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ABSTRACT 
Background: Preterm delivery affects six to twelve per cent of all pregnant women each 
year. Treatment with antenatal corticosteroids (ACS) has contributed greatly to improve 
outcome after preterm birth. It is administered to women at risk for preterm delivery to 
reduce the risk of respiratory distress syndrome (RDS) and death of her preterm infant. The 
protective effect of ACS declines after 7-10 days. Considering that up to 50% of women 
remain undelivered 7-10 days after ACS administration, and in view of the neonatal benefits, 
repeat courses of ACS could be considered. However, unresolved concerns about safety still 
make such treatment regime controversial. Furthermore, it is not clear whether ACS is 
effective also in extremely preterm gestations. 

Objective: The overall objective with this thesis was to investigate the impact of repeat 
courses of ACS in exposed subjects, both on infant size at birth, and on longer term outcomes 
(study I-III). Another objective was to explore the association between timing of ACS 
administration and survival in extremely preterm infants (study IV). 

Methods: All studies in the thesis are cohort studies. In study I-III we used a cohort of about 
100 children exposed to various courses of ACS in utero. We evaluated them regarding infant 
anthropometry at birth (study I), and risk factors for cardiovascular disease (study II) and 
neuropsychological function (study III) at follow up in adolescence/young adulthood. In 
study IV we evaluated a national population-based cohort of extremely preterm infants 
(EXPRESS – Extremely Preterm Infant in Sweden Study) regarding ACS administration-to-
birth interval and survival. 

Results: We found a dose-dependent association between number of ACS-courses and 
restricted body size at birth (study I). There was no clear correlation between repeat courses 
of ACS in fetal life and cardiometabolic risk factors at 14-26 years of age (study II). In 
addition, there was no indication that repeat ACS exposure had an adverse impact on 
cognitive function or psychological health at follow-up in adolescents and young adults 
(study III). In study IV we found a significant reduction in mortality among extremely 
preterm infants after any ACS, with an optimal administration-to-birth interval of 1-7 days. 

Conclusions: Although exposure to repeat courses of ACS in utero were found to be related 
to gradually reduced body size at birth (indicating fetal growth restriction), it seems less 
likely from our findings that there are clinically important and long-standing adverse effects 
on cardiovascular and neuropsychological health. Another conclusion from this thesis is that 
ACS effectively reduces the mortality risk in extremely preterm infants and that timing of 
antenatal corticosteroids is important also in women delivering extremely preterm. 
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1 BACKGROUND 

1.1 PRETERM BIRTH 

1.1.1 Definition and epidemiology 

The duration of a normal human pregnancy is 40 weeks or 280 days from the first day of last 
menstrual period.1 The currently accepted definition of preterm birth is birth before 37 
completed weeks of pregnancy, very preterm before 32 weeks and extremely preterm before 
28 weeks of pregnancy (figure 1).2  

 

week 22 23 24 25 26 27 28 29 30 31 32 33 34 35 36 37 38 39 40 41 42 43 
 Extremely preterm 

<28 w 
                

 Very preterm <32 w 
 

            

 Preterm <37 w 
 

       

                Term 37-41 w 
 

  

                     Postterm 
42 w+ 

 

Figure 1. Definition of preterm birth (adapted from Tucker et al.2) 

 

According to the World Health Organization (WHO), about 15 million babies are born 
preterm each year, which is more than 1 in 10 babies. In almost all countries the preterm birth 
rates are increasing. About 1 million babies die each year due to complications of preterm 
birth, making prematurity the leading cause of death in children under the age of 5 globally.3  

In Sweden the preterm birth rates look slightly different. 6% of all babies are born preterm 
(<37 weeks), about 1% are born very preterm (<32 weeks) and approximately 0.3% are born 
extremely preterm (<28 weeks).4 Compared to many other countries the preterm birth rates 
have been rather stable during the last decades.4  

1.1.2 Survival after preterm birth 

The survival rate after preterm birth in Sweden is also different from the global rates. 
Survival among moderately preterm and very preterm babies in Sweden is almost universal 
and survival rate after extremely preterm birth is steadily improving. The one-year survival 
after being born alive at extremely preterm gestational age in Sweden is now approximately 
70%5,6 compared to the early 90´s when the corresponding rate was about 40%7 (figure 2). 
The causes for the improved survival are related to many factors in modern obstetric and 
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neonatal care. The use of antenatal corticosteroids (ACS), exogenous surfactant, advanced 
ventilator strategies and the centralization of neonatal intensive care are some factors that 
have contributed greatly to the improved outcome after preterm birth. However, the improved 
survival must be put in relation to the neonatal morbidity following preterm birth. 

 

Figure 2. Survival rates after extremely preterm birth in Sweden 1990-19927, 2004-20075 and 
2007-20156 

 

1.1.3 Neonatal morbidities of preterm birth 

Infants who are born preterm face an increased risk of neonatal morbidity compared to 
infants born at term. Most organs are immature in preterm babies leading to a diversity of 
neonatal illnesses including respiratory distress syndrome (RDS), bronchopulmonary 
dysplasia (BPD), brain injuries such as intraventricular haemorrhage (IVH) and 
periventricular leukomalacia (PVL), necrotizing enterocolitis (NEC), retinopathy of 
prematurity (ROP), nutritional difficulties, hyperbilirubinemia, renal failure, invasive 
infections, persisting fetal circulation and patent ductus arteriosus (PDA). One way to get an 
early indication of possible long-term outcome following preterm birth is to measure major 
neonatal morbidities. The major morbidities are often referred to as; IVH grade III or more, 
cystic PVL, NEC, ROP stage 3 or more, and severe BPD. The risk of major neonatal 
morbidities will increase with lower gestational age (GA) as will the risk of poor long-term 
outcome.8 The incidence of the major morbidities varies in different settings. In Sweden the 
chance of surviving one year without any major neonatal morbidity after extremely preterm 
birth ranged from 2% at 22 weeks of gestation to 54% at 26 weeks (figure 3).5  



 

 11 

     

Figure 3. One-year survival without major neonatal morbidity in Sweden 2004-20075     

  

1.2 ANTENATAL CORTICOSTEROIDS (ACS) 

One of the most important interventions for improving survival and decreasing morbidity 
after preterm birth is to treat pregnant women with threatening preterm delivery with 
antenatal corticosteroids (ACS). In 1972, drs Liggins and Howie conducted a randomized 
controlled trial (RCT) demonstrating that treatment with ACS markedly reduced the risk of 
infant respiratory distress syndrome and neonatal mortality.9 This has since then been 
confirmed in numerous studies.10,11 ACS have in addition to its effect on pulmonary 
maturation been proved to reduce the risk of intraventricular hemorrhage, early systemic 
infections and necrotizing enterocolitis.11 ACS reduces the overall risk of neonatal death with 
an average of 31% (RR 0.69; 95% CI 0.59-0.81).12 The morbidities ameliorated by ACS are 
described in more detail below (chapter 1.2.3).   

1.2.1  Recommendations for ACS treatment 

Antenatal corticosteroids are widely recommended worldwide because of its proven 
beneficial effects on neonatal outcome after preterm birth. The latest Cochrane review from 
2017 concludes that a single course of antenatal corticosteroids should be considered routine 
for preterm delivery.12 The World Health Organization recommends ACS for women at risk 
of preterm birth from 24 weeks to 34 weeks of gestation.13 The latest guidelines from the 
American College of Obstetricians and Gynecologists (ACOG) state that a single course of 
corticosteroids is recommended for pregnant women between 24 0/7 weeks and 33 6/7 weeks 
of gestation.14 The UK National Institute for Health and Care Excellence (NICE) published 
their latest guidelines 2015 in which they recommend offering ACS between 26 0/7 and 33 

0 

10 

20 

30 

40 

50 

60 

22 23 24 25 26 

2 
8,9 

20,8 

36,6 

53,9 

Gestational week 

one-year survival without 
major morbidity (%) 



 

12 

6/7 weeks of gestation.15 In Sweden, the current recommendations are to treat pregnant 
women with threatening preterm labour between 23 0/7 and 33 6/7 weeks of gestation.  

The most used treatment regimen is two doses of 12 mg of betamethasone (BM) 
intramuscularly 24 hours apart. This regimen is one example of a complete course of ACS. 
When only one of the two doses has been administered before birth, it is referred to as an 
incomplete course. In a minority of settings, dexamethasone (DX) is used instead of 
betamethasone and there are still insufficient evidence to support the use of one corticosteroid 
over the other.12 

The well-described positive effects of ACS have though been accompanied by concerns 
regarding potential adverse effects on the fetus, affecting both short- and long-term health. 
Those concerns have mainly risen from in vitro studies and studies in animals, showing 
unwanted side effects on different tissues and organs. Concern for side effects of ACS are of 
particular concern in pregnancies that do not end preterm. In such cases, little if any benefit 
from ACS may be outweighed by potential adverse effects. 

1.2.2  Corticosteroid´s mechanism of action 

To be able to understand how ACS can exert their positive, and potential negative, effects on 
the fetus we have to look at the function of glucocorticoids in general. 

1.2.2.1  Glucocorticoids during pregnancy  

The main circulating 
endogenous 
glucocorticoid (GC) in 
humans is cortisol. 
Cortisol is produced and 
released from the adrenal 
cortex. This is regulated 
by the hypothalamic-
pituitary-adrenal axis 
(HPA-axis) (figure 4). 

 

 

 

 

 

Figure 4. The hypothalamic-pituitary-adrenal axis (HPA-axis) 
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Glucocorticoids are involved in the expression of a large variety of genomes in many organ 
systems and they regulate metabolic processes and stress responses.16 Their pharmaceutical 
use derives from their anti-inflammatory and immunosuppressive activities.  

Glucocorticoids play a very important role in the normal fetal development, especially 
regarding pulmonary maturation, brain development and fetal growth (see chapter 1.4.2.2). 
Nevertheless, excessive transmission of glucocorticoids to the immature fetus could have a 
negative impact on developmental programming, narrowing physiological boundaries for 
health and increasing the risk of subsequent disease later in life (see chapter 1.4.2.3).17 During 
pregnancy, the fetus is protected from high levels of endogenous cortisol from the mother via 
11β-hydroxysteroid dehydrogenase type 2 (11β-HSD2) in the placenta and fetal tissue. 11β-
HSD2 converts active cortisol to inactive cortisone and prevents the entry of maternal cortisol 
to the fetal compartment. In addition, the HPA-axis in the immature fetus is inactivated which 
results in low fetal output of cortisol. Hence, the fetal levels of cortisol are approximately 
10% of those in maternal blood.16 In contrast, the synthetic glucocorticoids betamethasone 
and dexamethasone used in ACS treatment, are not inactivated by 11β-HSD2, which results 
in higher concentrations of synthetic glucocorticoids in fetal blood (30% of those in maternal 
blood).16 

Endogenous glucocorticoids exert their effects mainly through the glucocorticoid receptor 
(GR) but also through the mineralocorticoid receptor (MR), which act as transcription factors 
to alter gene expressions. In addition, GR and MR can also mediate fast non-genomic actions 
via membrane-located receptors.18 The synthetic GCs BM and DX only have affinity to the 
glucocorticoid receptor and bind to the GR with 25-fold higher affinity than cortisol.19   

1.2.2.2 Glucocorticoids and normal fetal development 

One of the most vital roles of glucocorticoids in the normal fetal development is their effects 
on pulmonary maturation, lowering the risk of respiratory distress in preterm infants (chapter 
1.2.3.1).  Glucocorticoids also play a vital role in fetal brain development by initiating 
terminal neuronal maturation, remodeling of axons and dendrites and affecting cell 
survival.20,21 Besides its effects on the fetal lungs and brain, GC have important effects on 
other organ systems such as the heart, circulation, kidneys, liver, adipose and thyroid, all 
contributing to improve postnatal adaptation.17,22 Glucocorticoids also affect systems that 
regulates fetal growth23 and profoundly influence the development and lifelong function of 
the HPA-axis.24 

1.2.2.3 Glucocorticoids and developmental programming 

The ability of the early environment to program physiological function throughout life was 
identified already in the 1950s.25 In the 1980s, Barker et al discovered that low birth weight 
was associated with increased risk of cardiovascular disease in adulthood.26 He postulated 
that low birth weight could be seen as a surrogate marker of fetal malnutrition, and that there 
was a causative relationship between adverse fetal environment and suboptimal health in 
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adulthood. Since then, animal experiments as well as observational human data has provided 
support for the Barker hypothesis.27-29 This field of research, exploring the association 
between environmental challenges during pregnancy, altered fetal growth and development, 
and later pathophysiology, is referred to as the developmental origins of health and disease or 
developmental programming. 

