (sepsis, 
necrotizing enterocolitis, lung infections etc), 
ventricular dysfunction, intracardiac shunts, or 
pulmonary vein stenosis.18 The role of genetic 
predisposition as well as mechanical trauma and 
oxygen toxicity should not entirely be dismissed 
either. The timing, type and duration of exposures, 

together with the genetic characteristics of the child, 
inß uence the pattern of lung damage that can occur. 
The “new BPD thus, is far more severe than the old 
one in terms of alveolar and vascular damage and 
thus needs to be studied in greater detail.19

Factors Involved in the Development of BPD:

As previously discussed, the pathogenesis of 
BPD is multifactorial. However, some important 
pre and post natal factors that disturb the lung 
development either alone or in combination with 
other factors need to be deÞ ned and discussed. 
These factors include: prematurity, genetic 
predisposition, gender, mechanical ventilation and 
hyperoxia, infection and blood transfusion.

1. Prematurity: the most important risk factor 
for BPD is premature birth (gestational age 
of < 37 weeks). As discussed before, the 
lungs are in the canalicular and alveolar or 
saccular stage of development during this 
age and the immature lung is at most risk of 
damage if birth occurs during this time, due 
to surfactant deÞ ciency and under developed 
antioxidant enzymes.20

2. Genetic predisposition: A study by Bhandari 
et al used models and logistic regression to 
demonstrate statistically signiÞ cant genetic 
predisposition for Bronchopulmonary 
dysplasia in twin births of less than 32 
week gestation.21 Another study has shown 
that occurrence of BPD in Þ rst born twin, 
increases the risk of BPD in the subsequent 
twin.22

3. Gender: Surfactant production occurs earlier 
in female fetuses and the delay in males is 
attributed to the effect of androgen. Some 
animal studies on mice, where long term 
androgen treatment was found to inhibit the 
surfactant protein gene expression in type 2 
pneumocytes is proof of the same. Similarly, 
studies involving administration of estrogen 
to rabbits, showed increased surfactant 
production. Therefore, the early synthesis 
of surfactant means that the airß ow rates 
and patency of airways is greater in females, 
which greatly reduces their risk to develop 
RDS. As physiological differences of gender 
are most likely not expressed in extreme 
prematurity, female gender does not remain 
protective in neonates born at 22-25 weeks.23

4. Mechanical ventilation: High tidal volume 
during mechanical ventilation can cause over 
distension of small airways and alveoli and 
using insufÞ cient positive end expiratory 

Sakshi Satish Rane, Abhijeet Shinde, Sunil Natha Mhaske/A Review of Present and Emerging Treatment 
and Prevention Strategies for Bronchopulmonary Dysplasia in Preterm Neonates



56

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

pressures (PEEP) can cause repetitive 
opening and collapse of unstable lung unit 
which is injurious for alveolar capillary 
integrity. Also, high concentration of 
inspired oxygen (FiO2) can cause oxidative 
stress and subsequent lung injury. A study 
by Albertine et al. compared two ventilation 
strategies to test the hypothesis that 
differences in tidal volume (VT) inß uence 
histopathologic outcome and found that slow, 
deep ventilation was associated with less 
atelectasis, less alveolar formation, and more 
elastin when compared with rapid, shallow 
ventilation. The avoidance of intubation 
and mechanical ventilation with the use of 
continuous positive airway pressure (CPAP) 
in the delivery room was associated with 
a lower incidence of BPD. Further a meta-
analysis of six RCTs demonstrated that 
intubation and early surfactant followed by 
extubation to CPAP compared with later 
selective surfactant was associated with a 
lower incidence of mechanical ventilation, 
air-leak syndromes and BPD. Studies in 
animals have demonstrated that prolonged 
mechanical ventilation disrupted lung 
development and produced pulmonary 
histopathologic changes that were very 
similar to those seen in the lungs of preterm 
infants who die with BPD.24

5. Hyperoxia: High concentrations of inspired 
oxygen can damage the lungs, although 
the exact level or duration of exposure that 
is unsafe is not know. Immature preterm 
lungs often are not capable of producing 
antioxidant enzymes like catalase and zinc 
super oxide dismutase, so reactive oxygen 
species like hydroxyl free radical, hydrogen 
peroxide etc cause greater cellular damage. 
This Þ nding has been proven by animal 
studies, which showed similar patterns of 
lung injury in preterm neonates and mice 
exposre to hyperoxia. Since oxygen toxicity is 
indicated as a risk factor, many antioxidants 
are considered as a viable treatment option 
for BPD. 25

6. Antenatal infection: The risk of developing 
chorioamnionitis increased in extremely 
preterm babies. And the increased 
concentration of inß ammatory mediators 
such as IL-6, IL-1 beta, TNF-alpha etc 
are responsible for the impaired lung 
development. Infection with Ureaplasma 
urealyticum has been shown to have a 

signiÞ cant inß ammatory response in the 
body that greatly affects lung development 
in babies, leading to BPD. 26

7. Postnatal infection: Studies have shown 
increased risk of BPD in preterm neonates 
who were reported to have neonatal sepsis. 27

8. Blood transfusion: Increased level of free 
iron (which forms hydroxy l free radicals) 
as well as increased pulmonary blood ß ow 
and volume can trigger oxidative as well as 
mechanical damage in immature lungs and 
lead to progression of BPD.28

Long Term Outcomes of BPD

The respiratory abnormalities that are seen in 
patients of BPD continue to manifest not only in 
childhood, but also in adolescence and adulthood. 
During school going years, children with BPD have 
greater cognitive, educational and behavioral issues 
than others, along with reduced lung function 
and Þ ne and gross motor skills.29 In adulthood, it 
manifests as early onset COPD, most likely due to 
impaired lung function which prevents most adults 
with BPD from exercising as much as the rest of the 
population. Parents of children diagnosed with 
BPD should ensure that they get enough exercise 
and do not indulge in smoking, especially during 
adolescence.30 While it is difÞ cult to exactly point 
out the long term outcomes of BPD, as most of 
the adults with BPD have received older forms of 
treatment, but it is still clear that BPD, due to its 
association with lung function impairment, greatly 
reduces the quality of life of patients.

Structural and functional alterations of the 
respiratory tract, increased risk of hospital 
readmission, respiratory infections and asthma as 
well as lung arterial hypertension are frequently 
noted as the most common long term outcomes of 
preterm neonates with BPD.

1. Structural alteration of the respiratory tract: 
Patients of both old as well as new BPD share 
this feature of physical damage to the lungs 
due to aggressive ventilation. The incidence 
is however, comparatively more in old BPD. 
Studies have shown that patients with BPD 
show considerable abnormalities on chest 
CT scans. Linear and triangular subpleural 
opacities and hyperlucent areas are seen 
on most of the scans and it is associated 
with the duration of oxygenation, despite 
improvements in the quality of care over 
time.31

2. Functional alterations of the respiratory tract: 
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All patients of BPD show note able functional 
alterations of the lower respiratory tract 
which worsens in adulthood. A study 
conducted on the same showed that that 
68% of the subjects with BPD had airway 
problems [lower forced vital capacity (FVC), 
lower forced expiratory volume in 1s (FEV1) 
and lower forced expiratory ß ow between 
25 and 75% of vital capacity (FEF25%–75%) 
than individuals included in the preterm 
group without BPD and term controls. 
Further more, 24% of the subjects with old 
BPD had Þ xed airway obstruction, and 52% 
had reactive airway disease, as indicated 
by their responses to the administration 
of methacholine or a bronchodilator. It 
was also reported that Although lung 
volumes increased with time, persistent 
ß ow limitation was evidenced. At 6, 12 and 
24 months, low partial expiratory airß ow, 
measured by maximum ß ow at functional 
residual capacity (V max FRC), was shown, 
without any signiÞ cant increase over time.32

