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Abstract

Preterm infants are at high risk for long-term abnormalities in
cardiopulmonary function. Our objectives were to determine the
long-term effects of hypoxia or hyperoxia on cardiopulmonary
development and function in an immature animal model. Newborn
C57BL/6 mice were exposed to air, hypoxia (12% oxygen), or
hyperoxia (85% oxygen) from Postnatal Day 2-14, and then returned
to air for 10 weeks (n = 2 litters per condition; > 10/group).
Echocardiography, blood pressure, lung function, and lung
development were evaluated at 12-14 weeks of age. Lungs from
hyperoxia- or hypoxia-exposed mice were larger and more compliant
(compliance: air, 0.034 = 0.001 ml/cm H,O; hypoxia, 0.049 * 0.002
ml/cm H,O; hyperoxia, 0.053 = 0.002 ml/cm H,0; P < 0.001 air
versus others). Increased airway reactivity, reduced bronchial M2
receptor staining, and increased bronchial a-smooth muscle actin
content were noted in hyperoxia-exposed mice (maximal total lung
resistance with methacholine: air, 1.89 * 0.17 cm H,O - s/ml;
hypoxia, 1.52 = 0.34 cm H,O - s/ml; hyperoxia, 4.19 * 0.77 cm
H,O - s/ml; P < 0.004 air versus hyperoxia). Hyperoxia- or hypoxia-
exposed mice had larger and fewer alveoli (mean linear intercept: air,
40.2 * 0. 0.8 um; hypoxia, 76.4 * 2.4 wm; hyperoxia, 95.6 * 4.6 pm;

Approximately 12% of all live births in the
United States every year are preterm infants
(< 37 completed weeks) with an estimated
annual societal economic burden of over
$26 billion (1). Prematurity is not only

a major contributing factor for neonatal
morbidity and mortality, but may also have

P < 0.001 air versus others; radial alveolar count [#]: air, 11.1 * 0.4;
hypoxia, 5.7 * 0.3; hyperoxia, 5.6 = 0.3; P < 0.001 air versus others).
Hyperoxia-exposed adult mice had left ventricular dysfunction
without systemic hypertension. In conclusion, exposure of newborn
mice to hyperoxia or hypoxia leads to cardiopulmonary
abnormalities in adult life, similar to that described in ex-preterm
infants. This animal model may help to identify underlying
mechanisms and to develop therapeutic strategies for pulmonary
morbidity in former preterm infants.
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Clinical Relevance

Exposure of newborn mice to hyperoxia or hypoxia leads to
cardiopulmonary abnormalities in adult life, similar to that

described in ex-preterm infants. This animal model may help
to identify underlying mechanisms and to develop therapeutic
strategies for pulmonary morbidity in former preterm infants.

long-term adverse consequences. Although
survival of extremely preterm infants has
increased in recent years, survival without
major neonatal morbidity, such as
bronchopulmonary dysplasia (BPD), has
remained static (2). Approximately 30-40%
of extremely preterm infants are diagnosed