Glucocorticoids are, as mentioned above, an important developmental switch, driving 
changes in gene regulation that are necessary for normal fetal growth and maturation of many 
organ systems. However, excessive transmission of GC to the fetus or at an incorrect stage of 
maturation have been suggested to be major contributing mechanisms for adverse 
developmental programming, resulting in altered physiological function throughout life.17,30,31 
Synthetic glucocorticoids effect on the HPA-axis is of special concern since the HPA-axis has 
a critical role in the regulation of metabolic, cardiovascular, reproductive and neurological 
systems, and dysregulation of the HPA-axis is associated with a number of chronic 
diseases.17,32-34             

1.2.3 Neonatal morbidities affected by ACS 

1.2.3.1 Respiratory distress syndrome (RDS) 

RDS is one of the most serious complications of preterm birth and the primary cause of early 
neonatal death.35 It affects up to 80-90% of extremely preterm infants and about half of the 
very preterm infants, but can also affect infants born at later gestations.36 RDS usually 
presents at birth or shortly thereafter. The symptoms are progressive and include grunting, 
chest wall retractions, nasal flaring, and increased work of breathing. In the infant lung, 
surfactant is produced by type II pneumocytes in the alveolar airspaces. Surfactant forms a 
film in the alveoli, lowering alveolar surface tension thus increasing lung compliance and 
preventing atelectasis. The pathophysiology behind the disease can briefly be explained by 
the structurally immature and surfactant-deficient lung that has a tendency to collapse. The 
presence of relatively well-perfused but poorly ventilated areas of the lung results in 
ventilation/perfusion mismatch with hypoxemia and hypercarbia. Left untreated, the 
condition may lead to respiratory failure and death. The treatments for RDS include 
surfactant replacement therapy, continuous positive airway pressure (CPAP), and mechanical 
ventilation.  

The use of ACS to enhance pulmonary maturation has markedly reduced the incidence of 
RDS. Reviews have shown that ACS reduces the risk of RDS with an average of 34% (RR 
0.66; 95% CI 0.56-0.77) and the need for mechanical ventilation with an average of 32% (RR 
0.68; 95% CI 0.56-0.84).12 

The mechanism behind ACS´ positive effect on the fetal lung is that glucocorticoids increase 
surfactant production by increasing phospholipid synthesis and stimulating the production of 
surfactant-associated proteins.37 In addition, GCs promote fetal lung development by 
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stimulating cell maturation and differentiation, stimulating antioxidant enzymes, thinning of 
the alveolar septae and regulating pulmonary fluid metabolism.37-39  

1.2.3.2 Intraventricular hemorrhage (IVH) 

The risk of developing IVH is inversely proportional to gestational age. It mainly affects 
preterm infants born before 32 weeks. The incidence ranges from about 10-50% in different 
centers. 90% of the cases occur in the first 3 days after birth. IVH is a hemorrhage from the 
germinal matrix located in the lateral ventricles of the brain. The hemorrhage is commonly 
graded I-IV where grade I is a small hemorrhage in the subependymal area or in the matrix, 
grade II includes blood in the ventricle but without ventricular dilatation, grade III includes 
ventricular blood with ventricular dilatation whereas grade IV includes parenchymal 
engagement.40 The prognosis for IVH grade I-II is generally considered good whereas 
grade III and IV increase the risk of poor neurological outcome such as cerebral palsy (CP), 
lower cognitive function and impaired motor function41 and is associated with white matter 
damage (PVL).41,42  

The use of ACS has in systematic reviews been found to reduce the incidence of IVH with 
an average of 45% (RR 0.55; 95% CI 0.40-0.76).12 

Glucocorticoids role in prevention of IVH is likely due to increased circulatory stability and 
vascular resistance,43,44 maturation of cerebral microvasculature45,46 and improved lung 
function reducing the need for mechanical ventilation. 

1.2.3.3 Necrotizing enterocolitis (NEC) 

NEC is a rare but potentially very serious complication after preterm birth. It is an 
inflammatory condition in the gut mainly affecting the most immature infants or infants 
small for gestational age (SGA). The incidence varies from about 5-10% in different 
settings. The etiology is not fully understood but some predisposing factors are enteral 
feeding, decreased oxygenation of the gut, decreased intestinal blood flow and invasion of 
pathogenic bacterial flora. The clinical symptoms include a distended abdomen, blood in 
the stools and signs of pain in the infant. The disease is characterized by acute 
inflammation of the intestinal wall, necrosis, perforations and septicemia. Milder cases are 
often treated conservatively with antibiotics and withheld feeds whereas more severe cases 
require surgical intervention. Mortality rates can be up to 50% in severe cases.47  

The use of ACS has been found to reduce the incidence of NEC with an average of 50% 
(RR 0.50; 95% CI 0.32-0.78).12 

1.2.3.4 Neonatal infections 

Systemic infections are common complications after preterm birth and can be divided into 
two subgroups; early onset (within 48 hours after birth) and late onset (>48 hours after 
birth). The incidence of septicemia in extremely preterm infants varies from 25-60%.48 
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Early neonatal infections are mainly contracted in utero or at birth and the most common 
microorganisms are group B streptococci. Late onset infections are mainly nosocomial and 
the most common microorganism is coagulase-negative staphylococci. Systemic infections 
are treated with antibiotics and antibiotic treatment is often given on wide indications 
before bacterial infection can be excluded.  

The use of ACS has been found to reduce the incidence of early systemic infections with an 
average of 40% (RR 0.60; 95% CI 0.41-0.88).12 

1.2.4 Long-term outcomes of preterm birth  

1.2.4.1 The Barker hypothesis 

In addition to the increased neonatal morbidity, survivors after preterm birth also face an 
increased risk of illness later in life. Barker et al discovered in the 1980´s that low birth 
weight as a surrogate marker of adverse fetal environment, was associated with increased risk 
of cardiovascular disease in adulthood.26 This has then been observed in numerous studies 
and it is now widely known that both low birth weight and prematurity are predisposing 
factors for developing pulmonary, cardiovascular and metabolic diseases as well as 
neurological and neurodevelopmental conditions later in life. Besides fetal malnutrition, 
excess exposure to glucocorticoids in utero could be a candidate mechanism underlying the 
associations between low birth weight and increased risk of cardiometabolic and other 
diseases in adulthood. 

1.2.4.2 Cardiovascular and metabolic outcome after preterm birth 

Most studies reporting data in historical cohorts before the modernization of perinatal and 
neonatal medicine show no increased risk for coronary heart disease or hypertension among 
elderly people born preterm.49,50 However, these results are biased because of the very 
selective survival after preterm birth during that time period. In the modern era of perinatal 
and neonatal medicine (after the 70´s) with a more universal survival, there are emerging 
numbers of studies showing an association between prematurity and increased risk of 
cardiovascular and metabolic diseases later in life. For example, preterm birth has been 
correlated to hypertension51-53, altered structure and function of the heart and the arterial 
tree54,55, diabetes56,57, increased levels of plasma low-density lipoproteins (LDL)53, 
overweight58 and stroke59,60 in adults.  

Since most women delivering preterm nowadays receive ACS, antenatal corticosteroid 
exposure could be one explanatory factor for these associations. In animals, ACS exposure 
has been associated with increased risk factors for cardiometabolic disease including 
enhanced fat deposition,61 impaired metabolism of visceral fat,62 higher blood pressure63 and 
decreased insulin sensitivity.64 In contrast to animal studies, the adverse effects of ACS in 
humans appear to be less prominent. A long-term follow-up in adult subjects has found that 
those exposed antenatally to synthetic GCs compared with placebo had similar blood 
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pressure, adiposity, blood lipids, fasting insulin concentrations, glucose tolerance and 
morning cortisol concentrations.65 Results from human observational studies have been a bit 
conflicting, with some showing no association between ACS exposure and later risk factors 
for cardiometabolic disease,66,67 while others have showed a small increase in blood 
pressure,68 slight decrease in renal clearance66, impaired β -cell function and evidence of 
increased aortic stiffness.69 In addition, two observational studies demonstrated increased 
stress reactivity in term-born children exposed antenatally to glucocorticoids.70,71 

1.2.4.3 Neurodevelopmental outcome 

It is well known that survivors of preterm birth face an increased risk of impaired 
neurological function. Major neurological disabilities such as cerebral palsy (CP), hearing 
and visual impairment are often used as markers for quality of care but cognitive difficulties 
and behavioral problems are also important outcome measures. Neurodevelopmental 
disability (NDD) is often categorized into mild, moderate or severe depending on the status of 
hearing, vision, IQ and Gross Motor Function Classification System (GMCFS). The 
incidence of NDD varies greatly between countries. A recent meta-analysis including studies 
from eight developed countries showed that the proportion of moderate to severe NDD 
among survivors of preterm birth ranged from 43% in infants born at 22 weeks of gestation to 
24% in infants born at 25 weeks of gestation.72 In the Swedish EXPRESS-cohort born before 
27 weeks of gestation, the incidence of moderate to severe NDD at 6.5 years of age was 
34%.73  

Major neurological disabilities are often identified early in life whereas milder deficits 
affecting behavioral, intellectual and educational outcome may become obvious with 
increasing age. These more subtle cognitive dysfunctions reported in children born preterm 
include lower intelligence, visual motor problems, deficient memory, delayed language skills, 
executive dysfunctions and social and emotional difficulties.74 Increased prevalence of 
learning disabilities, ADHD and autism spectrum disorders have also been reported.75  

In animal studies, exposure to ACS has been associated with reduced brain mass,76,77 delayed 
myelination, decreased maturation of the retina and peripheral nerves78,79 and impaired 
programmed apoptosis.80 Some of these effects persisted into adulthood,81 raising concerns 
that ACS treatment could contribute to adverse long-term neurodevelopment in individuals 
born preterm. However, in human studies, the outcomes after ACS exposure are much more 
reassuring. In RCTs, there are no significant correlation between ACS and adverse effects on 
later cognitive ability or neurosensory disability, including cerebral palsy.82,83 84,85 Other 
results in human studies are contradictive. For example, several studies have suggested 
adverse effects on emotional regulation after ACS exposure,86,87 whereas in longer term 
follow-up of clinical trials there have been no correlation to clinically significant disturbances 
in early childhood behavior, executive function or adult psychiatric illness.84,88,89 
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1.2.4.4 Pulmonary outcome 