3. Hospital readmission: It has already been 
proven that preterm neonates are more likely 
to be re-hospitalized than term neonates. 
That risk is even greater if they develop 
BPD. Despite pre and post natal preventive 
measures, infants who receive oxygenation 
and develop BPD have a higher rate of 
readmission to hospitals. It is also proved 
by a study which estimated the rate of re-
hospitalization in extremely preterm babies 
during their Þ rst 9 months post discharge 
and found that 47.3% patients were re-
admitted atleast once and over half of these 
were respiratory disorders.33

4. Respiratory tract infections: Preterm neonates 
suffer from respiratory infections more than 
term neonates and that risk is higher if they 
also suffer from BPD. The already damaged 
lung in these patients stands at a higher 
risk of further damage and hence longer 
duration of hospitalization as evidenced by 
most studies.34

5. Asthma: It has been seen that children born 
preterm and diagnosed with BPD, at 11 years 
of age suffered from clinically evident asthma 
in 25% of cases. Children with BPD have 
neutrophilic airway inß ammation and lower 
values of exhaled nitric oxide and exhaled 
breath temperature. The airway obstruction 
is only partially reversed by beta 2-agonists, 
the response to inhaled corticosteroids is 

poorer, and the acute exacerbations are 
fewer because patients with BPD suffer from 
Þ xed airway narrowing.35 Children with 
BPD might be intolerant to exercise due to 
abnormal bronchial function. Karila et al. 
reported that children with BPD examined at 
7–14 years old had ventilatory limitations on 
exercise, with greater use of the ventilatory 
reserves (p <0.01) and lower maximal 
ventilation (p <0.01) and tidal volume (p = 
0.01). Moreover, changes in ventilation (p < 
0.0001) and tidal volume (p = 0.003) during 
exercise were signiÞ cantly smaller in the 
BPD group than in controls.36

6. Lung arterial hypertension: Lung arterial 
hypertension is a result of vascular 
development anomalies that develop 
alongside lung development anomalies. 
Studies have shown that this complication 
can be seen in around 17% diseases, 
irrespective of the grade of severity, but 
is more commonly found in moderate 
severe disease. Pulmonary arterial 
hypertension needs to be diagnosed early 
on, and while cardiac catheterization is a 
gold standard investigation, transthoracic 
echocardiography is mostly used in infants 
as it is non-invasive, and has a diagnostic 
accuracy of 79% for incidence and 47% for 
severity.37 Management of these patients 
if focused on vasodilation to reduce the 
pressure and includes drugs such as oral 
sildenaÞ l (drug of choice), prostacyclin 
analogues, intravenous phosphodiesterase 
III inhibitors and nitric oxide. Nitric oxide 
is particularly advised in preterm infants 
with associated complications such as 
PROM, oligohydramnios, and pulmonary 
hypoplasia.38

Why We are Writing this Review

The multifactorial pathogenesis implicated 
in the development of BPD necessitates a 
multidimensional therapeutic approach, to manage 
all the complex manifestations of the disorder. A 
team of clinicians is needed to not only manage the 
condition on NICUs, but also to focus on prevention 
where possible. The presently used approaches for 
prevention as well as management are being used 
for more than a decade, and lack deÞ nite evidence. 
More studies need to be performed that show a 
positive outcome and a signiÞ cant decrease in the 
incidence of BPD. In this review, we will discuss 
all therapies in use currently with appropriate 
evidence as well as introduce certain newer 
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therapies under research.

MATERIALS AND METHODS

The aim of this literature review is to gather 
evidence on the presently available prevention and 
management approaches for bronchopulmoanry 
dysplasia, as well as newer, promising therapeutic 
agents being experimented, in order to provide 
data to help optimize strategies in the NICU as well 
as OPD settings and help reduce the incidence of 
BPD and promote more deÞ nitive studies.

We carried out an extensive series of 
searches on Pub Med database and tried 
to capture as many citations as possible for 
Bronchopulmonary dysplasia in preterm 
neonates, with peer-reviewed publications from 
1996-2022. Approximately 96 studies, including 
animal studies, RCTs and systematic review 
and meta-analyses were considered. On going 
experiments were queried from Clinical Trials.
gov. The searches were carried out using the terms: 
“Bronchopulmonary dysplasia”, “BPD”, “Preterm 
neonates”, “low birth weight”, “pathogenesis”, 
“diagnosis”,”prevention”,”treatment”. Further 
manual assessment was also done to include other 
relevant publications.

Current Treatment and Prevention Strategies

Ventilation:

While BPD is a multifactorial disease, one of the 
most important risk factors still remains mechanical 
ventilation. The last decade has witnessed the 
concept of delivery room stabilization where nasal 
continuous positive airway pressure (CPAP) has 
been increasingly used to manage preterm infants 
<1,500 g birth weight in the delivery room and 
the Þ rst few days in the neonatal intensive care 
unit. This has however not affected the number 
of neonates needing mechanical ventilation.39 

Hence, ventilation remains an important treatment 
modality but comes with its set of challenges. In 
ventilated preterm infants, permissive hypercapnia 
with a partial pressure of CO2 in the arterial blood 
(PaCO2) between 45 and 55 mmHg and a pH > 7.20 
has been suggested to avoid high tidal volumes 
and lung over inß ation. However, no strong 
advantage of the same has been established.40As 
previously described, mechanical ventilation via 
an endotracheal tube exposes the developing 
lung to volutrauma and barotraumas which lead 
to lung Þ brosis and inß ammation and thus BPD. 
Also, weaning infants with BPD from mechanical 
ventilation is difÞ cult and has to be accomplished 

gradually. When the patient is able to maintain an 
acceptable arterial oxygen partial pressure (PaO2) 
and arterial carbon dioxide partial pressure (PaCO2), 
with peak inspiratory pressures between 15 and 18 
cm H2O and a fraction of inspired oxygen (FiO2) 
lower than 0.4, extubation should be attempted. As 
long as the pH is within acceptable limits, a certain 
degree of hypercapnia must be tolerated after these 
patients are taken off the ventilator.41

Non-invasive management strategies, in which 
infants receive respiratory support without 
the need for an endotracheal tube, have been 
studied as a strategy to avoid direct trauma to 
the developing lung, and potentially reduce the 
risk of developing BPD. The various non-invasive 
respiratory ventilation strategies that have been 
adopted, include the use of non-invasive positive 
pressure ventilation (NIPPV), nasal continuous 
positive airway pressure (NCPAP) and high 
ß ow nasal cannulas (HFNCs). Studies which 
compared differences between ventilation with 
and without an endotracheal tube have shown 
that avoiding the tube had a small but signiÞ cant 
beneÞ cial impact in preventing BPD (OR 0.83; 95% 
CI 0.71–096. Indicating that these methods can be 
used in neonates to prevent development of BPD. 
However, the best non-invasive method to decrease 
the development of BPD has not deÞ ned. Several 
studies as well as two meta-analysis have reached 
the the conclusion that no difference in respiratory 
failure or need for intubtation was seen between 
NIPPV and NCPAP. 42

The use of high-frequency ventilation has also 
been recommended as a way to prevent ventilator 
associated lung injury, but the data is insufÞ cient 
and studies which focused on trying to Þ nd 
association between Þ rst intention high frequency 
ventilation and reduction of barotrauma and 
volutrauma found no signiÞ cant difference in the 
outcome of death or BPD. Even when compared 
with conventional ventilation, the difference was 
small and inconsistent.43Lung protective ventilation 
therefore remains an important intervention 
available to clinicians. Another new strategy in 
ventilation of preterm infants is volume targeted 
ventilation. A study by Wheeler et al. showed 
that infants ventilated using volume targeted 
ventilation had reduced death or BPD compared 
with infants ventilated using traditional pressure 
limited ventilation. Similar Þ ndings were seen in 
other studies where volume targeted ventilation is 
physiologically more logical than pressure limited 
ventilation, and is associated with a reduced risk of 
pneumothorax, hypocarbia, duration of ventilation, 
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death or BPD, and severe intra ventricular 
hemorrhage. Therefore, it should now be adopted 
as the main mode for mechanical ventilation of 
preterm neonates.44

Oxygenation:

As hyperoxia has been implicated in the 
development of BPD, a large number of studies 
have been conducted to Þ nd conclusive evidence 
and lay out guidelines for the optimal range of 
oxygen saturation to be used in preterm infants, 
with little merit. A multicenter, double blind, 
randomized, controlled trial with 358 infants born 
at <30 weeks, shown no signiÞ cant differences 
according to weight, length, or head circumference 
at a corrected age of 12 months between the groups 
with standard saturation (oxygen saturation 
range 91–94%) and high saturation (oxygen 
saturation range 95–98%).45 The frequency of major 
developmental abnormalities also did not differ 
signiÞ cantly between the standard saturation 
group and the high saturation group. Another 
STOP-ROP study has in a 5-year period shown a 
higher incidence of BPD and longer hospitalization 
of infants with oxygen saturation of 96–99% 
compared with oxygen saturation of 89–94 %.46

Studies have shown that a lower target range of 
oxygenation (85–89%), as compared with a higher 
range (91–95%), did not signiÞ cantly decrease 
the composite outcome of severe retinopathy or 
death, but it resulted in an increase in mortality 
and a substantial decrease in severe retinopathy 
among survivors. However, the incidence of BPD 
is reduced in the lower oxygen saturation group 
as compared with the higher oxygen saturation 
group.47 A recent evaluation of Þ ve randomized, 
controlled trials including more than 4800 infants, 
in whom lower (85–89%) versus higher (91–95%) 
SpO2 targets were compared, concluded that the 
lower target range did not reduce BPD, severe visual 
problems or rate of disability at 12–24 months. By 
contrast, it was associated with increased risks of 
death and necrotizing enterocolitis. Some authors 
have indicated that, in the Þ rst few minutes of life, 
SpO2 of 70–80% might be acceptable. However, 
after 5 min, SpO2 must be maintained at between 88 
and 92% with a higher alarm limit of 96%. Slightly 
higher SpO2 can be tolerated for MPT patients for 
whom the alarm limit of 97–98% can be accepted. 
However, more studies need to be conducted to 
form perfect guidelines.48

Surfactant:

Surfactant deÞ ciency in premature neonates 
leads to increased surface tension and reduced 

pulmonary compliance. Thus, exogenous surfactant 
administration is one of the most important ways of 
reducing preterm infant mortality and modifying 
characteristics of BPD. Older studies have shown 
that antenatal corticosteroids coupled with 
postnatal exogenous surfactant administration 
signiÞ cantly reduces incidence of BPD. However, 
newer analysis have refuted these claims. 
However it is indicated that the time and manner 
of administration of the surfactant may play a 
signiÞ cant role. Early surfactant administration 
permits immediate extubation to less aggressive 
ventilator measures, thus reducing the risk of BPD 
development.49

Surfactant administration is done after intubation 
and is followed by mechanical ventilation which 
circles back to ventilator associated lung injury 
and higher risk of BPD. To circumvent this 
problem, the INSURE (Intubation Surfactant 
Extubation) technique of surfactant administration 
by transient intubation, surfactant administration, 
and immediate extubation can be tried. It allows 
medication delivery without excessive lung injury.  
However, trials comparing INSURE to CPAP 
found no difference in reduction in incidence or 
mortality between the two.50 The IN-REC-SURE 
(INtubate, RECruit-SURfactant-Extubate) trial was 
recently published which compared surfactant 
administration after alveoli recruitment using 
high frequency oscillatory ventilation, followed by 
extubation with the traditional INSURE method in 
preterm infants who failed nasal CPAP. Although 
there was a reduced requirement for mechanical 
ventilation during the Þ rst 72 hours of age in the IN-
REC-SUR-E (40%) group, no difference was found 
between the two groups in the incidence of moderate 
to severe BPD.51 In order to entirely eliminate the 
mechanical ventilation factor, administration of 
surfactant has been tried using catheters. When 
compared to standard administration of surfactant 
through an endotracheal tube it was found to be 
associated with decreased risk of BPD (RR 0.71, 95% 
CI 0.52–0.99), BPD or death (RR 0.74, 95% CI 0.58–
0.94), and need for invasive ventilation (RR 0.67, 
95% CI 0.53–0.84). Aerosolized surfactant have also 
been evaluated as a less invasive alternate route of 
surfactant administration and similar Þ ndings have 
been reported.52

Corticosteroids:

Inß ammation in lungs has been known to be 
the major culprit of acute lung injury, so it only 
makes sense to use corticosteroids in the treatment 
of BPD. Antenatal corticosteroids are indicated for 
women at risk of preterm delivery as they decrease 
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the risk of RDS. Studies have shown that antenatal 
glucocorticosteroids have decreased the incidence 
of RDS by as high as 50%, but they have not 
impacted the incidence of BPD. This can be due to 
early lung maturation induced by these drugs, but 
no or deleterious effect on alveolarization. Animal 
studies have shown similar Þ ndings. Maternal 
glucocorticoid treatment has both an acute and a 
chronic effect on fetal monkey lung. A maternal 
dose of 0.3 mg/kg betamethasone before preterm 
delivery at 133 days gestation caused mesenchymal 
thinning and a large increase in maximal lung 
gas volumes, with minimal effect on surfactant 
phospholipids. When the fetuses were delivered 
close to term at 160 days gestation, however, the 
alveolar number, lung surface area and lung gas 
volume expressed per kilogram body weight were 
decreased.53

Postnatal corticosteroids: Systemic: Reviews have 
shown that dexamethasone facilitates extubation, 
reduces the combined endpoint of death or BPD 
at 28 days or 36 weeks PMA, and also reduces the 
incidence of PDA and ROP. However trials where 
glucocorticoids have been used early in life have 
also found a signiÞ cant increase in adverse long 
term neurologic outcomes like cerebral palsy. 
There has however been no signiÞ cant increase 
in long term neurologic outcomes detected with 
regard to moderately early and late administration 
of glucocorticoids some other studies state that 
moderately early administration of dexamethasone 
(7–14 days after birth) did not signiÞ cantly increase 
the combined outcome of death or cerebral palsy 
and actually showed a dose dependent decrease 
(6.2%) in cerebral palsy with each incremental mg/
kg increase in cumulative dexamethasone dose 
which was not demonstrated in delayed trials. These 
data illustrate the potential time sensitive effects 
of dexamethasone and the need for clinicians to 
balance the known impact on neurodevelopmental 
outcome associated with prolonged mechanical 
ventilation and the development of BPD with 
the risks/beneÞ ts of systemic glucocorticoid 
treatment.54

Other investigators have suggested that a 
primary cortisol deÞ ciency in preterm infants 
increases the risk of BPD which may be amenable 
to early treatment with a less potent corticosteroid 
such as hydrocortisone. Infants who received 
hydrocortisone however did not demonstrate a 
signiÞ cant reduction in mortality, BPD, or cerebral 
palsy and actually had a signiÞ cant increase in the 
incidence of gastrointestinal perforation which 
occurred more often with concurrent indomethacin 

administration.55 

Inhaled: Inhaled steroids have been suggested to 
promote respiratory beneÞ ts while also reducing 
systemic side effects. Studies examining the beneÞ ts 
of inhaled corticosteroids administered early or late 
have not been able to demonstrate any impact of 
inhaled corticosteroids respiratory status. Further, 
the potential for systemic absorption of inhaled 
steroids and subsequent side effects (e.g., growth, 
adrenal suppression, etc.) remains an issue. Further 
research is needed to evaluate the perfect strategy 
for inhaled steroid administration.56

Caffeine:

Caffeine is a mainstay of treatment in most NICUs, 
and is used to prevent apnea of permaturity and 
BPD. While its mechanism of action is not entirely 
known, it is said that it may have anti-inß ammatory 
properties. The standard dose of caffeine citrate 
is 20 mg/kg for loading and 5–10 mg/kg for 
daily maintenance. It has been shown to increase 
pulmonary compliance and reducing airway 
resistance. Also, it infants show more diaphragm 
contractility and respiratory drive, which facilitates 
early extubation.57 Also, the famous Caffeine for 
Apnea of Prematurity study showed that caffeine 
administration was associated with a signiÞ cant 
reduction in BPD development and reduced 
neurodisability at 18 months of age.58 Other studies 
have also shown similar Þ ndings, where infants in 
the treatment group had signiÞ cantly less apnea 
of prematurity, and were also noted to have less 
BPD, patent ductus arteriosus (PDA), and cerebral 
palsy when followed out to 18–21 months corrected 
gestational age. However, these outcomes were 
limited to short term beneÞ ts.59