with BPD, defined as receiving oxygen at
36 weeks post menstrual age (2). BPD is
characterized by impairment of alveolar
development and abnormal vascular
remodeling, with varying degrees of fibrosis
and inflammation (3). Follow-up studies on
infants with mild to moderate BPD who
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received prolonged oxygen therapy during
their neonatal period showed persistent
abnormal lung function, including
increased risk for airway reactivity later
in childhood (4) and adolescence (5, 6).
The pathogenesis of BPD is
multifactorial, with contributors of
prematurity, respiratory distress syndrome,
volutrauma, oxygen toxicity, infection, and
inflammatory mediators. In utero organ
development and maturation occurs in
a relatively hypoxemic environment
(arterial oxygen tension/pressure [Pag ],
20-30 mm Hg) and hence even ambient
oxygen (air) exposure in premature infants
may possibly induce oxidative stress and
have detrimental effects on organ
development and maturation. In addition,
many premature infants in neonatal
intensive care units are frequently exposed
to supraphysiological levels of oxygen with
alternating periods of hypoxemia. Exposure
to supraphysiological levels of oxygen
arrests lung development in neonatal
animals (e.g., rodents) in which alveolar
septation occurs postnatally (7). The
hyperoxia-induced inhibition of alveolar
development is permanent, as recovery of
alveolar septation after return to normoxia is
incomplete, and long-term abnormalities in
cardiopulmonary function may occur (8).
Hypoxia exposure also induces
inhibition of alveolar development and
abnormal pulmonary vascular remodeling
in neonatal animal models (9). However,
the long-term effects of neonatal hypoxia
on lung development, and how these
differ from the effects of neonatal
hyperoxia, have not been determined.
We hypothesized that both neonatal hypoxia
and hyperoxia would permanently impair
lung development, and that neonatal
hyperoxia, but not hypoxia, would result
in increased airway reactivity in adult life,
whereas neonatal hypoxia, but not hyperoxia,
would result in pulmonary vascular
remodeling and adult pulmonary hypertension.

Materials and Methods

All protocols were approved by the
Institutional Animal Care and Use
Committee of University of Alabama at
Birmingham (Birmingham, AL), and were
consistent with the Public Health Services
policy on humane care and use of
laboratory animals and guidelines for the
care and use of laboratory animals.
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Animal Model

C57BL/6 mice were exposed to normobaric
12% O, (hypoxia), 85% O, (hyperoxia),

or air (normoxia) from soon after birth
(Postnatal Day 2 [P2]) until 14 days of
age (P14; period of maximal alveolar
development), as described previously
(9-13). After completion of exposure, pups
were returned to air for 10 additional weeks
and measurements were taken at 12-14
weeks of age (adult). Additional mice (six
per group) were evaluated at P14 after air,
hyperoxia, or hypoxia exposure for lung
function and development.

Measurements
Measurements are discussed in detail in the
online supplement.

Systolic blood pressure. Tail cuff
systolic blood pressures (SBPs) were
measured (Hatteras Instruments, Cary, NC).

Echocardiography. Echocardiography
was performed using a Visual Sonics
Vevo 770 Imaging System (Visual Sonics,
Toronto, ON, Canada).

Pulmonary function. Lung function
was evaluated on a flexiVent (SCIREQ,
Montreal, PQ, Canada) as previously
described (13). Methacholine challenge test
was performed using increasing doses of
nebulized methacholine (10, 20, 30, 40, and
50 yg/ml) and airway resistance was
measured (14).

Lung development assessment. Mean
linear intercepts (MLI) and radial alveolar
counts (RAC) were estimated from
inflation-fixed lung sections, as described
previously (9, 11-13). Parenchymal
tethering effect on the airways was assessed
by measuring the number and thickness
of peribronchial alveolar septa.

Bronchial size assessment. Bronchial
external diameters were measured using
hematoxylin and eosin-stained lung
sections (n = 6/group).

Pulmonary artery remodeling
assessment. Hematoxylin and eosin-stained
lung sections (n = 6/group) were analyzed
for pulmonary arterial remodeling, as
previously described (9, 15, 16).

Histological analysis of lung collagen,
elastin, and bronchial mucin. Lung sections
were analyzed for collagen content using
Sirius red F3BA (picric acid Sirius red stain),
elastin content using Verhoeff’s elastic tissue
stain, and bronchial mucin content using
Alcian blue (Sigma-Aldrich, St. Louis, MO)
stain.

Immunohistochemical analysis of
bronchial a-smooth muscle actin, muscarinic
receptors M2 and M3, and [3-adrenergic
receptor 2. Immunohistochemistry for
a-smooth muscle actin («-SMA) was
performed using a nonenzymatic fluorescent
monoclonal anti-actin Cy3 antibody
(Sigma-Aldrich). Immunohistochemistry
was also performed for muscarinic receptors
M2 and M3, and (3-adrenergic receptor 2 using
horseradish peroxidase-diaminobenzidine
staining (13, 16).