The most severe pulmonary complication after preterm birth is the development of 
bronchopulmonary dysplasia (BPD). BPD is often defined by the need of supplemental 
oxygen at 36 weeks postmenstrual age and is graded into mild, moderate or severe depending 
on how much oxygen needed. The risk of developing BPD increases with decreasing GA, 
prolonged mechanical ventilation and oxygen therapy. BPD is a combined restrictive and 
obstructive disease where the restrictive component tends to normalize during the first years 
whereas the obstructive component tends to predominate later in life with asthma-like 
symptoms.90,91 Severe cases will be dependent on supplemental oxygen for several months to 
years. Individuals being born preterm but with no or only mild BPD also have an increased 
risk of respiratory symptoms and decreased lung function later in life than the general 
population.92-94 

Although ACS has many beneficial effect on the fetal lung, some experimental studies in rats 
exposed to ACS have shown a correlation to larger and fewer alveolar air spaces in 
adulthood,95,96 raising concern that later lung growth may be impaired also in humans. 
However, in clinical studies, ACS exposure did not affect spirometric measures of lung 
volume or expiratory flow in childhood and adulthood.97 98 

1.2.5 Repeat courses of ACS 

Although the beneficial effects of ACS on the fetus are very well described, many studies 
have suggested a transient effect from ACS. 9,11,99 It seems like the maximum benefit from 
ACS on the fetus occurs 24 hours to 7 days after a complete course has been given. After 7 
days the positive effects have diminished. This suggests that timing of ACS administration is 
crucial. Diagnosing actual preterm labour has been proved to be difficult, with 30-80% of 
women with symptoms suggesting preterm labour remaining pregnant 14 days later.100,101 
This has raised the question whether or not to repeat the ACS course to women who remains 
undelivered 7 days after the initial course. In Danderyd hospital, Stockholm, Sweden, and 
many other settings, it was routine during the 1980´s and 90´s to repeat the ACS course 
weekly to undelivered women with threatening preterm delivery until delivery occurred or 
until pregnancy reached 34 weeks. In some settings a rescue course of ACS is used, meaning 
administering a second course to patients whose pregnancies continue more than a week or 2 
beyond their original course and in whom delivery has again become likely.102 Studies have 
shown that repeat courses of ACS add positive effects on neonatal outcome compared to a 
single course. The latest Cochrane review from 2015 found that repeat courses of ACS to 
pregnant women still undelivered 7 days after an initial course was associated with 17% 
reduction in RDS and 16% reduction in serious infant outcome and the absolute benefit of 
repeat doses was similar to that of an initial course (numbers needed to treat to prevent 
respiratory distress syndrome: single course 12; repeat courses 17).103  

The suggested beneficial effects from repeat courses of ACS must however be put in relation 
to the concerns of potential negative effects from excess glucocorticoid exposure on fetal 
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growth and development, as well as long-term health. The rationale for these concerns mainly 
rises from results from experimental animal studies, showing that repeat courses of ACS 
could have negative effects on a variety of functions including fetal growth104, brain 
development81, behaviour105, vascular function106, fat/glucose metabolism107,108 and HPA-
function104. In human studies however, the effects from repeat courses of ACS appears to be 
less harmful: 

1.2.5.1 Effects on fetal growth after repeat courses of ACS 

Some studies in humans have shown a reduction in fetal growth after repeat courses of 
ACS109-112 whereas others have not113,114. Reductions in both birth weight, birth length and 
head circumference at birth have been reported. However, the observed reductions in some 
measures of growth seems to be transient with the observed differences in birth size no longer 
significant at hospital discharge112 or at later follow-up of the child87,115. Furthermore, many 
of the studies where a difference in birth size has been observed have not adjusted for 
gestational age, making the results difficult to interpret.103  

Several mechanisms have been suggested to contribute to the glucocorticoid-induced 
retardation of fetal growth. These include altered placental function and nutrient transfer,116 
decreased DNA synthesis and cell division,117 reduced fetal tissue water content118 and 
increased protein catabolism.119 It is likely that altered expression and action of insulin-like 
growth factors (IGF) underlie many of these changes.120 

1.2.5.2 Long term outcome after repeat courses of ACS 

The largest randomized controlled studies investigating the effects of repeat courses of ACS 
have reported outcomes in early childhood (2-8 years) and the results are reassuring.87-

89,115,121,122 As shown in table 1, there is no increased risk for any of the reported outcomes 
following repeat courses of ACS. However, one large American RCT reported higher rates of 
CP in the repeat group (five of six cases), although not statistically significant (p=0.12).115 In 
addition, the Australasian RCT reported that more individuals in the repeat group were 
assessed for attention problems than in the single course group at the 2-year follow-up.87 At 
the follow-up at 6-8 years of age there were however no reported differences in 
neurodevelopmental outcome (table 1).121 

Follow-ups into adolescence and adulthood are however lacking and there is a concern that 
possible negative effects of excessive glucocorticoid exposure could be revealed later in life. 
The latest Cochrane review states that there is a need for follow-up studies into adulthood 
after repeat courses of ACS.12 
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Table 1. Outcomes after repeat courses of ACS reported in randomized controlled trials. Red 
text indicates adverse outcomes, arrows indicate direction of an effect after repeat ACS courses versus 
a single course. 

Author/group Neonatal outcome Outcome at follow-up 
Asztalos et al/ 
MACS 
(Multiple Courses 
of Antenatal 
Corticosteroids 
Study) 
 

• Mortality, severe RDS, IVH 
3-4, PVL, BPD, NEC è 

• Birth weight, birth length, 
head circumference ê 

2 years 
• Death, neurologic impairment 

è 
5 years 
• Death, survival with 

neurodevelopmental 
disability è 

Crowther et al/ 
ACTORDS 
(The Australasian 
Collaborative Trial 
of Repeat Doses of 
Corticosteroids) 

• RDS, severe lung disease, 
oxygen therapy, mechanical 
ventilation ê 

• Birth weight, head 
circumference ê - no 
difference at discharge from 
hospital 

2 years 
• Body size, blood pressure, 

respiratory morbidity, 
behavior score, survival free 
of major morbidity è 

• Assessed for attention 
problems é      

6-8 years 
• Body size, fat mass, blood 

pressure, spirometry, insuline 
sensitivity, estimated GFR, 
neurodevelopment, cognitive 
function, behaviour, health-
related quality of life, use of 
health services è 

Wapner et al • Surfactant administration, 
mechanical ventilation, 
CPAP ê (≥4 courses) 

• Birth weight ê (≥4 courses) 
• Small for gestational age é 
• Composite neonatal outcome 

è 

2-3 years 
• Body size, neurocognitive 

function tests è 
• (Cerebral palsy é (p=0.12)) 

 

Peltoniemi et al • RDS é  2 years 
• Survival without severe 

developmental impairment, 
cerebral palsy, growth, 
rehospitalisation è 

è = no difference, ê = decreased, é = increased 
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1.2.5.3 Recommendations about repeat courses of ACS 

The clinical recommendations regarding use of repeat courses of ACS are diverging as 
illustrated in figure 5. More studies about the effects and possible adverse outcomes after 
repeat courses of ACS are warranted before a more conclusive recommendation can be 
stated.  

 

 

Figure 5. Recommendations about repeat courses of ACS 

? 

Cochrane review 2015: 
“The short-term benefits for 

babies of less respiratory 
distress and fewer serious 

health problems in the first few 
weeks after birth support the 
use of repeat courses of ACS 

for women still at risk of 
preterm birth seven days or 
more after an initial course. 

These benefits were associated 
with a small reduction in size 
at birth. The current available 

evidence reassuringly shows no 
significant harm in early 
childhood, although no 

benefit.”67  

ACOG recommendations  
2016: 

“A single repeat course of 
antenatal corticosteroids should 

be considered in women who 
are less than 34 0/7 weeks of 

gestation who have an imminent 
risk of preterm delivery within 

the next 7 days, and whose prior 
course of antenatal 
corticosteroids was 

administered more than 14 days 
previously. Rescue course 
corticosteroids could be 

provided as early as 7 days from 
the prior dose, if indicated by 

the clinical scenario. Regularly 
scheduled repeat courses or 

serial courses (more than two) 
are not currently 
recommended.”57  

NICE guidelines 2015: 
”Do not routinely offer 

repeat courses of 
maternal 

corticosteroids, but take 
into account: the 

interval since the end of 
last course, gestational 

age and the likelihood of 
birth within 48 hours.”58  

WHO guidelines 2015: 
“A single repeat course of 
antenatal corticosteroid is 
recommended if preterm 

birth does not occur within 7 
days after the initial dose, 
and a subsequent clinical 
assessment demonstrates 
that there is a high risk of 
preterm birth in the next 7 

days.”56 
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1.2.6 ACS in extremely preterm gestations 

Most studies evaluating the effect of ACS on neonatal outcome have been conducted in 
moderately preterm or very preterm gestations. There are very sparse data on ACS´s effects 
in extremely preterm gestations. It is important to note that the evidence supporting ACS at 
<26 weeks gestation is based mainly on laboratory studies and non-RCTs. The only RCT in 
this field is from the pre-surfactant era and only had 49 participants in that group.9 A previous 
meta-analysis evaluating ACS in extremely preterm gestations showed no reductions of 
neonatal mortality and morbidity prior to 26 weeks gestation123 whereas more recent studies 
have indicated similar124,125 or even more pronounced benefits126,127 from ACS for extremely 
preterm births. In a Swedish population-based prospective observational study of extremely 
preterm infants born 2004-2007 (EXPRESS), ACS-treatment was associated with a 
significantly lowered mortality (OR=0.4; 95% CI=0.2-0.8).5 In the same study they showed 
that ACS is a very common treatment also among extremely preterm infants (Figure 6). This 
is however not true for many other settings where treatment with ACS in extremely preterm 
gestations is more restricted. For example, in the French EPIPAGE-2 cohort study with 
extremely preterm infants born in 2011, only 2% of neonates at 22 weeks, 12% at 23 weeks, 
57% at 24 weeks and 78% at 25 through 26 weeks gestation were treated with ACS (figure 
6).128 The reason to refrain from ACS treatment at extremely low gestations most likely 
reflect an anticipation of a very poor prognosis in which case ACS would not be administered 
and management of the infant after birth would be limited to compassionate care. But another 
explanation could be that use of ACS at the lower end of gestations was judged as pointless. 

 

Figure 6. ACS treatment among extremely preterm infants in Sweden 2004-2007 (EXPRESS)5 
and in France 2011 (EPIPAGE-2)128 
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The most recent recommendations for ACS treatment include the possibility to treat even 
more immature infants. The ACOG recommendations from 2016 states that ACS may be 
considered for pregnant women starting at 23 0/7 weeks of gestation who are at risk of 
preterm delivery within 7 days, based on a family’s decision regarding resuscitation.14 The 
NICE guidelines also states that ACS could be considered from week 23 0/7.15 In the new 
Swedish national guidelines from 2016, ACS should be considered from 22 0/7 weeks of 
gestations. 

1.2.7 Are the recommendations implemented? 

Knowing the recommendations on ACS treatment, one can ask how well the 
recommendations are implemented in clinical practice. In a recent European study, the use of 
ACS varied greatly between different European settings. The proportion of pregnant women 
delivering at 24-32 weeks gestation, receiving ACS varied between 70 and 98% (figure 7).129 

 

 

Figure 7. Treatment rates of antenatal corticosteroids (ANS) in European settings129  
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Recent corresponding figures from the US show that an average of 69.4% of infants born 
from 23 0/7 to 34 6/7 weeks gestation had been exposed to ACS.127 Rates of exposure to 
ACS were lower among infants at the higher and the lower ends of the recommended 
gestational age range (figure 8). 

 

 

Figure 8. Treatment rates of antenatal corticosteroids by gestational age in the United States127 
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2 AIMS OF THE THESIS 
The overall objective with this thesis is to investigate the safety and efficacy of antenatal 
corticosteroids in both a short and long term perspective. 