Further studies which compared the timing 
of administration of caffeine, showed improved 
outcomes with early caffeine therapy, with 25% 
of infants who received early caffeine developing 
the outcome of death or BPD compared to 53% of 
infants in the late caffeine group. Another study 
showed that administration of caffeine within the 
Þ rst 2 days of life seems to lead to a reduced risk of 
BPD compared to later administration (or 0.69; 95% 
CI 0.58–0.82; p <0.001), although it was found to 
be associated with an increased risk of necrotizing 
enterocolitis (OR 1.41; 95% CI 1.04–1.91; p = 0.027). 
Present research thus concludes that caffeine should 
remain the mainstay of treatment especially when 
initiated within the Þ rst week of life for prevention 
of development of BPD.60

PDA Closure:

Studies have shown that presence of a PDA is 
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associated with the development of BPD, but it 
has not proven to be causative. The mechanism 
of left to right shunting observed across a 
patent ductusarteriosus can worsen pulmonary 
congestion and edema, further compromising 
alveolar development. Randomized controlled 
trials evaluating ductal closure however, have 
failed to show a reduction a risk of BPD.61

An RCT which was evaluating PDA closure with 
indomethacin or surgical ligation compared to no 
intervention, found lower rates of BPD in the later 
group (p<0.05) with no difference in mortality or 
morbidity. Another study examining ibuprofen 
treatment concluded on similar lines. These studies 
however, focus on treatment of BPD and not the 
prevention. Trials like the PDA-Tolerate trial 
compared the timing of PDA closure and its effect 
on BPD. It compared early with later conservative 
pharmacologic treatment of moderate to large PDA 
in infants who had on going respiratory support 
needs and had a moderate to large PDA, there 
was a higher incidence of BPD in those intubated 
>10 days (75%) compared to infants intubated 
<10 days (27%, p<0.0001). However, among the 
infants intubated greater than 10 days, prolonged 
exposure to moderate-to-large PDA was associated 
with increased risk of BPD (p=0.04). These Þ ndings 
suggest that an increased risk of BPD among 
infants with exposure to moderate-to-large PDA 
and receiving prolonged mechanical ventilation 
>10 days.62

Due to lack of deÞ nitive proof, most centres prefer 
non-intervetion and conservative management. 
However, it is prudent to note that a subset infants 
<28 weeks with moderate severe PDA might likely 
beneÞ t from PDA closure as spontaneous closure 
is delayed and it can decrease the incidence and 
mortality associated with BPD.63

Diuretics:

Excessive intravenous ß uids used to provide 
nutrition and hydration to preterm neonates, 
often results in pulmonary edema, which can 
warrant a need for external respiratory support 
and thus cause BPD. So, clinicians often use 
diuretics with the goal of decreasing pulmonary 
edema and the amount of respiratory support 
needed, thereby improving risk factors leading 
to the development of BPD. Various independent 
studies have shown that diuretics are associated 
with improved lung compliance and decreased 
resistance. Loop diuretics such as Furosemide are 
considered the treatment of choice. Several studies 
have demonstrated alternate day, daily, and even 
aerosolized furosemide improve clinical respiratory 

status, pulmonary mechanics, oxygenation, and 
facilitate weaning from mechanical ventilation. 
Furosemide also decreases interstitial edema and 
vascular resistance.64 A study conducted on infants 
born at 23-29 weeks gestational age, who were 
exposed to diuretics between Þ rst 9 weeks of life, an 
increased exposure to furosemide therapy by 10% 
signiÞ cantly reduced the incidence of BPD (4.6%; 
p=0.001) or death due to the same (3.7%; p=0.01). A 
review of 6 RCTs concluded that a decreased risk 
of failure to extubate within a week of furosemide 
usage and improvement in pulmonary compliance 
with a one-to-two-day course of furosemide 
was seen. However, long term beneÞ ts of this 
treatment have not yet been observed. So while 
the short term improvement is a plus, a number 
of side effects of long term use of diuretics like 
electrolyte disturbances, ototoxicity and azotemia 
are also known occur.65 Also, an observational 
cohort (the Prematurity and Respiratory Outcomes 
Program) showed no association between diuretic 
use and change in respiratory outcomes. It is also 
pertinent to note that other classes of diuretics 
like Thiazides and Spironolactone have not been 
as extensively studied, and the small number 
of studies which have been performed have not 
shown any promising results in terms of duration 
of hospitalization or ventilation. So they are not 
recommended as treatment.66

As of now, there are no standard guidelines in 
place that suggest the chronic use of loop diuretics 
in preterm neonates with BPD, and studies 
comparing centres using diuretics verus those who 
don’t use them, found no differences in mortality.  
So more studies need to be designed to establish 
protocol for diuretic therapy and clear the conß ict 
related to beneÞ ts versus long term side effects. 

Bronchodilators:

A majority of the clinical trials have been 
performed using inhaled bronchodilators like 
Salbutamol (inhaled Beta 2 agonist) and Ipratropium 
bromide (muscarinic antagonist), which produce 
bronchodilation and thus improve lung compliance 
and decrease airway resistance. 

Salbutamol is indicated where strong reversible 
bronchospasm is present, where as ipratropium 
bromide has been recommended in chronically 
ventilated infants with BPD, either singly or in 
combination with salbutamol. However, while 
acute exacerbation of symptoms are managed 
effectivey by these agents, trials have failed to 
demonstrate any improvement in the severity 
or progression of BPD. Although a few studies 
have shown improvement in lung function with 
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Salbutamol, others have questioned its long-term 
efÞ cacy and pointed out that tolerance develops 
with its prolonged use.67

Despite this data, hospitals prefer prescribing a 
trial of salbutamol with addition of ipratropium 
bromide if improvements are not seen in neonates 
who develop wheezing or severe BPD. The trend 
and manner of this exposure varies between 
centres however. This lack of conclusive evidence 
to strongly support inhaled bronchodilator use in 
hospitalized infants warrants more research.68

Nitric Oxide:

While the use of inhaled nitric oxide is common 
in the treatment of acute hypoxaemic respiratory 
failure and pulmonary hypertension in term 
neonates, its use in the prevention of BPD in preterm 
babies has proven to be unsuccessful. Studies 
which focused on administration of this gas early 
or later after birth have shown no signiÞ cant effect, 
and so it is not a preferred modality for treatment 
when administered alone. However, when given 
alongside intramuscular injections of Vitamin 
A, a statistically signiÞ cant reduction in not only 
mortality and neurocognitive morbidity but also 
incidence of BPD was observed in low birth weight 
preterm infants.69

Vitamin A:

Vitamin A or retinol plays a role in the normal 
development of epithelium of the respiratory tract 
as well as in promoting tissue repair. More over 
multiple studies showed that deÞ ciency of Vitamin 
A in preterm LBW babies leads to more risk of BPD 
development. A recent meta-analysis of studies 
showed that preterm neonates treated with vitamin 
A had a lower risk of BPD. However, the reduction 
in risk was small and observed only in children 
weighing <1000 g. Vitamin A also does not reduce 
mortality or neurodevelopmental morbidity and 
the need for ventilation.70

Also, the best route of administration is not 
yet clear. As an exploration for alternate routes 
of administration, a recent RCT of 188 infants 
born less than 28 weeks gestation evaluated 
enterally administered vitamin A compared to 
intramuscular. While it was found that following 
enteral treatment plasma retinol levels increased, 
there was no improvement in severity of BPD. So, it 
was suggested that the administration of vitamin A 
to preterm infants should be done after considering 
both advantages and problems as intramuscular 
administration is painful and needs to be repeated 
multiple times which increases risk of sepsis.71