Biochemical quantitation of lung
collagen. Collagen in homogenized lung
extracts was measured using the Sircol
Soluble Collagen Assay (Biocolor Ltd.,
Newtonabbey, Northern Ireland).

Western blot analysis. Western blot
analyses for M2 (Novus Biologicals,
Littleton, CO), M3 (Novus Biologicals), 32
(Sigma-Aldrich) receptors, and B-tubulin
(Santa Cruz, Dallas, TX) were performed as
previously described (9).

Right ventricular hypertrophy
assessment. Right ventricular (RV)
hypertrophy was assessed by measuring
the whole heart weight, RV free wall weight,
and RV/(LV + S) ratio (Fulton index),
where LV is left ventricle and S is
interventricular septum (17).

Statistical Analysis

Results are expressed as means (= SE).
Data were analyzed by one-way ANOVA,
and multiple comparison testing (Student-
Newman-Keuls) was performed if statistical
significance (P < 0.05) was noted by
ANOVA.

Results

Effect of Neonatal Hypoxia or
Hyperoxia on Adult SBP

SBP was not significantly different among
adult mice exposed to air, hypoxia, or
hyperoxia as neonates (SBP [mean * SE]:
air, 136 = 6 mm Hg; hypoxia, 128 * 4 mm
Hg; hyperoxia, 121 = 4 mm Hg; P = not
significant; n = 3 per group successfully
measured of 6 evaluated).

Effects of Neonatal Hypoxia or
Hyperoxia Exposure on Adult Cardiac
Function

Echocardiographic assessment of LV
function of adult mice exposed to neonatal
hyperoxia showed increased LV posterior
wall thickness during systole (P < 0.02),
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increased relative wall thickness during
systole (P < 0.02), increased interventricular
septum to LV posterior wall thickness ratio
during systole (P < 0.01), increased
interventricular septum to LV posterior wall
thickness ratio during diastole (P < 0.01),
and shorter aortic valve ejection time (P <
0.02) (Table 1). No differences in LV
measurements were noted in hypoxia-
exposed mice compared with air-exposed
mice (Table 1). No differences in RV function
were noted among the groups (Table 2).

Effects of Neonatal Hypoxia or
Hyperoxia Exposure on Adult Lung
Functions

Neonatal hypoxia and hyperoxia exposure
resulted in larger total lung volume

(Figure 1A), larger total lung capacity
(Figure 1B), and higher lung compliance
(Figure 1C) in adult mice. Neonatal hypoxia
also resulted in decreased total lung
resistance in adults (Figure 1D). Compared
with air-exposed mice, lung compliance in
both hypoxia- and hyperoxia-exposed mice
was lower at 2 weeks of age, but higher at
14 weeks of age (Figure 1E).

On the other hand, compared with the
air-exposed group, total lung resistance
(Figure 1F) in both hypoxia- and
hyperoxia-exposed mice was significantly
higher at 2 weeks of age and reduced in
hypoxia-exposed (but not hyperoxia-
exposed) mice at 14 weeks of age.

Effect of Neonatal Hypoxia or
Hyperoxia Exposure on Adult Airway
Reactivity

Adult mice exposed to neonatal hyperoxia
had higher total lung resistance when

challenged with increasing doses of
methacholine (Figure 2D). No difference in
airway reactivity was noticed between
hypoxia-exposed and air-exposed mice.

Effects of Neonatal Hypoxia or
Hyperoxia on Adult Bronchial Size
The average diameter of smaller bronchi
(75-125 pm) in adult mice exposed to
neonatal hyperoxia was less than in air-
or hypoxia-exposed mice (Figure 2E).
Effect of neonatal hypoxia or hyperoxia
exposure on lung M2, M3, and [ receptors.
Immunohistochemical (IHC) staining for
M2 receptors indicated that both hypoxia-
and hyperoxia-exposed mice had reduced
bronchial M2 staining compared with air-
exposed mice (see Figure E1 in the online
supplement). IHC for M3 receptor was not
satisfactory. IHC of B2 in the airways did
not show any differences among the groups
(% of thresholded 32 receptor stained
area per bronchial tissue area [mean * SE]:
air, 15 * 1%; hypoxia, 13.9 % 0.5%;
hyperoxia, 13.3 = 0.9%; P = not significant;
n = 3). Western blot analysis of lung
homogenates for 32, M2, and M3 receptors
did not show any quantitative difference
among the groups (Figures 2F and 2G).