The specific aims of the included studies are: 

Study I: 

• To investigate if the effects of ACS on birth size are dose dependent.  
• To investigate if the length of gestation at start of ACS therapy is correlated to birth size. 

Study II: 

• To investigate the relationship between repeat courses of ACS and risk factors for 
cardiovascular and metabolic disease in adolescents and young adults. 

Study III: 

• To investigate the relationship between repeat courses of ACS and cognitive and 
psychological functioning in adolescents and young adults.  

Study IV: 

• To investigate the impact of the administration-to-birth interval of ACS on survival of 
exremely preterm infants 
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3 METHODS 

3.1 STUDY DESIGN 

Figure 9 presents an overview of the included studies. The two cohorts will be described 
thoroughly in the next chapter. All studies in the thesis are cohort studies. 

 

 

 

Figure 9. An overview of study I-IV 
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3.2 STUDY POPULATIONS 

3.2.1 The FAST cohort  

The Fetal Antenatal Steroid Treatment (FAST) study was a cross-disciplinary venture 
assessing both psychological and medical aspects after corticosteroid exposure in utero. All 
subjects in this cohort were born at Danderyd Hospital, Stockholm, Sweden, between the 
years 1983 and1996. This hospital was among the first in Sweden implementing the use of 
ACS to pregnant women with threatening preterm delivery. During the study period, standard 
ACS treatment consisted of an initial induction of betamethasone 24 mg intramuscular (8 mg 
x 3 with 8 hour intervals), followed by a weekly course of 12 mg betamethasone, continued 
until delivery or until pregnancy reached 34 gestational weeks, if the threat of preterm 
delivery still remained. This treatment regimen is referred to as multiple or repeat courses of 
ACS. All infants exposed to repeat courses of ACS were eligible for inclusion in the study. 
Predefined exclusion criteria were fetal anomalies, maternal steroid use for other medical 
conditions, congenital viral infections and chromosomal aberrations. Infants exposed to 
repeat courses of ACS in utero (two to nine courses) were categorized into three groups 
depending on the number of exposures (figure 10).  

 

Figure 10. Flow chart of the FAST cohort 

 

The majority of the infants in the cohort were born moderately preterm or term (mean 
gestational age 34.0 weeks) and with no major neonatal complications (table 2). During the 
study period, pregnant women were offered free healthcare visits throughout the pregnancy, 
and almost all (98%) attended their midwife appointments. Further description of the cohort 
is found in paper I-III. 
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Table 2. Neonatal characteristics of the FAST-cohort 

 2 courses 
n = 28 

3 courses 
n = 26 

≥ 4 courses 
n = 40 

Mean gestational age, w 34.9 33.2 34.4 
Mean birth weight, g 2381 2192 2292 
Boys, n (%) 15 (54) 18 (69) 26 (65) 
IVH/PVL, n (%) 0 0 0 
NEC, n (%) 0 0 0 
ROP, n (%) 0 1 (4) 0 
BPD, n (%) 0 1 (4) 1 (3) 

 

3.2.2 The follow-up studies (II & III) 

For the follow-up of the FAST-cohort, four of the 94 subjects could not be found or had 
moved from Sweden. The remaining 90 were invited to participate in the follow-up, 58 
accepted and completed the assessment. At follow-up, participants´ ages ranged from 14-26 
years with a mean age of 18 years, 62% were boys.  

A control group of individuals unexposed to ACS and matched for gestational age, sex and 
year of birth were identified from the same hospital´s birth registry. Of the 103 controls 
invited to follow-up, 44 accepted and completed the assessment. For dose-response analyses, 
we also included a group of subjects exposed to a single course of ACS by using the same 
criteria as for the control group. Of the 48 subjects invited in this group, 25 accepted and 
completed the assessment. Figure 11 illustrates the included groups in the follow-up studies. 

 

 

Figure 11. Flow-chart of the participants in the follow-up studies  

EXPOSURE INVITED ASSESSED 

Multiple 
courses n = 90 n = 58 (64%) 

Single course n = 48 n = 25 (52%) 

Unexposed n = 103 n = 44 (43%) 
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3.2.3 The EXPRESS cohort (IV) 

The Extremely Preterm Infants in Sweden Study (EXPRESS) included all pregnant women 
residing in Sweden and delivering extremely preterm infants, born at 22–26 completed weeks 
of gestation, from April 1st 2004 to March 31st 2007. This cohort was used in study IV and 
consisted of all live-born infants (n = 707), including multiple births and infants with 
malformations, whereas stillborn infants (n = 304) were excluded. Among live born infants, 
520 survived the neonatal period and 497 were alive at 1 year old (figure 12). 

 

 

Figure 12. Flow-chart of the EXPRESS-cohort5 

 

In the EXPRESS-cohort, 84% were exposed to antenatal corticosteroids in utero. A complete 
course with ACS to the pregnant mothers consisted of two doses of 12 mg betamethasone 24 
h apart. In the EXPRESS-database, time from the first ACS dose to delivery in hours had 
been prospectively collected. We categorized all live-born infants into four categories 
according to the time-interval from the first ACS dose to delivery: <24 h; 24–47 h; 48 h to 7 
days; and >7 days (figure 13). Further description of the cohort characteristics is found in 
paper IV. 
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Figure 13. Categorization of ACS exposure in the EXPRESS cohort 

 

3.3 DATA COLLECTION 

3.3.1 Study I-III (FAST) 

During the study period, comprehensive data from all mothers undergoing antenatal care and 
infants admitted for neonatal care were prospectively collected in a hospital registry. From 
this registry, we identified all infants born between 1983 and 1996, admitted for neonatal 
care, and whose mothers had received multiple courses of ACS (n = 81). In addition, we 
scrutinized the records from the antenatal clinic, and in total, we identified 94 infants exposed 
to multiple courses of ACS. Information on maternal age, height, parity, multiple pregnancy, 
smoking habits as well as infant sex, birth weight  (BW), birth length (BL) and head 
circumference (HC) at birth were retrieved from the Swedish Medical Birth Register (MBR). 
All MBR data were validated by scrutinizing maternal and infant hospital records. Maternal 
blood pressure disease, gestational age and neonatal morbidity were also recorded from these 
records. Standard deviation scores (SDS) for birth size were calculated according to national 
reference data for normal fetal growth.130  

3.3.1.1 The Swedish Medical Birth Register (MBR) 

All birth units in Sweden report to the Medical Birth Register (MBR). The register contains 
information on more than 99% of all births in Sweden. The information is collected 
prospectively during pregnancy on standardized forms and forwarded to the register. 
Validation of the MBR has proved high quality.131 

3.3.2 Study IV (EXPRESS) 

The EXPRESS-study was a national collaboration where all obstetric and pediatric 
departments in Sweden participated. The study was descriptive with no attempts in the 
study framework to standardize treatment. During the study period, Sweden had seven 
healthcare regions, each served by a regional level III hospital. The general policy was to 
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centralize extremely preterm deliveries to these regional hospitals. In each of the 7 health 
care regions, one obstetric and one pediatric study coordinator were responsible for data 
acquisition and quality control. Data on mothers and stillborn infants were collected at the 
time of delivery. Data on live-born infants were collected prospectively during the first 180 
days of hospitalization or until discharge or death. Mother and infant data were cross-linked 
with the Medical Birth Register to ensure accuracy. Information on infant deaths after 
discharge home until 1 year was obtained from the National Population Register. Data 
collection continued for all infants who were transferred between hospitals. All data were 
collected by local staff on standard study forms in accordance with a manual defining the 
variables. Regional data were electronically transmitted to a central database and again 
checked for quality and completeness.5 

 

3.4 CLINICAL ASSESSMENTS 

At the follow-up of the FAST-cohort 14 to 26 years after birth we assessed cardiovascular 
and metabolic functions (study II) as well as neuropsychological function (study III). The 
follow-up took place at Astrid Lindgrens Children´s Hospital in Stockholm, Sweden, from 
October 2008 to April 2010.  

3.4.1 Cardiovascular and metabolic assessment (study II) 

All cardiovascular and metabolic assessments were performed by one registered and trained 
research nurse. 

3.4.1.1 Anthropometric measures 

The participants´ weight, height and waist circumference were registered. From these 
measures, Body Mass Index (BMI) was calculated. Overweight, obesity and elevated waist 
circumference were defined (see details in paper II).  

3.4.1.2 Blood pressure 

After at least 5 minutes of sitting rest, systolic BP (SBP) and diastolic BP (DBP) were 
measured in the left arm with an appropriately sized arm cuff. Three consecutive measures 
were performed at 2-minute intervals, and mean SBP and DBP values were calculated. 
Elevated blood pressure was defined for the different age groups (see details in paper II). 

3.4.1.3 Pulse wave analyses 

A pulse wave analysis system was used together with applanation tonometry to noninvasively 
acquire the radial artery pressure waveforms. Central aortic waveforms were derived from 
those obtained from the radial artery using a validated data transfer algorithm. From the aortic 
waveforms, central aortic SBP and DBP were determined. Identification of early and late 
systolic peaks in the aortic pressure curve allows quantification of an augmentation index 
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(AI, %). The AI is related to the speed of the central and peripheral pressure wave reflections 
and an increasing AI reflects increasing arterial stiffness. The mean value of 3 recordings, 
each comprising 10 consecutive pressure waves, was taken. Elevated AI was defined as AI 
above 10% and 17% for men and women, respectively (see paper II for more details).  

3.4.1.4 Blood sample analyses  

From each participant, 5 mL blood was sampled to analyse glucose, insulin, triglycerides, 
cholesterol, high-density lipoprotein (HDL), low-density lipoprotein (LDL), apolipoprotein 
A1 (Apo A1) and apolipoprotein B (Apo B), lipoprotein(a), and cortisol concentrations in 
plasma or serum. From these analyses, HDL/LDL-ratios and Apo B/Apo A1-ratios were 
calculated. All blood samples were morning fasting samples. 

Homeostatic model assessment (HOMA) is a method for assessing insulin resistance (IR) 
from basal fasting glucose and insulin. HOMA-IR was calculated using a HOMA-
calculator.132 

3.4.2 Neuropsychological assessment (study III) 

All neuropsychological tests were performed by one licensed and trained psychologist who 
was blinded to exposure group and gestational age at birth. The assessments were performed 
in the same room and at approximately the same time of the day for all participants. The 
entire assessment process lasted 2.5 to 3 hours. The neuropsychological tests were grouped 
into five broadly defined domains including; i) General cognitive ability; ii) Memory and 
learning; iii) Working memory; iv) Attention and speed; and v) Cognitive flexibility and 
inhibition. The last three domains reflect executive functions. The tests included in the 
neuropsychological test battery are presented in table 3. Measures on psychological health 
were obtained from self-report forms including the Achenbach Adult or Youth Self-reports, 
the World Health Organization´s screen for ADHD and a Quality of Life Inventory (QoLI). 
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Table 3. Neuropsychological test battery. Tests listed in order of administration.  

Test Source Brief description Cognitive 
domain 

MOT, Motor 
Screening 

Cantab Screens for visual, movement and comprehension 
difficulties. 

 

RTI, Reaction 
Time 

Cantab Measures speed of response and movement and 5-
choice paradigms. 

Reaction time 
Attention 

RVP, Rapid 
Visual 
Processing 

Cantab Measures visual sustained attention and is a sensitive 
measurement of general performance. 

Attention 

SWM, Spatial 
Working 
Memory 

Cantab Measures the ability to retain spatial information and 
to manipulate items in working memory. 

Working 
memory 

SST, Stop 
Signal Task 

Cantab Uses staircase functions to generate an estimate of 
stop signal reaction time and measures the ability to 
inhibit a prepotent response. 