Antioxidants:

As discussed previously, due to immature 
antioxidant enzymes in preterm lungs, they are 
more prone to oxidative stress induced by reactive 
oxygen species. The concentration of these ROS is 
increased in premature lungs especially in the Þ rst 
week of life and results in chronic lung damage. 
These reactive oxygen species which are toxic to 
the lung tissue are not only produced by infection 
and inß ammation, but the treatment modalities 
that we use like oxygen supplementation (results 
in hyperoxia), blood transfusion (reperfusion 
injury) and ventilation associated inß ammation 
also contribute towards their production. A study 
conducted by Davis et al in 1997 and followed up in 
2000, showed that antioxidant enzyme replacement 
therapy in high risk very low birth weight preterm 
neonates via intratracheal administration of 
recombinant human CUZN SOD is associated with 
lower levels of biomarkers of acute lung injury, but 
there is no difference in morbidity or mortality.72 

However, when a larger trial was later conducted, 
it showed a reduction in pulmonary morbidity in 
the treatment group as compared to the placebo 
group. This shows that more larger trials need to 
be conducted and the effect of antioxidant enzyme 
replacement on lung injury outcomes cannot be 
totally negated.73

Infection prevention and antibiotic stewardship:

As previously discussed, ureaplasma infection 
has been associated with the development of 
BPD. Macrolides not only treat the infection, but 
are also anti-inß ammatory and so are thought 
to be a potential agent for both the prevention 
as well as management of BPD. However, trials 
with prophylactic azithromycin therapy have not 
found much effectiveness and an RCT including 
IV azithromycin therapy showed that ureaplasma 
can be eradicated from the respiratory tract, but it 
does not change the incidence of BPD. Further, it 
is known that antibiotics used to treat infections, 
can further increase the risk of development of 
BPD, as proven by a study where, early empiric 
antibiotic therapy of 4–7 days is associated 
with increased adjusted odds of BPD, and each 
additional day of antibiotics in the Þ rst 2 weeks of 
age signiÞ cantly increases the risk of severe BPD 
(or 1.15, 95% CI 1.08–1.27).74 Similar Þ ndings were 
seen in other studies evaluating antibiotic exposure 
and risk of BPD. These nosocomial infections 
that result in inß ammatory mediators can easily 
be prevented by quality control and strict hand 
hygiene policies. Nosocomial infections reduce 
by 8% by simple quality control measures.  Pros 
and cons of antibiotic use need to be weighed and 
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effective antibiotic stewardship policies need to 
be set in place. At present, larger trials need to be 
conducted to ascertain the efÞ cacy of prophylactic 
antibiotic therapy, but until then, some centres 
report screening extremely premature infants for 
Ureaplasma soon after birth, and selectively treating 
those infants requiring prolonged mechanical 
ventilation with azithromycin.75

Role of nursing:

Close monitoring is important, as infants with 
BPD are susceptible to lower respiratory tract 
infections, hypertension and respiratory failure. 
Daily measurement of body weight, without 
clothes and with the same scales, is required in 
order to determine weight changes. Assessment 
of the child's respiratory and ß uid status, skin 
color, breathing effort and abnormal sounds of 
breathing, chest retraction, capillary Þ lling time, 
secretions, vital signs and edema every 1–4 hrs 
is important. Any deviation from the baseline is 
required to be reported. Fluid intake and output 
should be carefully monitored in order to maintain 
adequate hydration, along with regular assessment 
of electrolyte levels and an increased ß uid intake, 
if no contraindications exist. Infants should be fed 
over a long time interval after which the infants 
need to be held in an upright position in order to 
enable them to burp. Feeding through a nasogastric 
(NG) tube, whenever required, particularly at 
night, and checking the placement of the NG tube 
prior to feeding to avoid aspiration are important 
care-taking steps in the management of BPD.

Chest physiotherapy is required every 4 h as 
tolerated, suction should be performed 4 times per 
day as and when required and oxygen should be 
administered if necessary. Chest physiotherapy 
and suctioning help to remove mucus from the 
airways and lungs. The condition of the skin surface 
should be monitored if required. Bronchodilators 
should be administered to increase the airß ow to 
the alveoli and diuretics should be added to reduce 
the risk of ß uid retention and pulmonary edema, 
thereby improving the respiratory function.Regular 
care of the child with regard to bathing, clearing 
the airways and maintaining the skin is important 
along with informing parents about the details of 
the treatment and care of the baby with follow-up 
instructions.76

Emerging areas of research

Stem cells

Evidence suggests that stem and progenitor cell 
impairment can favour BPD development. So it 
has been hypothesized that the use of exogenous 

stem or progenitor cells could protect or regenerate 
even a damaged lung as stem cells contribute to 
organogenesis and growth and also contribute 
to organ repair and regeneration throughout life. 
Mesenchymal stromal cells (MSCs) are the most 
extensively studied cells because of their ease of 
isolation and culture and their pleiotropic effects 
(anti-inß ammatory, pro-angiogenic, anti-apoptotic, 
anti-oxidant, and anti-Þ brotic activities). A great 
number of animal studies have used lung resident 
mesenchymal stem or progenitor cells (MSCs) 
in BPD model. Research suggests that MSCs are 
an important component of the parenchymal 
progenitor cell niche and orchestrate organ 
homeostasis and repair following injury.77

In animal models, treatment with MSCs was 
shown to reverse alveolar injury and improve 
lung functioning.  MSC derived extracellular 
vesicles have pro-regenerative and immune 
modulating effects and have been shown to 
improve lung morphology, pulmonary function 
and suppress inß ammation in animal models. 
Chang et  al. assessed the safety and feasibility 
of a single, intratracheal transplant of human 
umbilical cord blood derived MSCs in preterm 
infants. Administration of both low and high doses 
of cells was well tolerated and the respiratory 
severity score measured after transplantation 
was signiÞ cantly lower than in controls. MSCs 
were also found to be safe and well tolerated in 
adult patients. No evidence of pro-Þ brotic and 
tumorigenic potential of MSCs was reported. These 
results of MSC administration are noteworthy 
but more clinical trials need to be perfomed for 
deÞ ning exact guidelines. Further larger scale MSC 
transplantation remains a challenge.78

IGF1:

Insulin like growth factor which rises during 
the third trimester of pregnancy is associated 
with vascular development. The levels of IGF-1 
are low in preterm neonates. IGF-1 is upregulated 
by insulin and so hyperglycemia is common in 
preterm neonates. Due to lower levels of IGF-1, 
preterm babies are known to have less weight 
gain, increased respiratory distress, retinopathy of 
prematurity and necrotizing enterocolitis. Studies 
have shown that early insulin treatment during 
the Þ rst week of life induces a late increase in IGF-
1 levels between days 7 and 28 of life, improved 
weight gain, and may improve the outcomes of 
these infants. Intravenous infusion of recombinant 
human IGF-1 complexed with its binding protein 
recombinant human IGFBP-3 (rhIGF-1/rhIGFBP-3) 
has been investigated as a therapy since IGF-
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1 replacement in extremely preterm infants has 
been demonstrated to be safe and well tolerated. 
This potential needs to be better tapped into as a 
treatment option and more clinical trials need to be 
performedto draw conclusive evidence and create 
guidelines.79

Clara proteins

CC10 is a protein secreted by non-ciliated 
bronchiolar epithelial cells (club cells) and is one 
of the most abundant proteins within the ß uid 
lining the lung epithelium.) is a major secretory 
protein 0CC10 binds to lipid components of the 
pulmonary surfactant such as phosphatidylcholine 
and phosphatidylinositol, suggesting that it may 
transport or protect these phospholipids from 
degradation. It also negatively regulates airway 
inß ammatory responses and also regulates 
surfactant phospholipids catabolism. It also has 
anti-inß ammatory properties is lower in tracheal 
aspirates of premature infants who subsequently 
died or developed BPD. Animal studies have 
demonstrated that administration of recombinant 
human CC10 (rhCC10) showed a signiÞ cant rhCC10 
dose dependent increase in respiratory compliance 
and ventilation efÞ ciency index. Early intervention 
with rhCC10 up-regulates surfactant proteins and 
vascular endothelial growth factor expression. This 
Þ nding suggests that CC10 can protect against 
hyperoxia and mechanical ventilation in the 
immature lung. Further larger scale studies and 
clinical trials in NICUs are warranted to determine 
its effectiveness in hospital settings.80