Effect of Neonatal Hypoxia or
Hyperoxia Exposure on Alveolar
Development

Both neonatal hypoxia and hyperoxia
exposure resulted in reduced RAC

(Figure 3D) and increased alveolar size
(MLI) (Figure 3E) at 14 weeks of age. This
reduction in number and increase in size of
alveoli was also noted in both hypoxia- and
hyperoxia-exposed groups at the 2-week

Table 1. Left Ventricular Functions Measured by Echocardiography

time point (Figures 3F and 3G). The
number and thickness of the septa attached
per bronchus were decreased in both
hypoxia- and hyperoxia-exposed groups
(Figures 4D and 4E).

Effect of Neonatal Hypoxia or
Hyperoxia Exposure on Adult
Bronchial a-SMA Content

The percentage of area occupied by
bronchial smooth muscle was increased in
the hyperoxia-exposed group as compared
with the other two groups (Figure 4F).

Effect of Neonatal Hypoxia or
Hyperoxia Exposure on Adult Lung
Collagen, Elastin, and Bronchial

Mucin

Histologic analysis of lung sections of air-,
hypoxia-, and hyperoxia-exposed mice did
not show any difference among the groups
in the percentage of area occupied by
collagen and elastin (Figures 5D and 5E).
Overall, lungs exposed to hyperoxia had
reduction in total tissue area (Figures 5D
and 5E). However, hyperoxia-exposed mice
had higher total collagen by biochemical
quantitation after adjustment for total
protein compared with air- or hypoxia-
exposed mice (Figure 5F). Alcian
blue-stained sections did not demonstrate
qualitative differences in mucin content,
with minimal staining noted in airways in
all three groups (data not shown).

Effect of Neonatal Hypoxia or
Hyperoxia on Adult RV Mass

Neither neonatal hypoxia nor hyperoxia
exposure affected heart weight per body
weight (Figure 6A), RV to LV with septum

Parameters

LV echo dimensions

Air (21%0,) Hypoxia (12% O,) P (21 vs. 12% O,) Hyperoxia (85% O5) P (21 vs. 85%0,) P by ANOVA

LVPW; diastole, mm 0.6 = 0.04 0.6 = 0.03 0.95 0.8 = 0.03 0.06 0.02
LVPW; systole, mm 0.9 £ 0.04 0.9 = 0.02 0.82 1.1 = 0.07 0.02 0.005
RWT; diastole, mm 0.3 = 0.02 0.3 = 0.01 0.81 0.4 = 0.02 0.06 0.01
RWT; systole, mm 0.7 = 0.05 0.6 = 0.03 0.62 0.9 = 0.08 0.02 0.003
IS/LVPW; diastole 1.1 = 0.07 1.1 = 0.06 0.7 0.9 = 0.04 0.01 0.01
IS/LVPW; systole 1.2 = 0.05 1.1 = 0.03 0.42 0.9 £ 0.08 0.01 0.01
AV
AVAc, m/s? 128 = 18 136 = 20 0.77 151 =19 0.4 0.72
AVET, ms 455 £ 1.9 418 1.5 0.15 40 = 0.7 0.02 0.05
AVAC/AVET 29 = 0.41 3.4 = 0.57 0.53 3.8 +05 0.2 0.51
Definition of abbreviations: AV, aortic valve; AVAc, AV acceleration; AVET, AV ejection time; LV, left ventricular; LVPW, LV posterior wall; RWT, relative wall

thickness; IS, interventricular septum.