Response 
inhibition 

IED, 
Intra/Extra 
Dimensional 
Set Shift 

Cantab Measures rule acquisition, reversal featuring visual 
discrimination, attentional set formation, 
maintenance, shifting and flexibility of attention. 

Cognitive 
flexibility 

TMT, Trail 
Making Test 

D-KEFS Connect by drawing a line digits and letters in 
numeric/alphabetical orders. 

Cognitive 
flexibility 
Speed 

RAVL-R  Examiner reads a list of 15 words and participant 
repeat all words he/she remembers directly and after 
30 minutes. 

Verbal learning/ 
retention 

Block Design WISC The participant views a constructed model or picture 
and use blocks to re-create the design within a time 
limit. 

General ability 
(non-verbal) 

Vocabulary WISC/
WAIS 

The participant names or defines words of increasing 
difficulty. 

General ability 
(verbal) 

Coding  WISC The participant transcribes digit-symbol codes within 
a time limit. 

Attention 
Speed 

Digit Span WISC The participant repeats an increasing number of 
digits in the same and the opposite order. 

Working 
memory 

Symbol 
Search 

WISC The participant is asked to mark symbols within a 
time limit. 

Attention 
Speed 

Design 
Fluency 

D-KEFS The participant connects 5 dots with lines to create 
unique patterns within a time limit. 

Cognitive 
flexibility 

Verbal 
Fluency 

D-KEFS The participant lists as many words as possible 
within a time limit with given beginning letters and 
semantic categories (e g animals, boy names). 

Cognitive 
flexibility 

Cantab, Cambridge Neuropsychological Test Assessment Battery; D-KEFS, Delis-Kaplan Executive Function 
System; WISC, Wechsler Intelligence Scale for Children; WAIS, Wechsler Adult Intelligence Scale 
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3.5  STATISTICAL METHODS 

3.5.1 Study I 

Group differences were tested using ANOVA and chi-square test. Correlation coefficients 
and linear regression were used to study associations between ACS timing and dose, and 
outcomes. To adjust for possible confounders or covariates, we used multiple linear 
regression analyses. A p-value <0.05 in the final model was considered statistically 
significant. Group characteristics are presented as mean and standard deviations (SD) or 
proportions (%). Outcomes are presented as mean (95% confidence interval). Considering 
that this was an observational study we had to be cautious about interpretations of a causative 
relationship and although several confounders were controlled for in the analyses, 
confounding cannot be excluded. 

3.5.2 Study II and III 

To test for group differences we used chi-square test or Student´s t-test. Simple linear 
regression was used to study associations between GA at first exposure and outcomes. To 
adjust for possible confounders or covariates, we used multiple linear regression analyses. 
Binary outcome variables were analysed using logistic regression. A p-value <0.05 in the 
final model was considered statistically significant. Data are presented as numbers, 
proportions (%), or mean and standard deviations. With our given sample, we had a power of 
0.8 to detect a group difference of 0.56 or more (i.e., medium effect size). The small size of 
our cohort and the observational study design are limitations and the interpretation of results 
has been performed with caution. Furthermore, we cannot exclude selection bias in study 
participation.  

3.5.3 Study IV 

Group differences were presented using descriptive statistics. Cox proportional hazards 
regression analysis was used to estimate hazard ratios (HR) for survival across the ACS 
administration-to-birth interval categories. Based on available knowledge on optimal timing 
for ACS administration, the category 48 h to 7 days was considered as reference category, i.e. 
HR = 1.00. HRs for neonatal and infant survival in relation to ACS administration-to-birth 
intervals were evaluated in a multiple Cox proportional hazards regression model adjusting 
for possible confounders or covariates. Cumulative neonatal and infant survival adjusted for 
covariates was also determined using Kaplan–Meier survival analyses. The odds for 
surviving without major neonatal morbidity were analysed using a multiple logistic 
regression model. A p-value <0.05 was considered statistically significant. The large sample 
size allowed for adjusted analyses of survival in relation to timing of ACS-administration and 
several potential confounders. The observational study design means we have to be careful 
interpreting a causative relationship and we cannot exclude that other confounding factors 
than those included herein were unevenly distributed between categories and may have 
affected our results.  
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3.6 ETHICAL CONSIDERATIONS 

The studies included in the thesis were approved by the Ethical Review Board in Stockholm 
(study I-III, 2007/898-31) and in Lund (study IV, 42-2004).  

3.6.1 Register studies  

In study I and IV, data from different registers were used and study subjects did not have to 
do any extra tests. The ethical considerations are related to the registration itself. Individuals 
could be uncomfortable knowing that there is information about them available in registers. 
All patient material in the presented studies has been handled with a high level of 
confidentiality. For the EXPRESS-registry, the parents provided oral informed consent for 
data acquisition. 

3.6.2 Follow-up studies 

Study II and III were follow-up studies and participation required written informed consent. 
The ethical considerations are related to the potential discomfort of being identified as an 
individual at risk. One can assume that the majority of the invited individuals exposed to 
ACS in utero were not even aware of the exposure or the possible negative effects from the 
exposure. We made sure to always answer questions and worries from the participants. As a 
rule, we did not give the participants individual feedback on assessment results but 
information was given if asked for.  

In all the studies, results were presented at group level and no individual result could be 
revealed. 
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4 RESULTS 

4.1 REPEAT ACS AND BIRTH SIZE (STUDY I) 

4.1.1 Description of study population 

The group characteristics of the study population in study I are presented in table 4.  

Table 4. Group characteristics of study I 

 2 courses 
n 28 

3 courses 
n 26 

≥4 courses 
n 40 p 

MATERNAL DATA 
Age, years, mean (SD) 31.5 (±4.9) 31.6 (±6.0) 30.8 (±4.6) ns 
Height, cm, mean (SD) 166.8 (±6.3) 167.2 (±6.2) 168.4 (±5.0) ns 

Primipara, n (%) 16 (57) 19 (73) 26 (65) ns 
Smoker, n (%) 10 (36) 2 (8) 4 (10) 0.01 

Prepregnancy hyperten-
sion/preeclampsia, n (%) 0 (0) 6 (23) 5 (13) 0.03 

PREGNANCY DATA 

Gestational age, n (%) 
<32 w 

32-36 w 
≥ 37 w 

 
5 (18) 
18 (64) 
5 (18) 

 
8 (31) 
15 (58) 
3 (12) 

 
6 (15) 
29 (73) 
5 (13) 

ns 

GA at start of ACS, w, 
mean (SD) 30.0 (±1.7) 29.2 (±2.2) 27.4 (±1.5) <0.001 

Total dose ACS, mg, 
mean (SD) 36 (±3) 48 74 (±15) <0.001 

Multiplets, n (%) 11 (39) 13 (50) 16 (40) ns 
INFANT DATA 

Boys, n (%) 15 (54) 18 (69) 26 (65) ns 

Year of birth, n (%) 
1983-1987 
1988-1992 
1993-1996 

 
8 (29) 
12 (43) 
8 (29) 

 
6 (23) 
13 (50) 
7 (27) 

 
4 (10) 
15 (38) 
21 (53) 

ns 

 

4.1.2 Smaller birth size after ACS exposure 

We found that increasing doses of ACS was associated with a significant reduction in 
standard deviation scores for BW, BL and HC (table 5). The mean BW-SDS after two 
courses of ACS was -0.21 which was significantly higher than the mean BW-SDS observed 
after 4 or more ACS courses (-1.01, p = 0.04), (table 5 and figure 14). The mean BL-SDS 
was -0.19 after two courses of ACS and -1.04 after four or more courses (p = 0.07), and the 
mean HC-SDS was 0.25 after two courses of ACS and -0.23 after four or more courses (p = 
0.04) (table 5).  
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In the final multiple regression model adjusting for maternal age, height, parity, smoking, and 
blood pressure disease, multiple pregnancy, gestational age and infant sex we saw that 
exposure to four or more ACS courses was associated with a birth weight of -0.36 SDS 
(corresponding to -151 g for girls and -156 g for boys at term equivalent age) compared to 
those exposed to two or three courses of ACS (p = 0.007, R2 = 0.15). The corresponding 
numbers for birth length was -0.43SDS (= -0.75 cm in girls and -0.81 cm in boys at term 
equivalent age) (p = 0.01, R2 = 0.15) and for head circumference -0.22 SDS (p = 0.04, R2 = 
0.10).  

Table 5. Neonatal anthropometry in relation to number of ACS courses. Data are mean (95% CI) 

 2 courses 
n 28 

3 courses 
n 26 

≥ 4 courses 
n 40 

p 

Birth weight, SDS -0.21 (-0.61, 0.19) -0.47 (-0.96, 0.02) -1.01 (-1.46, 0.56) 0.04 

Birth length, SDS -0.19 (-0.66, 0.28) -0.32 (-0.87, 0.23) -1.04 (-1.60, -0.48) 0.07 

HC, SDS 0.25 (-0.14, 0.64) 0.26 (-0.09, 0.61) -0.23 (-0.52, 0.06) 0.04 

 

 

Figure 14. Standard deviation scores for birth weight in relation to ACS exposure. Data are mean 
(95% CI). 

Unexposed 2 3 ≥4
controls courses of ACS

0.4

0

-0.4

-0.8

-1.2

BW-SDS
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4.1.3 Gestational age at start of ACS and birth size 

We found no association between GA at start of ACS and size at birth. After adjusting for 
GA at birth and sex, there was no correlation between GA at the start of ACS therapy and 
BW-SDS (p = 0.85), BL-SDS (p = 0.26) and HC-SDS (p = 0.076). 

 

4.2 REPEAT ACS AND LATER CARDIOMETABOLIC AND 
NEUROPSYCHOLOGICAL OUTCOME (STUDY II & III) 

4.2.1 Description of study population 

The characteristics of the participants in the follow-up studies are presented in table 6. 

4.2.2 Cardiovascular risk profile in adolescence and young adulthood after 
repeat courses of ACS (study II) 

There were no significant differences between the groups regarding body mass index, systolic 
or diastolic blood pressures, arterial stiffness measured by augmentation index, blood lipids, 
insulin resistance, or morning cortisol levels, either in simple regression or in multivariable 
models (table 7).  

However, subjects with an elevated AI had been exposed to a mean of 4.2 courses of ACS 
compared with a mean of 1.9 courses of ACS in participants with normal AI (p = 0.0048), 
and although not statistically significant (p = 0.06), there were more subjects with elevated AI 
who had been exposed to repeat courses of ACS in fetal life (n = 7) compared with 
unexposed subjects (n =1).  

In addition we found that glucose, insulin, and IR correlated weakly to GA at start of ACS 
(glucose β = -0.06 mmol/L per week longer gestation at start of ACS, r = -0.29, p = 0.007; 
insulin β = -12.9 pmol/L, r = -0.36, p = 0.001; and HOMA-IR β = -0.17 per week longer 
gestation at start of ACS, r = -0.32, p = 0.004). 

In this study, 13% of the participants were overweight and 4% were obese, which is 
consistent with national statistics on overweight and obesity among young adults in Sweden 
(Statistics Sweden, Survey of living conditions, 2010-2011). Furthermore, as expected at 
young adult age, we found limited number of individuals with high BP, elevated blood lipids, 
or IR, indicating that the cohort is representative for Swedish conditions. 
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Table 6. Group characteristics of study II and III. Data are mean ±SD or n (%). 