CONCLUSION

Despite advancement in technology and 
availability of a myriad of treatment options, the 
multifactorial nature of BPD makes it a persistently 
challenging disorder to treat and even more 
so to prevent. While the understanding of the 
pathogenesis of BPD has increased a lot, what 
continues to remain a challenge is reducing its 
incidence and thus the economic as well as social and 
physical burden on health systems and families.81 

While multiple therapies are used routinely either 
alone or in combination (potentially increasing 
drug–drug interactions and associated side effects), 
there is insufÞ cient evidence supporting short and 
longer term use of many of these agents. In fact, no 
single therapy has been shown to have a signiÞ cant 
impact on the incidence or severity of BPD. Many 
strategies which have proven to be effective on paper 
have not shown similar outcomes when applied 
to clinical settings. There is continued need for 

future meta-analyses and prospective randomized 
controlled studies designed to measure clinically 
meaningful outcomes, and an even greater need 
to design trials evaluating the safety, efÞ cacy, and 
dosing of pharmacologic agents in this population. 
Also, Future research should be focused on 
establishing better biomarkers predictive of BPD 
and associated longer-term chronic respiratory 
morbidity, developing stratiÞ cation models to 
identify high-risk infants early on, and applying 
a multimodal approach when studying various 
pharmacologic interventions. Stem cell treatment 
and other such innovative strategies may be the 
beginning of a new era in the treatment of BPD. 
New ways of preventing or modulating BPD are on 
the horizon, and will hopefully lead to continued 
improvement of long-term outcome of prematurely 
born infants.82
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Abstract

Beta Thalassemia is a hereditary blood disorder characterized by defect in synthesis of 
beta chains of haemoglobin requiring regular blood transfusion and chelation therapy. Blood 
transfusions can lead to many complications of which transfusion transmitted infections 
like HCV, HBsAg, HIV etc are possible. Iron overload is another complication of repeated 
blood transfusion which further predisposes them to many infections like Mycobacterium 
Tuberculosis. Hemophagocytic Lymphohistiocytosis (HLH) is one of the rare complication 
where there is abnormal activation of immune system which results in cytokine storm. Here 
we present a case of transfusion dependent thalassemia patient, who developed HCV and 
Pulmonary Kochs complicated with HLH all at the same time and was managed successfully.
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INTRODUCTION

β-thalassemia major is an autosomal recessive 
disorder requiring regular blood transfusion and 
chelation therapy.1 Infection is one of the cause of 
morbidity and mortality in thalassemia patient. The 
underlying mechanism of increased susceptibility 
to infections is speciÞ c to unscreened blood 
transfusion, iron overload, splenectomy, chelation 
therapy.

The implementation of viral NAT testing has 
signiÞ cantly reduced the risk of viral transmission 
through blood products during the window 
period.2,3 However, these infections still can occur 
in settings of developing countries where blood is 

poorly screened with old techniques.

Regular transfusions leads to iron overload in 
various organs leading to organ dysfunction. It also 
increases the predisposition to infections including 
TB. Adequate chelation therapy is required to 
prevent and reduce susceptibility to infections.4,5

Hemophagocytic lymphohistiocytosis (HLH) 
is a rare, potentially fatal condition in which 
abnormal activation of the immune system results 
in hemophagocytosis, inß ammation and tissue 
damage. HLH can be either primary (familial) or 
secondary (sporadic, acquired). Secondary HLH 
can occur secondary to many infections, including 
Mycobacterium tuberculosis (MTB). 

These illnesses have high morbidity and mortality 
individually which can increase signiÞ cantly when 
combined together. Early diagnosis and timely 
intervention is the key to managing such a child.

CASE REPORT

13 year old male child, a known case of 
Transfusion Dependent B Thalassemia was 



72

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

following up regularly for blood transfusion and 
chelation therapy at our centre. Child was monitored 
regularly for transfusion transmitted infections 
as per protocol and was negative for HIV, HCV, 
HBSAG, etc. During the pandemic of covid, the 
patient shifted to his village and took transfusions 
there. Chelation therapy was discontinued due to 
unavailability of the drugs for 9 months. 

The child presented to us with complaints of 
high grade fever without focus since 3 days. On 
examination, the child was sick looking and had 
tachycardia. He had generalized lymphadenopathy 
with stunting and wasting on anthropometric 
measurements. The abdomen was distended with 
massive hepatomegaly (span 22cm). The child was 
splenectomised 5 years back for hypersplenism.
His CBC showed Hb of 11 gm/dl, TLC-13600 cells/
cumm, Platelet - 3 lakhs, ESR was elevated (85 mm at 
end of 1 hr). Ferritin was 69750ng/ml. Electrolytes 
were normal. Serological tests for Malaria, Dengue 
and Typhoid were negative. Covid-19 RTPCR 
was negative, Blood culture was negative, urine 
was sterile. On screening, he was detected to have 
developed anti HCV antibodies. 

Patient was started on IV Ceftriaxone. Even after 
48 hours of antibiotics, patient had high grade fever 
& persistent vomiting and developed hypotension, 
so antibiotics were stepped up to Meropenem and  
Vancomycin. Patient was shifted to PICU. Serum 
electrolytes showed severe hyponatremia (Na+-
121) and hypokalemia (K+ -3.2) and correction 
ß uids were started. Patient developed ascites, 
episodes of desaturation and hypotensionpersisted, 
so oxygen and inotropic support was given. X ray 
chest showed Þ ndings suggestive of Koch’s. Hence 
was further worked up by doing HRCT chest 
which showed enlarged pre and para tracheal, 
sub carinal and multiple mediastinal lymphnodes 
with calciÞ cation which were consistent with 
Kochs, however however MT (MantouxTest) 
and Gene expert were negative. FNAC of lymph 
nodes was done which was inconclusive due to 
scanty cellularity. AKT was started as per RNTCP 
DOTS. Repeat CBC showed pancytopenia along 
with persistent fever, so HLH work up was done. 
Serum triglycerides, soluble cd25 and Þ brinogen 
were normal. On strong suspicion Bone Marrow 
aspiration and Biopsy was done which was 
suggestive of hemophagocytosis. Patient was 
started on dexamethasone @10mg/m2 as per HLH 
protocol 

The child showed gradual improvement with 
reduction of fever, inotropic support and oxygen 
requirement and normalization of electrolytes. 

Child was started on oral feeds. Chelation therapy 
was restarted and serum Ferritin was repeated, 
which came down to 16,072 ng/ml. As patient was 
hemodynamically stable, he was shifted to oral 
dexamethasone and referred to gastroenterologist 
for further management of HCV and advised to 

Fig 1: Photograph showing the massive Liver on the right side of 
the body and splenectomy scar on left side of the body.

complete the AKT treatment.

DISCUSSION

Beta Thalassemia patients receive regular blood 
transfusion which results in Iron over load. Iron 
and its binding proteins has immunoregulatory 
properties. Iron excess may derange the immune 
balance in favour of the growth of infectious 
organisms. Other factors which increase 
susceptibility to infections include multiple 
transfusions increasing risk of Transfusion 
transmitted infections and splenectomy.6 Our 
patient was on regular blood transfusion with 
irregular chelation with massive hepatomegaly and 
was splenectomised, which resulted in immuno 
compromised state.