For echocardiography, the 25-MHz, single-crystal, mechanical scan head, Vevo 770 Imaging System was used (n = 10 per group; means *+ SE; P versus

corresponding air group).
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Table 2. Right Ventricular Function

Parameters

RV echo dimensions

Air (21% O;) Hypoxia (12% O,) P (21 vs. 12%0,) Hyperoxia(85% O,) P (21 vs. 85% O,) P by ANOVA

RVAW; diastole, mm 0.3 = 0.03 0.3 = 0.02 0.09 0.3 = 0.03 0.326 0.23
RVAW; systole, mm 1.2 = 0.14 1+0.16 0.47 1.2 £ 0.14 0.47 0.72
RVID; diastole, mm 1.1+ 0.14 1.1 = 0.13 0.65 1.1 = 0.16 0.81 0.98
RVID; systole, mm 0.9 = 0.1 100 0.42 1.2 = 041 0.06 0.1
PV
PVAc, m/s? 50.3 = 3.3 545 + 4.7 0.47 574 £ 58 0.25 0.54
PVET, ms 455 + 1 48.7 = 1.2 0.06 43.8 = 0.9 0.25 0.01*
PVAC/PVET 1.3 = 0.26 1x01 0.29 1+01 0.82 0.37
Definition of abbreviations: PV, pulmonary valve; PVAc, PV acceleration; PVET, PV ejection time; RV, right ventricular; RVAW; RV anterior wall; RVID,

RV internal diameter.

Values presented are means = SE; n = 10 per group; P vs. corresponding air group.

*P < 0.05 for hypoxia vs. hyperoxia group.

weight ratio (Figure 6B), or RV weight per
body weight (Figure 6C).

Effects of Neonatal Hypoxia and
Hyperoxia Exposure on Adult
Pulmonary Arterial Muscularization
Neonatal hypoxia did not affect adult
pulmonary arterial wall thickness compared
with air-exposed mice. However, neonatal
hyperoxia resulted in increased small
pulmonary arterial wall thickness (arterial
size, 20-50 pm and 50-100 pwm) compared
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with air-exposed mice at 14 weeks of age
(Figure 6D).

Discussion

The major findings of this study were that
both neonatal hypoxia and hyperoxia
exposure resulted in an emphysema
phenotype in adult mice, and neonatal
hyperoxia (but not hypoxia) exposure
increased adult airway reactivity, and was
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associated with LV dysfunction. Increase in
adult airway reactivity with neonatal
hyperoxia exposure was also accompanied
by a decrease in the size of small-caliber
airways, increase in the quantity of
bronchial smooth muscle, and a decrease
in thickness and number of septa attached
per bronchi.

Other investigators have also noted
similar alveolar simplification and abnormal
lung function in mice at 8 weeks of age after
a shorter period (P1-P4) of oxygen
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Figure 1. Lung function in adult mice exposed to air, hypoxia, or hyperoxia in the newborn period. Total lung volume (A), total lung capacity (B), and lung
compliance (C) were increased in both hypoxia- and hyperoxia-exposed mice. Total lung resistance (D) was decreased in hypoxia-exposed mice.

Compliance was lower at 2 weeks of age immediately after the exposure and higher at 14 weeks after the exposure (E) in both hypoxia- and hyperoxia-
exposed groups compared with the air controls. Total lung resistance at 2 weeks after the exposure was higher in both hypoxia- and hyperoxia-exposed
groups and lower in hypoxia-exposed mice 14 weeks after the exposure (F) (n = 6 per group; means = SE). *P < 0.05 versus corresponding air group.
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Figure 2. Airway reactivity was increased in adult mice exposed to neonatal hyperoxia. (A-C)
Representative photomicrographs of hematoxylin and eosin (H&E)-stained lung sections of 14-week-
old mice exposed to air (A), hypoxia (B), or hyperoxia (C) in the newborn period (400X ; calibration
bars, 50 wm). Administration of increasing doses of nebulized methacholine (10, 20, 30, 40, and
50 pg) showed an increased airway reactivity only in hyperoxia-exposed mice at the 50-u.g dose (D)
(n =21, 7 per group; means = SE). *P < 0.05 versus corresponding air group. Average diameter of
bronchi in the size range of 75-125 pum was decreased in 14-week-old mice exposed to neonatal
hyperoxia compared with air control mice (E) (n = 18, 6 per group; means * SE). *P < 0.05 versus
corresponding air group. (F and G) Representative Western blots showing no significant difference
in M3, M2, and B2 receptors of lung homogenates of adult mice exposed to air, hypoxia, or hyperoxia
in the newborn period (n = 6 per group). Br, bronchiole; PA, pulmonary artery.