 Unexposed 
n=42 

1 course of ACS 
n=25 

≥2 courses of ACS 
n=58 

p 

Invited, n 103 48 90  

Parental data 

Maternal age, years 30.9 ±5.3 28.7 ±4.8 32.0 ±5.1 0.03 

Primipara 20 (48) 18 (72) 26 (45) 0.06 

Maternal smoking 7 (17) 3 (13) 7 (12) 0.79 

Parental educationA 

High school or less 
Professional 

Academic 

 
9 (21) 
6 (14) 

27 (64) 

 
10 (40) 
6 (24) 
9 (36) 

 
19 (33) 
6 (10) 

33 (57) 

 
0.16 

Exposure data 

GA at 1st ACS 
course, weeks 

_ 30.6 ±1.3 28.7 ±2.1 <0.001 

Total ACS dose, 
mg 

_ 23.2 ±2.8 55.4 ±20.7 - 

Infant data 

Twin/triplet 9 (21) 5 (20) 29 (50) 0.002 

Male sex 23 (55) 14 (56) 36 (62) 0.74 

Gestational age at 
birth, weeks 

34.7 ±2.9 32.2 ±2.9 33.6 ±2.5 0.002 

Birth weight, g 2 534 ±702 1 909 ±593 2248 ±638 0.001 

Birth weight, SDS -0.2 ±1.1 -0.8 ±1.2 -0.4 ±1.1 0.10 

Major perinatal 
complications B 

5 (11.4) 6 (24.0) 7 (12.1) 0.29 

Characteristics at follow-up 

Age, yrs 18.5 ±2.8 18.0 ±3.4 17.8 ±3.0 0.58 

Menarche, yrs 12.9 ±1.2 12.4 ±4.2 12.4 ±1.0 0.68 

Smoking C 4 (10) 2 (8) 9 (16) 0.12 

Snuff C 4 (10) 3 (12) 1 (2) 0.21 

Oral contraceptives 
among girls 

6 (32) 5 (45) 2 (7) 0.07 

CVD or DM in 1st - 
2nd grade relative 

29 (69) 13 (52) 43 (74) 0.15 

Swedish not first 
language 

5 (11.4) 1 (4.0) 2 (3.4) 0.23 

A The parent with highest education, B Includes at least 1 of the following: mechanical ventilation, 
neonatal seizures, sepsis, bronchopulmonary dysplasia, any degree of retinopathy of prematurity, or 
intraventricular hemorrhage, C On a daily basis  
CVD = cardiovascular disease, DM = diabetes mellitus 
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Table 7. Anthropometry, BP, arterial stiffness, and metabolic outcomes in relation to ACS 
exposure. Data are mean ±SD if not stated otherwise 

 Unexposed 
n=42 

≥2 courses of ACS 
n=58 

p 

Anthropometry 

Weight, kg 66.4 ±11.1 65.4 ±13.8 0.68 

Height, cm 173.8 ±9.1 173.7 ±8.5 0.94 

BMI, kg/m2 
Overweight, n (%) 

Obese , n (%) 

22.0 ±3.3 
7 (17) 
1 (2) 

21.4 ±3.5 
6 (10) 
3 (5) 

0.35 
0.36 
0.47 

Waist, cm 
(>88cm/>102cm,♀/♂) 

82.7 ±10.3 
7 (17) 

81.3 ±9.5 
5 (9) 

0.48 
0.23 

Blood pressure and arterial stiffness 

SBP, mmHg  
>95th percentile, n (%) 

121 ±13 
3 (7) 

120 ±12 
4 (7) 

0.83 
0.96 

DBP, mmHg  
>95th percentile, n (%) 

71 ±9 
1 (2.4) 

70 ±9 
1 (1.7) 

0.62 
0.82 

AoSBP, mmHg 102 ±10 101 ±10 0.60 

AoDBP, mmHg 72 ±8 71 ±9 0.51 

AI, % 
elevated, n (%) 

2.2 ±6.6 
1 (2) 

2.3 ±9.8 
7 (12) 

0.95 
0.06 

Lipid profile 

triglycerides, mmol/L  
elevated, n (%) 

0.8 ±0.4 
1 (2) 

0.9 ±0.7 
4 (7) 

0.62 
0.29 

cholesterol, mmol/L  
elevated, n (%) 

4.1 ±0.7 
3 (7) 

4.1 ±0.8 
4 (7) 

0.81 
0.96 

HDL, mmol/L  1.3 ±0.4 1.3 ±0.4 0.94 

LDL, mmol/L 2.5 ±0.7 2.4 ±0.6 0.55 

LDL/HDL 
elevated, n (%)  

2.2 ±0.9 
0 

2.1 ±0.8 
0 

0.96 
 

ApoA1, g/L 1.5 ±0.2 1.5 ±0.3 0.99 

ApoB, g/L 0.8 ±0.2 0.8 ±0.2 0.83 

ApoB/ApoA1 
elevated, n (%) 

0.54 ±0.15 
1 (2) 

0.53 ±0.14 
0 

0.86 
0.19 

Lipoprotein(a), mg/L 
elevated, n (%) 

270 ±290 
3 (7) 

331 ±437 
5 (9) 

0.71 
0.79 

Glucose/insulin profile 

Glucose, mmol/L 4.9 ±0.4 5.0 ±0.4 0.18 

Insulin, pmol/L 66 ±33 70 ±70 0.90 

HOMA-IR 1.2 (0.6) 1.2 (1.0) 0.84 

Cortisol 

Cortisol, nmol/L 490 ±203 475 ±187 0.79 
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4.2.3 Neuropsychological functioning in adolescence and young adulthood 
after repeat courses of ACS (study III) 

We found that exposure to repeat courses of antenatal corticosteroids was not associated with 
general deficits in higher cognitive functions, self-reported attention, adaptability, or overall 
psychological function. However, among the 21 outcome measurements included to tap 
executive functions, four revealed significant univariate group differences between 
unexposed subjects and subjects exposed to repeat courses of ACS (table 8.) All four were 
found in the domain of attention and speed. After adjusting for covariates, only two measures 
remained significant, the other two reached near statistical significance. In addition, the two 
group differences were not dose-dependent; the subgroup exposed to two courses had the 
lowest means and the group exposed to three courses had the highest. 

There were no significant associations between repeat ACS exposure and verbal or nonverbal 
ability. Memory and learning were also unrelated to repeat exposure to antenatal 
corticosteroids. 

There were no differences between groups in scores from self-report inventories on 
psychological health. Self-reported ADHD-symptoms were not increased in the exposed 
groups; neither was there any differences regarding life satisfaction obtained by self-rated 
quality of life inventory. 
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Table 8. Selected neuropsychological outcomes after repeat courses of ACS. Data are mean ±SD 

  Unexposed 
(n=44) 

 Repeat ACS 
(n=58) 

 p  Adjusted mean 
difference  
[95% CI] 

Adjus
ted p 

General Cognitive 
Ability 

           

 Block Design 47.7 ±9.8  46.4 ±11.5  0.54     

 Vocabulary, 
normed z-score 

-0.19 ±1.2  -0.20 ±0.99  0.96     

Memory and 
Learning 

           

 RAVL 54.0 ±6.6  54.9 ±7.0  0.51     

 RAVL - Retention 12.5 ±1.9  12.8 ±1.8  0.43     

Working Memory            

 Spatial Working 
Memory, Between 
errors 

10.9 ±8.8  12.6 ±11.1  0.41     

 Digit Span 
Backward 

7.0 ±1.9  6.4 ±2.0  0.11     

Attention and Speed            

 Rapid Visual 
Processing 

0.90 ±0.05  0.88 ±0.05  0.02  -0.02 [-0.04 to 0.00] 0.05 

 Trail Making Test, 
TMT-A, Digits 

28.7 ±11.1  32.6 ±12.5  0.11     

 Digit Span 
Forward 

9.7 ±1.9  8.7 ±1.8  0.007  -0.91 [-1.65 to -0.17] 0.02 

 Symbol Search 40.3 ±6.5  35.8 ±7.8  0.003  -3.88 [-6.76 to -1.01] 0.009 

 Coding 74.2 ±13.5  67.1 ±16.1  0.02  -5.63 [-11.73 to 0.48] 0.07 

Cognitive Flexibility 
and Inhibition 

           

 Trail Making Test, 
TMT-B 

64.6 ±23.5  72.2 ±21.4  0.10     

 Verbal Fluency 2, 
Category 

42.6 ±9.0  42.7 ±9.2  0.95     

 Design fluency 2, 
Total 

31.1 ±6.7  29.1 ±6.7  0.15     

 Intra/extradimensio
nal shift, Adjusted 
errors 

21.6 ±18.3  26.6 ±19.4  0.19     

 Signal stop time, 
Signal stop reaction 
time 

178 ±33  190 ±47  0.16     
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4.3 ACS IN EXTREMELY PRETERM GESTATIONS (STUDY IV) 

4.3.1 Description of study population 

Characteristics of the study group are presented in table 9. 

Table 9. Perinatal characteristics of live births according to the administration-to-birth interval 
of ACS. Data are numbers (%). 

 Administration-to-birth interval of ACS 
 no ACS 

n=85 
<24h 

n=149 
24-47h 
n=66 

48h-7d 
n=171 

>7d 
n=103 

ACS but 
unknown 

timing 
n=102 

p 

Maternal 
characteristics 

       

Smoker 9 (10.6) 15 (10.1) 5 (7.6) 27 (15.8) 12 (11.7) 16 (15.7) 0.74 
Hypertensive 

disease* 3 (3.5) 12 (8.1) 9 (13.6) 29 (17.0) 12 (11.7) 21 (20.6) <0.01 

Obstetric 
characteristics 

       

Born at level 
III hospital 26 (30.6) 107(71.8) 62 (93.9) 157(91.8) 98 (95.2) 85 (83.3) <0.001 

Tocolytic 
treatment 23 (27.1) 119(79.9) 42 (63.6) 111(64.9) 61 (59.2) 55 (53.9) <0.001 

PPROM 12 (14.1) 11 (7.4) 11 (16.7) 31 (18.1) 20 (19.4) 18 (17.7) <0.001 
Placenta previa 4 (4.7) 2 (1.3) 3 (4.6) 6 (3.5) 7 (6.8) 5 (4.9) 0.33 

Placenta 
abruption 13 (15.3) 9 (6.0) 5 (7.6) 14 (8.2) 13 (12.6) 13 (12.8) 0.15 

Infant 
characteristics 

       

Gestational age 
at birth, w 

       

22 29 (34.1) 11 (7.4) 1 (1.5) 3 (1.8) 0 5 (4.9)  
23 14 (16.5) 28 (18.8) 14 (21.2) 26 (15.2) 4 (3.9) 13 (12.8)  
24 7 (8.2) 32 (21.5) 13 (19.7) 38 (22.2) 25 (24.3) 22 (21.6) <0.001 
25 22 (25.9) 40 (26.9) 22 (33.3) 52 (30.4) 29 (28.2) 32 (31.4)  
26 13 (15.3) 38 (25.5) 16 (24.2) 52 (30.4) 45 (43.7) 30 (29.4)  

SGA 6 (7.1) 12 (8.1) 13 (20.0) 41 (24.0) 20 (19.4) 22 (21.6) <0.001 
Male gender 44 (51.8) 78 (52.4) 32 (48.5) 92 (53.8) 58 (56.3) 67 (65.7) 0.23 

Multiplets 15 (17.6) 41 (27.5) 18 (27.3) 30 (17.5) 23 (22.3) 26 (25.5) 0.18 
Surfactant <2 h 

after birth  27 (31.8) 94 (63.1) 32 (48.5) 84 (49.1) 57 (55.3) 60 (58.8) 0.001 

*essential hypertension and/or preeclampsia and/or eclampsia. 
PPROM = preterm prelabor rupture of membranes; SGA = small for gestational age (birth weight 
>2SD below the mean of national standard). 
 