Tuberculosis is an opportunistic infection having 
non-speciÞ c nature of symptoms making diagnosis 
difÞ cult. Immunocom promised state  increases 
the risk of Tuberculosis(7). Combination of clinical, 
radiological, lab Þ ndings and epidemiological 
evidence of TB exposure allows for an accurate 
diagnosis. A study by Sriwijitali et al showed a 
common pathway via glutathione which imply the 
increased risk for tuberculosis among the patients 

Mumtaz Sharif, Amit Saxena, Vinaykumar P Hedaginal, et al./Multiple Co-Infections in a Child with 
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with thalassemia.8

HLH is characterised by persistent fever with 
hepatomegaly, splenomegaly, lymphadenopathy, 
cytopenia, hypertriglyceridemia, hypoÞ brin-
ogenemia and bleeding.9 There is stimulation of 
immune responses which results in macrophage 
inÞ ltration and cytokinestorm.10 The excessive 
activated macrophages engulf host blood cells 
(hemophagocytosis) which can be seen in biopsies 
from lymph nodes, bone marrow, liver and spleen. 
Secondary HLH can be triggered by infections, most 
commonly viral infections like EBV, CMV, HCV, 
HBV, Dengue, etc and also with fungal, parasitic 
and bacterial infections, including Mycobacterium 
tuberculosis (TB). Timely diagnosis and initiation of 
treatment is an important factor in prognostication. 
Study conducted by Zhang et al showed around 
3.5% prevalence of HLH in Tuberculosis patient.11

Due to covid pandemic and unavailability of 
drugs, our patient was not on regular chelation 
therapy and received unscreened blood transfusion 
and developed HCV infection. Most patients of 
hepatitis C have non-speciÞ c symptoms during 
acute phase. The severity of liver Þ brosis correlates 
to liver iron over load in chronic hepatitis C. 
Manifestations in patients with decompensated 
liver disease include ankle oedema, abdominal 
distension (ascites), hematemesis or melena (variceal 
bleeding) with abnormal liver function tests and 
mental status changes (hepatic encephalopathy).12

Study conducted by Thalassaemia Control Unit, 
Imambara Sadar Hospital showed 25% prevalence 
of HCV in thalassemia patient.13

Even though complications of Hep C infection, 
Tb and HLH can occur in a thalassemia patient, 
all these occurring together complicating a case 
of thalassemia is rarely seen. Early diagnosis and 
recognition of complications helped us in managing 
the case successfully.

CONCLUSION

HCV infection can occur in thalassemia due 
to inadequate screening technique or window 
period. TB is an endemic illness in India, more 
common in immunocompromised conditions such 
as splenectomised thalassemia child. In a child 
with persistent fever with pancytopenia, diagnosis 
of HLH should be considered early as prompt 
diagnosis and treatment can be life saving.

REFERENCES

1. Cao A, Galanello R. Beta-thalassemia. Genet 

Med. 2010 Feb;12(2):61-76. doi: 10.1097/
GIM.0b013e3181cd68ed. PMID: 20098328.

2. Dodd RY, Notari EP, Stramer SL: Current 
prevalence and incidence of infectious disease 
markers and estimated window-period risk 
in the American Red Cross blood donor 
population. Transfusion. 2002, 42 (8): 975-979. 
10.1046/j.1537-2995.2002.00174.x.

3. Busch GM: Closing the window on viral 
transmission by blood transfusion. Blood 
Savety in the new millenium. Edited by: SL S. 
2001, Bethesda, MD, American Asssociation of 
Blood Banks, 33-54.

4. Cronje L, Bornman L. Iron overload and 
tuberculosis: a case for iron chelation therapy. 
Int J Tuberc Lung Dis. 2005 Jan;9(1):2-9. PMID: 
15675543.

5. Olivieri NF, Brittenham GM. Iron chelating 
therapy and the treatment of thalassemia. 
Blood 89: 739-761, 1997.

6. Farmakis D, Giakoumis A, Polymeropoulos E, 
Aessopos A. Pathogenetic aspects of immune 
deficiency associated with beta-thalassemia. 
Med SciMonit. 2003 Jan;9(1):RA19-22. PMID: 
12552254.

7. Marais BJ, Schaaf HS. Tuberculosis in 
children. Cold Spring HarbPerspect Med. 
2014;4(9):a017855. Published 2014 Jul 18. 
doi:10.1101/cshperspect.a017855.

8. Sriwijitalai W, Wiwanitkit V. Tuberculosis 
in patients with underlying thalassemia: 
a consideration of common antioxidative 
pathway − an expressional analysis. Egypt J 
Chest Dis Tuberc 2021;70:38-9.

9. The Pediatric Infectious Disease Journal: March 
2019 - Volume 38 - Issue 3 - p e54-e56 doi: 
10.1097/INF.0000000000002248.

10. Ishii E. HemophagocyticLymphohistiocytos
is in Children: Pathogenesis and Treatment. 
Front Pediatr. 2016;4:47. Published 2016 May 
13. doi:10.3389/fped.2016.00047.

11. Zhang Y, Liang G, Qin H, Li Y, Zeng X. 
Tuberculosis-associated hemophagocyticlym
phohistiocytosis with initial presentation of 
fever of unknown origin in a general hospital: 
An analysis of 8 clinical cases. Medicine 
(Baltimore). 2017;96(16):e6575. doi:10.1097/
MD.0000000000006575.

12. Elalfy MS, Esmat G, Matter RM, et al. Liver 
fibrosis in young Egyptian beta-thalassemia 
major patients: Relation to hepatitis C virus 
and compliance with chelation. Annals of 
Hepatology. 2013;12:54-61.

13. Asian J Transfus Sci. 2018 Jul-Dec; 12(2): 112–
116. doi: 10.4103/ajts.AJTS_73_17.

Mumtaz Sharif, Amit Saxena, Vinaykumar P Hedaginal, et al./Multiple Co-Infections in a Child with 
Beta Thalassemia Major: A Rare Case Report



74

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

REDKART.NET
(A product of RF Library Services (P) Limited)

(Publications available for purchase: Journals, Books, Articles and Single issues)
(Date range: 1967 to till date)

The Red Kart is an e-commerce and is a product of RF Library Services (P) Ltd. It covers 
a broad range of journals, Books, Articles, Single issues (print & Online-PDF) in English 
and Hindi languages. All these publications are in stock for immediate shipping and online 
access in case of online.

Benefits of shopping online are better than conventional way of buying.
1. Convenience. 
2. Better prices. 
3. More variety. 
4. Fewer expenses.
5. No crowds. 
6. Less compulsive shopping. 
7. Buying old or unused items at lower prices. 
8. Discreet purchases are easier. 

URL: www.redkart.net



75

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

SUBSCRIPTION FORM

I want to renew/subscribe international class journal “Pediatric Education and Research” of Red 
Flower Publication Pvt. Ltd. 

Subscription Rates: 
• Institutional: 8500 / USD 664.06

Name and complete address (in capitals):_____________________________________________________
_________________________________________________________________________________________

Payment detail:
Online payment link: http://rfppl.co.in/payment.php?mid=15

Cheque/DD: Please send the US dollar check from outside India and INR check from India made 
payable to ‘Red Flower Publication Private Limited’. Drawn on Delhi branch.

Wire transfer/NEFT/RTGS:
Complete Bank Account No. 604320110000467
BeneÞ ciary Name: Red Flower Publication Pvt. Ltd.
Bank & Branch Name: Bank of India; Mayur Vihar
MICR Code: 110013045
Branch Code: 6043
IFSC Code: BKID0006043 (used for RTGS and NEFT transactions)
Swift Code: BKIDINBBDOS

Term and condition for supply of journals
1. Advance payment required by Demand Draft payable to Red Flower Publication Pvt. Ltd. 
 payable at Delhi.
2. Cancellation not allowed except for duplicate payment.
3. Agents allowed 12.5% discount.
4. Claim must be made within six months from issue date.

Mail all orders to
Subscription and Marketing Manager
Red Flower Publication Pvt. Ltd.
48/41-42, DSIDC, Pocket-II
Mayur Vihar Phase-I
Delhi - 110 091(India).
Phone: 91-11-79695648
Cell: +91-9821671871
E-mail: sales@rfppl.co.in



76

Pediatric Education and Research / Volume 11 Number 2 / May – August 2023

Instructions to Authors

Submission to the journal must comply with the Guidelines for Authors.
Non-compliant submission will be returned to the author for correction.