exposure (18). This alveolar simplification,
increased compliance, and increased
resistance was associated with a loss of type
II alveolar epithelial cells and minimal
changes in endothelial cells, and no changes
in surfactant activity (18, 19). In aged

(67 wk) mice exposed to neonatal
hyperoxia, abnormalities in lung
compliance persisted, but alveolar
simplification and increased airway
resistance were no longer seen (8).
However, changes in adult airway reactivity
after neonatal hyperoxia have not been
previously described. We found that
neonatal hyperoxia increased adult airway
reactivity with overall increase in baseline
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total lung resistance. This increase in
airway reactivity was associated with an
increase in bronchial a-SMA and decrease
in bronchial M2 staining (but without any
change in M2 content in whole-lung
homogenate, perhaps because alveolar
staining was not different). In addition,
hyperoxia-exposed mice may also have
abnormal airway stability, as evidenced by
reduction in number and thickness of
peribronchial alveolar septa. The reduction
in average size of small airways suggests
that early hyperoxia exposure may impair
bronchial development. We speculate that
abnormal bronchial development, increase
in SMA, reduction in M2 receptors (20, 21),

and poor airway stability (22) might lead
to the development of adult airway
hyperreactivity in our neonatal hyperoxia-
exposed mice. It has been shown that
hyperoxia exposure may increase airway
reactivity by alterations in bronchial
smooth muscle contractility induced by
increases in substance P (23), impaired
relaxation resulting from altered smooth
muscle myosin phosphatase phosphorylation
(24), cAMP-dependent mechanisms

(25), or mast cell accumulation (26).
These observations may be clinically
relevant, as survivors of BPD demonstrate
airflow reductions and bronchial
hyperresponsiveness during adolescence
and young adulthood (6, 27, 28).
Interestingly, we noted that alveolar size
continues to increase at 14 weeks in both
hypoxia- and hyperoxia-exposed groups
despite the increase (but at a lower rate) in
RAC over time. Increase in the alveolar size
in both hypoxia- and hyperoxia-exposed
mice is probably because of the markedly
increased lung compliance. As all lungs were
inflated to the same inflating pressure, the
hypoxia- and hyperoxia-exposed mouse
lungs distend to a greater extent, increasing
alveolar size and thereby producing

a greater measured MLI in adult life as
compared with at 2 weeks, despite the
fact that there are more alveoli, as indicated
by RAC.

We did not find any change by collagen
or elastin staining, although we identified an
increase in collagen quantity by the Sircol
assay after adjustment for total protein in
the hyperoxia-exposed mice. Infants with
BPD have been noted to have larger saccules
with more collagen, with thickening,
tortuosity, and disorganization of collagen
fibers in the saccular wall as compared
with controls (29). Young adult survivors
of moderate to severe BPD also have
pulmonary abnormalities characteristic
of emphysema (30). The histology of our
mouse model is similar, with reduced
alveolar septation, and less collagen in the
alveolar septal tips and more condensed
collagen in the saccular wall.