 

4.3.2 Neonatal and infant survival in relation to ACS and administration-to-
birth intervals 

The outcomes evaluated in this study were neonatal (alive at 28 days) and infant (alive at 365 
days) survival and infant survival without major morbidity (survival without any of the 
following; IVH ≥3, cystic PVL, NEC, ROP ≥3 or severe BPD). We found clear associations 
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between timing of ACS and survival in extremely preterm infants (table 10 and figure 15). In 
the final model, adjusting for maternal smoking, maternal blood pressure disease, placenta 
previa, placental abruption, PPROM, regionalization of care, gestational age, SGA, infant 
gender and surfactant therapy within 2 h after birth, we found that the lowest HRs for 
neonatal and infant survival were found among infants unexposed to ACS. Extremely 
preterm infants born <24 h after ACS as well as those born more than 7 days after ACS 
administration also had lower HRs for survival than the reference category (infants born 48 h 
to 7 days after ACS administration). Survival in infants born at 24–47 h did not differ from 
that in infants born 48 h to 7 days after ACS administration (table 10). 

In the fully adjusted model, there were no statistically significant difference between the 
exposed groups regarding infant survival without major morbidity, however odds ratios in 
infants unexposed to ACS were significantly lower as expected (table 10). 

 

Table 10. Association between the administration-to-birth interval of ACS and survival among 
live-born infants 
 
 Administration-to-birth interval of ACS 
 no ACS 

n=85 
<24h 

n=149 
24-47h 
n=66 

48h-7d 
n=171 

>7d 
n=103 

ACS but 
unknown 

timing 
n=102 

 Adjusted hazard ratio (95% confidence interval) 
Neonatal 
survival 28 
days 

0.22 
(0.12-0.38) 

0.44 
(0.26-0.74) 

2.08 
(0.80-5.47) reference 0.54 

(0.29-1.03) 
0.46 

(0.26-0.83) 

Infant 
survival 
365 days 

0.26 
(0.15-0.43) 

0.53 
(0.33-0.87) 

1.60 
(0.73-3.50) reference 0.56 

(0.32-0.97) 
0.53 

(0.31-0.90) 

 Adjusted odds ratio (95% confidence interval) 
Infant 
survival 
without major 
morbidity 

0.33 
(0.16-0.69) 

0.65 
(0.39-1.08) 

0.67 
(0.35-1.29) reference 0.59 

(0.35-1.02) 
0.75 

(0.43-1.30) 

 

In summary, we found that shorter or longer administration-to-birth intervals than 24 h to 7 
days were associated with an approximately doubled risk for neonatal and infant mortality. 
The lowest survival was found in infants unexposed for ACS – their adjusted infant mortality 
risk was five times higher than in infants in the reference group exposed to ACS 48 h to 7 
days before birth. 
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Figure 15. Adjusted survival curve for extremely preterm infants related to ACS treatment and 
administration-to-birth intervals. 
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5 DISCUSSION 

5.1 REPEAT ACS AND BIRTH SIZE 

A vast amount of studies on animals have previously shown a correlation between ACS 
exposure and restricted fetal growth. For example, birth weights of preterm lambs decreased 
with 11–15% after one course, with 19% after two and with 25–27% after 3 weekly courses 
of betamethasone.104,133 In rabbits, Pratt et al showed a significant reduction in birth weight 
with increasing doses of antenatal betamethasone. Late treatment resulted in a greater decline 
in birth weight than did the same doses given at an earlier gestational age.134 Studies in 
humans however have showed more conflicting results where some have found a correlation 
between ACS and size at birth whereas others have not (chapter 1.2.5.1). The reasons for the 
different results in animal and human studies could be explained by differences between 
species in sensitivity to the glucocorticoid receptors, and differences in dosing and type of 
glucocorticoids (dexamethasone instead of betamethasone) and stages of pregnancy among 
studies. The conflicting results in human studies could possibly be explained by limitations in 
power or the use of actual birth weight as an outcome instead of BW-SDS – corrected for sex 
and gestational age – which is a more appropriate outcome measure. In order to more 
accurately assess the effects of ACS on fetal growth, repeated assessments of fetal body size 
in utero would be a better way forward. 

Results from our study are in line with results from animal studies, showing that increasing 
courses of ACS were associated with a significant reduction in SDS for BW, BL and HC, 
even after adjusting for possible confounders. There was a clear trend towards a linear dose–
response relationship between increasing number of ACS courses and smaller size at birth, 
whereas GA at the start of ACS was not associated with birth size.  

The strengths of this study include the use of predefined criteria for exposure and outcome 
data, eliminating problems with recall or other forms of recording bias. The cohort consisted 
of almost 100 exposed infants, which allowed for analyses with sufficient power to discover 
clinically important effects. Confounders of fetal growth and birth size were controlled for. 
By investigating anthropometry in a group of unexposed, healthy, term infants born at the 
same hospital and during the same time period as the infants in the exposed study group, we 
can conclude that the anthropometry of our subjects are representative for Swedish 
conditions. Finally, the majority of infants were born moderately preterm without major 
pregnancy complications, refining the possibility to disclose effects of ACS exposure without 
significant interference from severe maternal or perinatal morbidity. The limitations include 
the fact that although an association between increasing number of ACS courses and 
reduction in birth size was found, we still have to be cautious about interpretations of a 
causative relationship. This is an observational study, and although several other risk factors 
were controlled for in the analyses, confounding cannot be excluded.  
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5.2 REPEAT ACS AND LATER METABOLIC/CARDIOVASCULAR FUNCTION 

Excess glucocorticoid exposure in fetal life has, as mentioned in previous chapters, been 
suggested to be a major mechanism for adverse early programming. Previous studies in 
animals have shown that both single and repeat courses of ACS can have lasting adverse 
effects on neuroendocrine function, blood pressure and glucose homeostasis.135 The 
mechanisms behind this could be that excessive exposure to glucocorticoids in utero have 
been shown to negatively alter nephron development, renin-angiotensin-aldosterone system, 
baroreceptor function, elastin synthesis, and vascular function in animal studies,106,136,137 as 
well as altered neurohormonal regulation, altered insulin signalling and reduced β -cell 
function.64,138,139 The impact of excessive fetal glucocorticoid exposure on later 
cardiovascular and metabolic function in humans are however not as obvious. A few human 
studies have shown a possible correlation between ACS and later adverse cardiovascular risk 
profile. For example, Doyle et al showed that ACS to pregnant women was associated with 
higher blood pressure in their 14 year old offspring68, and Dalziel et al showed higher insulin 
levels 30 years after ACS exposure.65 Most of the follow-up studies in humans after ACS 
exposure have, as mentioned in previous chapters, not been able to show such a correlation. 
Accordingly, ACS administered to human fetuses appears to be less harmful than when 
administered to experimental animals. Besides species differences, exposure to 
corticosteroids earlier in pregnancy in animal studies, as well as use of higher doses and of 
dexamethasone instead of betamethasone, may be part of the explanation to why 
experimental and clinical research have come to different conclusions. It is also possible that 
postnatal influences might be more influential in humans, making the effects of antenatal 
steroids more difficult to detect.  

Results from our study are in line with results from RCTs reported in preschool children and 
extends this knowledge to adolescence and young adulthood, showing that also at older age, 
repeat courses of ACS are not associated with changes in body weight/BMI, BP, blood lipids, 
glucose, insulin, or cortisol.  

Arterial stiffness, as measured by mean AI, did not differ between groups, however, the 
number of subjects with an elevated AI was higher (n = 7) in the group exposed to repeat 
ACS courses compared with the unexposed group (n = 1). In a fairly recent observational 
study of slightly older adults exposed to ACS and born at an earlier GA, increased aortic arch 
stiffness was associated with use of ACS.69 Aortic narrowing and alterations in aortic 
elasticity are in line with recent experimental research showing that lambs born preterm had 
thicker aortic walls and a smaller aortic lumen, and that elastin deposition was markedly 
increased in the aorta of lambs born preterm.106 In that experimental study, it was not possible 
to determine the role of ACS. To do so, aortic structure and function should receive specific 
attention in forthcoming follow-up studies after randomized controlled trials testing efficacy 
and safety of repeat ACS courses. In addition, differences in pulse wave reflection and AI 
may reflect structural and functional differences in other parts of the vascular tree distal to the 
large arteries.  
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Our study showed no difference in glucose, insulin, or IR between unexposed and exposed 
subjects. However, glucose, insulin, and IR were inversely associated with GA at start of 
ACS. This finding supports previous suggestions that sensitivity to ACS, as regards glucose 
metabolism later in life, is dependent on GA.69 Given that earlier ACS exposure could 
contribute to higher glucose and insulin levels 20 years later, this finding, although not 
clinically relevant in our study group, may have special implications for the discussion 
around safety of repeated ACS courses in older individuals than those studied herein and in 
pregnancies with extremely short duration. 

The major strengths of this study include the cohort of individuals of both sexes exposed to 
varying numbers of weekly courses of ACS, and the long-term and detailed follow-up into 
adolescence or adulthood. Other strengths include the use of predefined criteria for exposure, 
eliminating problems with recall bias. All registry data have been prospectively collected and 
the assessment at follow-up was blinded to perinatal exposures. Finally, the majority of the 
infants in the study groups were born moderately preterm without major pregnancy or 
neonatal complications, refining the possibility to disclose effects of ACS exposure without 
significant interference from maternal and perinatal morbidity or postnatal steroid exposure. 
The small size of our cohort and the observational study design are limitations. Furthermore, 
we cannot exclude selection bias in study participation. There was an overrepresentation of 
individuals with low birth weight SDS among nonparticipants, and such bias may influence 
the lack of association between exposure and outcome. In addition, our findings do not apply 
to extremely preterm infants exposed to repeat courses of ACS and born before 28 weeks of 
gestation. 

5.3 REPEAT ACS AND LATER NEUROPSYCHOLOGICAL FUNCTION 

There is a large collection of evidence from animal studies suggesting that excessive GC 
exposure in utero affects the developing brain in many ways resulting in subtle or drastic 
changes in subsequent function. As described in chapter 1.2.4.3, ACS reduces brain mass and 
delays myelination in animals. In addition, it is known that the hippocampus highly expresses 
glucocorticoid and mineralocorticoid receptors and is particularly vulnerable to 
glucocorticoid manipulations140 and changes in hippocampal structure and function have in 
numerous studies been shown to alter cognitive ability, behaviour and the risk of 
psychological disorders later in life.141,142 In human studies, excessive exposure to synthetic 
GC has reassuringly not been found to cause as much adverse effects on neuropsychological 
function as feared. In a western Australian cohort, repeat courses of ACS was not associated 
with changes in general cognitive ability or in internalizing behaviour, however, they found 
an increased risk of aggressive-destructive behaviour, hyperactivity and distractibility at 3 
and 6 years of age.86 In addition, Spinillo et al found that repeat courses of ACS could have 
adverse effects on neurodevelopmental outcome in 2-year-old children, but that was true 
primarily for those exposed to dexamethasone rather than betamethasone.143 The RCTs on 
repeat courses of ACS have, as mentioned before, showed no obvious correlation between 
ACS exposure and neuropsychological function in preschool/early school years (table 1).  
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The results from our study are in line with those from the RCTs indicating that repeat courses 
of ACS are not associated with deficits in higher cognitive functions or psychological health. 
However, mean scores obtained on 2 tests, Symbol Search and Digit Span Forward, were 
significantly lower for the repeat group compared with the unexposed group. Both measures 
fall within the executive domain of attention and speed, which reduces the likelihood that 
they are mere statistical artefacts attributable to multiple comparisons. Although deficits in 
test scores cannot be equated with behaviour problems in everyday life, the modest group 
differences in test scores observed in our cohort may be functionally related to the behaviour 
problems found in preschool children in other studies mentioned above. Previous studies in 
nonhuman primates investigating the long-term effects of fetal glucocorticoid overexposure 
on prefrontal cortex gene expression have found significant effects of this treatment on the 
expression of glucocorticoid receptors and that these effects were more pronounced in 
neonates than in adults.144 It is tempting to speculate that the modest effects observed in our 
cohort of adolescents and young adults are remnants of deficits that were more clearly 
expressed in the younger preschool children in previous studies but have been compensated 
for in later development. In our dose-response analysis, we did not find any relationship 
between the number of corticosteroid courses and outcome. These findings are reassuring, 
given the dose-dependent reduction in neonatal anthropometrics previously reported to occur 
in this cohort. The lack of a dose-response effect could though be a result of sampling bias, 
given the small number of participants in each subgroup.  