To access the online submission system and for the most up-to-date version of the Guide 
for Authors please visit:

http://www.rfppl.co.in

Technical problems or general questions on publishing with PER are supported by 
Red Flower Publication Pvt. Ltd.'s Author Support team (http://rfppl.co.in/article_

submission_system.php?mid=5#)

Alternatively, please contact the Journal’s Editorial Office for further assistance.

Editorial Manager
Red Flower Publication Pvt. Ltd.

48/41-42, DSIDC, Pocket-II
Mayur Vihar Phase-I
Delhi - 110 091(India).

Mobile: 9821671871, Phone: 91-11-79695648
E-mail: author@rfppl.co.in



© Red Flower Publication Pvt. Ltd. 

Case Report Pediatric Education and Research 
Volume 11 Number 2, May – August 2023

DOI: https://dx.doi.org/10.21088/per.2321.1644.11223.4

Learning Disability in a Case of Primary Ciliary
 Dyskinesia: A Case Report 

Jagdish Taur1, Praveen Unki2, Santosh Kondekar3, Suraksha Sharma4,
 Qudsiya Ansari5, Surbhi Rathi6

How to cite this article:

Jagdish Taur, Praveen Unki, Santosh Kondekar et al./Learning Disability in a Case of Primary Ciliary Dyskinesia: A Case
Report/Pediatr Edu Res. 2023;11(2): 77-80.

Abstract

Primary ciliary dyskinesia (PCD) is a genetic disorder of cilia structure, function and 
biogenesis leading to chronic infections of the respiratory tract, due to congenital impairment 
of mucociliary clearance. Mutation in genes coding components of cilia can result in primary 
ciliary dyskinesia.

Learning disabilities are the disorders that affect the acquisition, retention, comprehension 
or the application of verbal and or nonverbal information.

Our patient presented with recurrent respiratory tract infection requiring nebulization with 
antibiotics treatment on Out patient department basis. Child's Radiological investigation and 
Genetic study were planned and done which later confirmed the diagnosis. Child also had poor 
Scholastic performance along with behavioral issues for which detailed psychiatric evaluation 
was done which was suggestive of border line intellectual deficit with learning disability and 
Attention Deficit Hyperactive Disorder (ADHD) for which child was started on treatment 
along with behavioral therapy.
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INTRODUCTION

Primary ciliary dyskinesia (PCD) is usually an 

heterogeneous genetic condition characterized 
by structure, function and biogenesis leading to 
chronic infections of the respiratory tract.1 The 
defect can be in the any proteins needed for making 
functional cilia, different clinical manifestation 
can be seen as per defect. Repeated infection can 
cause damage to the lungs and airways leading to 
development of bronchiectasis.

In some cases, as primary cilia are important 
in embryonic development of the central 
nervous system such as neuronal progenitor cell 
proliferation and generation of neurons in various 
parts of brain as well as migration.2-4 Also, some 
people affected with PCD can have situs inversus 
in which the position of internal organs in the body 
are reversed from normal.5
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Learning disabilities refer to group of disorders 
that affect the acquisition, retention, organization, 
comprehension or the application of verbal and or 
nonverbal information.6

Learning disability is condition which affect the 
information sent, received & processed by brain. 
They are of various type and are due to problem in 
brain development and cause difÞ culty in reading, 
writing, understanding one or more concepts and 
or subjects.7

CASE

A 12-year-old  male child with a history 
of recurrent respiratory tract infection with 
borderline intellectual deÞ cit with difÞ culty in 
school performance. Child had signiÞ cant birth 
history with pneumonia on day of life 3 requiring 
mechanical ventilation and prolonged NICU 
stay. Later on, child had 4 admissions requiring 
oxygen therapy and intravenous medications for 
respiratory tract infections with recurrent episodes 
of cough, cold requiring treatment on out patient 
department (OPD) basis. There is a history of delay 
in achieving milestones for the child along with 
hyper activity and learning disability. Currently 
child has poor academic performance suggestive of 
intellectual deÞ cit.

Radiological investigations suggestive of situs 
in versus total is with HRCT suggestive of mucus 
secretion within segmental bronchi and mild 
bronchiectasis of left middle lobe and posterobasal 

segment of left lung lobe forming consolidation 
likely secondary to mucoid impaction. BERA 
suggestive of moderate loss of hearing at high 
frequency. Considering child’s presentation and 
investigation possibility of PCD suspected. Genetic 
study for PCD was sent and child was conÞ rmed to 
have PCD With mutation in gene CCDC103/gene 
with pathogenic variant C461A>C.

Child had difÞ culty in concentrating, aggressive 
behavior which subsided after initiation of 
treatment. Along with difÞ culty in learning 
mathematics and science leading to poor scholastic 
performance, detailed evaluation of the child was 
done and was started on behavioral therapy for 
learning disability and ADHD. 

DISCUSSION

Primary ciliary dyskinesia is a recessive genetic 
disease with more than 30 different genetic 
mutations that affect ciliary development have been 
identiÞ ed.8 Males and females are equally affected. 
Typically, Þ rst symptoms occur at a very early age. 
Newborns with PCD often suffer from respiratory 
distress and require oxygen therapy for multiple 
days.9 As the child gets older, they have frequent 
respiratory tract infections.10 Detailed history and 
clinical examination along with imaging test are 
helpful for diagnosing PCD but most helpful being 
the genetic testing.

Treatment for PCD usually focuses on improving 
lung function and limiting disease progression. 

Fig. 1: Chest X ray suggestive of Situs inversus Totalis.

Jagdish Taur, Praveen Unki, Santosh Kondekar et al./Learning Disability in a Case of Primary Ciliary 
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Antibiotics can be used for lung or sinus 
infections.11Airway clearance methods including 
coughing and breathing techniques along with 
chest physical therapy can help to loosen the mucus 
from the lungs.12

PCD may lead to severe lung disease requiring 
oxygen treatment or breathing assist devices during 
strenuous activities, and if lungs are severely 
affected can require lung transplantation.13-15

The etiologies of Learning disorders can be 
inß uenced by hereditary and or environmental 
factors and are not precipitated by deÞ cit in 
sensorimotor functioning. They are nearly twice 
common in the children with chronic illness as 
compared to healthy children. Risk factors include 
family history of learning disorder, poverty, 
prematurity and other neuro developmental 
disorders.16 Most common being Dyslexia. They 
often coexist with disorders like oppositional deÞ ant 
disorder, attention deÞ cit hyperactive disorder, 
anxiety and obsessive compulsive disorder.17

Evaluation of learning disorders done by Þ rst 
excluding the organic and functional differential 
diagnosis. Once the other differentials are ruled 
out diagnostic guidelines set out by the Diagnostic 
and Statistical Manual of Mental Disorders (DSM) 
along with relevant history of patient taken and 
wide varieties of test.

The most common treatment for learning 
disability is special education, detailed diagnostic 
evaluation assessing the child’s academic and 
intellectual potential with basic approach is to 
teach learning skill by building on child’s abilities 
and strength while correcting and compensating 
for disabilities. Multidisciplinary approach 
by educators, physician, speech therapist, 
psychologists, special services helps in the Most 
cases. Also it is important to monitor developmental 
progression, child’s scholastic performance and 
school behavior. Prognosis of the it will depend 
on the severity of the learning disabilities and 
subsequent intervention and compliance to therapy.

CONCLUSION

The clinical exome for PCD group helped in 
conÞ rming the clinical diagnosis and in providing 
better understanding of relationship between gene 
mutations and diagnostic phenotype. Irrespective 
of underlying genetic issue developmental delay, 
behavioral issues and learning disability has to 
be addressed. The child with PCD with proper 
management and life style modiÞ cations can have 

better life style with less complications.

The PCD can affect the central nervous system 
by various ways and affect the proper development 
leading to learning disability in the affected 
individual. Early intervention and compliance to 
therapy leads to better outcomes in cases of learning 
disabilities.
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