Neonatal hyperoxia exposure increases
systemic blood pressure and impairs
vasoreactivity in adult rats (31), possibly
due to developmental programming
of endothelial nitric oxide synthase
uncoupling and enhanced vascular
oxidative stress (32). Our study in mice
indicates that neonatal hyperoxia results in
LV dysfunction without alterations in
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Figure 3. Alveolar development of adult mice exposed to air, hypoxia, or hyperoxia in the newborn period. (A-C) Representative photomicrographs of
H&E-stained lung sections of 14-week-old mice exposed to air (A), hypoxia (B), or hyperoxia (C) in the newborn period (100X; calibration bars, 250 wm).
Radial alveolar count, an index of alveolar number, was reduced in 14-week-old mice exposed to neonatal hypoxia or hyperoxia (D). The reduction
in number of alveoli persisted from 2 to 14 weeks of age (F). Mean linear intercept, a measure of alveolar diameter, was increased in adult mice exposed
to neonatal hypoxia or hyperoxia (E). The increase in the size of the alveoli persisted from 2 to 14 weeks of age (G) (n = 18 at each time point with
6 per group; means = SE). *P < 0.05 versus corresponding air group.

systemic blood pressure at the 12- to
14-week time point. It is possible that this
dissimilarity in response may be due to
differences between species or in methods.
It is possible that a longer-term follow up
may indicate development of systemic
hypertension in the mouse model as well.
This finding is clinically important, as
infants born prematurely are at higher risk
of developing systemic hypertension in
childhood (33), adolescence (34), and adult
life (35), which may be a result of early
exposure to various postnatal factors,
including early hyperoxia exposure or as

a complication of prematurity itself.

We have previously shown that
exposure of newborn mice to hypoxia
induces pulmonary arterial remodeling and
RV hypertrophy at 2 weeks of age (9, 10).
However, these findings were no longer

Ramani, Bradley, Dell’ltalia, et al.: Oxygen Exposure and Cardiopulmonary Development

evident at the 12- to 14-week time point,
indicating that the early effects of hypoxia
on the pulmonary vasculature are
reversible. Neonatal hyperoxia exposure
increased wall thickness of small
pulmonary arteries in adult mice, but
without any corresponding changes in
RV/(LV + §) ratio, or echocardiographic
evidence of pulmonary hypertension. It is
possible that the thicker small arteries and
the possible loss of progenitor cell
capability (36) associated with alveolar
simplification may lead to the development
of pulmonary hypertension, in the presence,
or a lower threshold, of a “second hit” (e.g,,
infection or hypoxia).

There are certain strengths to our
study, which compared and contrasted the
effects of neonatal exposures to both
hypoxia and hyperoxia. Lung structure

(histology) and function (including airway
reactivity) were evaluated, in addition to
bronchial smooth muscle, receptor quantity,
and estimation of lung collagen, elastin, and
a-SMA. However, our study also has
certain limitations. Although newborn
mouse lungs are structurally similar
(saccular stage) to preterm infant lungs,
there are interspecies differences. For
example, mouse lungs at birth are able to
provide sufficient gas exchange and have
adequate surfactant activity compared
with a preterm human lung at a similar
developmental stage, which usually
demonstrates respiratory distress syndrome.
In the clinical setting, low- and high-
oxygen exposures are intermittent and not
a constant exposure, as in our animal
model. However, fetal lung development
in utero takes place in a relatively
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Figure 4. Analysis of bronchial a-smooth muscle actin (a-SMA) content and peribronchial alveolar septa assessment in adult mice exposed to air, hypoxia, or
hyperoxia in the newborn period. (A-C) Representative photomicrographs of nonenzymatic fluorescent Cy-3 a-SMA-stained lung sections of adult mice exposed
to air (A), hypoxia (B), or hyperoxia (C) in the newborn period (400X; calibration bars, 50 wm). Number of septa attached per bronchus (D) and their thickness
(E) were reduced in both hypoxia- and hyperoxia-exposed mice (n = 18, 6 per group; means = SE). *P < 0.05 versus corresponding air group. Percentage of total
area occupied by a-SMA was increased in adult mice exposed to neonatal hyperoxia (F) (1 = 6 per group; means = SE). *P < 0.05 versus corresponding air group.
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Figure 5. Analysis of lung collagen and elastin content of adult mice exposed to air, hypoxia, or hyperoxia in the newlbom period. (A-C) Representative
photomicrographs of picrosirius red—stained lung sections of adult mice exposed to air (A), hypoxia (B), or hyperoxia (C) in the newborn period (100X ; calibration bars,
250 wm). (D and E) C, collagen-stained area as percentage of total image area; C/T, percentage of collagen area/percentage of tissue area; E, elastin-stained
area as percentage of total image area; E/T, percentage of elastin area/percentage of tissue area; TA, tissue area as a percentage of total image area (n = 6 per group;
means * SE). *P < 0.05 versus corresponding air group. Histological quantitation did not show differences in collagen (D) or elastin content (E) among

groups. Measurement of soluble collagen in lung homogenates by Sircol soluble collagen assay (F) showed increased collagen in hyperoxia-exposed mice compared
with air controls (n = 6 per group). *P < 0.05 versus corresponding air group.
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Figure 6. Analysis of cardiac and pulmonary arterial remodeling of adult mice exposed to air, hypoxia, or hyperoxia in the newborn period. Ratios of
heart to body weight (A), RV weight per LV plus septum (S) weight (B), and RV weight per body weight (C) were not significantly different among adult mice
exposed to air, hypoxia, or hyperoxia in the newborn period. Pulmonary arterial wall thickness in small arteries (20-50 um and 50-100 um) was increased
in adult mice exposed to neonatal hyperoxia compared with air controls (D) (n = 6 per group). Data presented are means = SE. *P < 0.05 versus

corresponding air group.

air. In addition, regions of developing
premature lung may experience alveolar
hypoxia (resulting from inadequate
ventilation secondary to either lung
disease or prematurity) with or without
regional hypoxemia (secondary to
intrapulmonary shunting within poorly
ventilated lung). This relative hyperoxia or
hypoxia in preterm infants may persist
throughout infancy, especially in infants
with moderate to severe BPD who are
often exposed to prolonged supplemental
oxygen and have episodes of hypoxemia.
Our mouse model with exposure of mice
until P14 corresponds to exposure in
human infants until 1-2 years of age (37).
Although alterations in oxygen
concentration (hypoxia or hyperoxia) are
often used as good and reproducible

Ramani, Bradley, Dell’ltalia, et al.: Oxygen Exposure and Cardiopulmonary Development

animal models for BPD, they do not
simulate BPD pathogenesis accurately,
as there is no additional insult, such as
infection or ventilation-induced lung
injury.

There are limitations in using the

mouse model of airway reactivity (38, 39).

There are dissimilarities between mouse
and human airway anatomy, such as
fewer airway generations, lack of airway
submucosal glands, paucity of smooth
muscle beyond the first bronchial
generation, and different airway
smooth muscle phenotype in mice (39,
40). These species differences may limit
the generalizability of our results to
humans. The specific role of oxidative
stress in modulating airway reactivity
was not assessed in our study. However,

we have previously demonstrated
increased oxidative stress in lung
homogenates after neonatal hyperoxia
exposure (41).

In addition, although we evaluated
mice using echocardiography, tail cuff
pressures, and pulmonary vascular
morphometry, invasive pressure monitoring
was not performed, as it is technically
challenging and subject to many sources of
variation. Additional longer-term follow-up
and histological analysis of the heart and
major vessels is required to confirm our
findings of LV dysfunction after hyperoxia
exposure.

In conclusion, neonatal exposure to
hypoxia and hyperoxia induce alveolar
simplification and abnormal lung function
that persists to adult life in mice. In addition,
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exposure to neonatal hyperoxia (but not
hypoxia) also leads to increased airway
reactivity, LV dysfunction, and thickening
of small pulmonary arteries of a magnitude
not sufficient to result in pulmonary

hypertension. Some of these findings
simulate aspects of longer-term sequelae of
extremely premature infants. The mouse
model of neonatal hyperoxia exposure may
be useful to determine the underlying

mechanisms of these effects and to test
potential therapeutic strategies. ll

Author disclosures are available with the text
of this article at www.atsjournals.org.
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