The strengths and limitations of this study are similar to those of study II (see chapter 5.2). 
Worth noticing is that this study does not address the issue of long term cognitive outcome in 
subjects exposed to repeat courses of antenatal corticosteroids and born before 28 weeks of 
gestation, it is feasible that exposure earlier in fetal life could have a different outcome. 

5.4 ACS IN EXTREMELY PRETERM GESTATIONS 

It is important to note that the evidence supporting ACS at <26 weeks' gestation is based 
mainly on laboratory studies and non-RCTs. However, given the results from many 
observational studies145 suggesting a strong positive effect of ACS also in extremely preterm 
gestations, it would seem non-ethical to conduct RCTs on this subject. 

Animal and in vitro lung tissue studies have shown that ACS might have beneficial effect on 
the lungs even at very early gestations.146,147 This is supported by the findings in our study 
showing that the lowest survival was found in infants unexposed to ACS – their adjusted 
infant mortality risk was five times higher than in infants in the reference group exposed to 
ACS 48 h to 7 days before birth.  

Animal and in vitro studies have also shown the greatest benefits from ACS on surfactant 
production when delivery occurs between 24 h and 7 days after a complete course of 
ACS.148,149 However, human studies are contradictory. Some studies have found a decline in 
the effectiveness of ACS over time126,150,151, whereas others failed to do so.152-154 In addition 
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there is new evidence supporting a much faster effect of ACS on the fetus than previously 
known. Results from the EPICE (Effective Perinatal Intensive Care in Europe)-cohort 
showed that infant mortality decreased significantly when ACS was administered only a few 
hours before birth.129 Previous knowledge has suggested that ACS given prior to 24 hours 
before birth had poor effectiveness. In our study we found that shorter or longer 
administration-to-birth intervals than 24 h to 7 days were associated with a doubled risk for 
infant mortality. These results are in line with a recent study where the authors found that 
ACS for preterm birth at 24–34 weeks of gestation had maximum beneficial impact on 
neonatal morbidity and mortality when administered 1– 7 days before birth. In that study, the 
decline in effectiveness of ACS after 7 days was primarily observed among neonates born at 
early gestations (24–28 weeks).126 

The strengths of our study include prospective enrolment of all extremely preterm births in 
Sweden over a 3-year period. The study was one of the largest and the only population-based 
cohort evaluated for effects of ACS, and of timing of ACS, in all live-born infants born at 22–
26 weeks of gestation. The ACS administration-to-birth interval was prospectively collected 
in hours. The outcomes were robust and clinically highly relevant. The sample size allowed 
for adjusted analyses of survival in relation to timing of ACS-administration and several 
potential confounders.  

It is worth noting that we excluded stillborn infants. Among stillborn infants alive at onset of 
labour, a minority (n = 22/66; 30%) had been treated with ACS, meaning that these fetuses 
had been proactively managed. Excluding intrapartum mortality may therefore have 
introduced some bias, overestimating the protective effects of ACS at the time it was 
administered. However, under the premise that the infant was live-born, our risk estimates of 
no or untimely ACS are valid. The EXPRESS-database does not contain specific information 
on reasons for not treating with ACS; however, a recommendation to withhold treatment 
rested mainly on regional guidelines about management of extremely short gestations or 
severe malformations. Among infants born at 22 weeks of gestation, 29/49 (59%) did not 
receive ACS, at 23 weeks of gestation the corresponding proportion was 14/99 (14%), and in 
infants born at 24 weeks of gestation the proportion not receiving ACS was 7/137 (5.1%). 
Accordingly, crude estimates of survival in relation to ACS exposure and administration-to-
birth intervals are likely to be confounded by indication. To resolve this issue, we only 
presented mortality data adjusted for gestational age. Another limitation is the small numbers 
of 22-week fetuses, with only 20 exposed to ACS and five survivors, making generalizability 
of our findings to this group limited. Further, we cannot exclude that other confounding 
factors than those included in the study affected our results. Moreover, our results cannot be 
extrapolated to other drugs or dosing regimens than the ones used in Sweden. Finally, the 
included infants were born a decade ago. Since then, neonatal care has improved even more 
and the evidence for less invasive ventilation strategies has become clearer.155 Still, we think 
our findings are generalizable for the current extremely preterm population as in recent 
national statistics, the proportions of infants born at 22–26 weeks of gestation in Sweden who 
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were intubated at birth and mechanically ventilated were similar to those in EXPRESS. (Data 
from the Swedish Neonatal Quality registry). 

5.5 GENERAL DISCUSSION 

The studies included in this thesis have contributed to the knowledge about antenatal 
corticosteroid treatment. Both about its life-saving effects in extremely preterm infants, and 
its potentially adverse effects in a short and longer term perspective.  

It is very well established that ACS is one of the most important interventions for improving 
outcome after preterm birth and that one single course of ACS is of no harm to the exposed 
child. Therefor, it is utterly important to optimize the administration of ACS, making sure 
that the treatment is given to all eligible mothers with threatening preterm delivery. The 
treatment rate could be improved by a more proactive management also in extremely preterm 
gestations and by considering ACS to women at risk for imminent preterm delivery in the 
next hours.  

Whether or not to repeat the ACS course to women who remain undelivered seven or more 
days after the initial course is still unclear. Summarizing the evidence from previous studies 
and adding the knowledge from the papers included in this thesis, one can conclude that 
despite the emerging body of evidence linking fetal glucocorticoid exposure to permanent 
changes in homeostasis and organ function in experimental studies, there are little evidence 
of harm following exposure to repeat courses of ACS in humans. In view of the additive 
neonatal benefits following repeat ACS it would seem appropriate to consider at least one 
single rescue course of ACS to women who didn´t deliver one week or more after the initial 
course and who again are at risk of preterm delivery.  
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6 CONCLUSIONS  
Repeat antenatal corticosteroids and birth size: 

Ø Repeat courses of antenatal corticosteroids (ACS) are associated with a decline in 
birth size, which may have implications for later development and health. 

Ø The reduction seen in birth size after repeat courses of ACS is dose-dependent. 
Ø Gestational age at start of ACS exposure is not related to reduced size at birth. 

Repeat antenatal corticosteroids and later metabolic/cardiovascular function: 

Ø Repeat courses of ACS are not associated with changes in body weight/body mass 
index, central or peripheral blood pressure, blood lipids, glucose, insulin, or cortisol at 
follow-up 14 to 26 years after birth. 

Ø Long-standing effects on the arterial tree and glucose metabolism, the latter 
dependent on gestational age at ACS exposure, cannot be excluded. 

Repeat antenatal corticosteroids and later neuropsychological function: 

Ø Repeat courses of ACS are not correlated to adverse effects on higher cognitive 
functions and behaviour at follow-up 14 to 26 years after birth. 

Ø Repeats courses of ACS may have an impact on some aspects of executive 
functioning regarding attention and speed.  

Antenatal corticosteroids in extremely preterm gestations: 

Ø Exposure to ACS has a clear positive effect on morbidity and survival also in 
extremely preterm infants. 

Ø The optimal time-interval for administration of ACS is 24 hours to 7 days before 
birth. 

Ø Shorter or longer administration-to-birth intervals than 24 hours to 7 days are 
associated with a markedly increased risk of neonatal and infant mortality. 
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7 FUTURE PERSPECTIVES 
Although much research has been conducted on this subject there are still many unanswered 
questions and evidence gaps to be filled. Future research areas should include testing: 

Ø The lowest effective glucocorticoid dose 
− It is not known if a lower dose of glucocorticoids could be as effective as the 

current dosing regime. If a lower dose of ACS can be shown to be equally 
effective, side effects may be reduced and it could possibly lead to a more 
proactive management of repeating the courses to women undelivered after the 
initial course of ACS. 

Ø The optimal timing of glucocorticoid administration before preterm birth 
− It is not fully clear how fast ACS can exert its effect on the fetus and how long the 

effect lasts. Very recent data challenge the current thinking about optimal timing 
of ACS129 and more research on this area is warranted.  

Ø The effect of ACS in low-resource settings 
− Almost all studies on ACS have been conducted in high-income countries; 

therefore, the results may not be applicable to low-resource settings with high 
rates of infections. A recent cluster-randomised trial in low- and middle-income 
countries surprisingly showed that ACS led to increased neonatal mortality in the 
population.156 More research on this area is crucial. 

Ø The effect of ACS in multiple pregnancies and other high-risk obstetric groups 
− There are insufficient data regarding risks and benefits of ACS on high-risk 

obstetric groups such as multiple pregnancies, premature rupture of membranes 
and hypertension syndromes.12 

Ø The possible adverse effects of repeat courses of ACS into adulthood  
− Although results from follow-up studies into childhood after repeat courses of 

ACS are reassuring there is a need for follow-up into adulthood before we can 
conclude that repeat courses of ACS is a safe treatment. The RCTS on this subject 
will have to wait decades until the included children have become adults; hence, 
observational studies are also warranted. 
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8 POPULÄRVETENSKAPLIG SAMMANFATTNING 
Att födas för tidigt är vanligt i Sverige och resten av världen. Tack vare stora förbättringar i 
vården av den gravida kvinnan och det nyfödda barnet kan numera barn som är födda så 
tidigt som graviditetsvecka 22-23 överleva. Majoriteten av de för tidigt födda barnen 
överlever utan några bestående men medan en andel av framförallt de extremt för tidigt födda 
barnen drabbas av olika funktionsnedsättningar. Exempel på sådana funktionsnedsättningar 
kan vara försämrad syn, nedsatt lungfunktion, neurologisk påverkan eller nedsatt kognitiv 
funktion. Dessutom löper de för tidigt födda barnen en ökad risk för folksjukdomar såsom 
diabetes och hjärt-kärlsjukdomar senare i livet.  

En stor förklaring till att fler överlever tidig födsel är att man på 70-talet införde behandling 
med kortison till gravida kvinnor som riskerar att föda sitt barn för tidigt. Behandlingen kallas 
för antenatal kortisonbehandling och fungerar bl a så att kortisonet får fostrets lungor att 
mogna snabbare. När barnet sedan föds är det bättre rustat att andas själv och får mer sällan 
och mindre allvarlig lungsjukdom än barn vars mammor inte fått kortison. Det är även visat 
att behandlingen minskar risken för hjärnblödning, infektioner och allvarliga tarmåkommor 
hos det nyfödda barnet. Pga de positiva effekterna är antenatal kortisonbehandling en väldigt 
vanlig behandling över hela världen. Dock finns det en oro för att behandlingen eventuellt 
kan ge biverkningar på barnet. Denna oro har uppstått pga att forskningsstudier på djur har 
visat att det finns starka kopplingar mellan antenatal kortisonbehandling och bieffekter på bl a 
fostertillväxt och hjärnans utveckling samt ökad risk för hjärt-kärlsjukdomar och 
neuropsykologiska funktionsnedsättningar senare i livet. Huruvida denna koppling även finns 
hos människor är inte lika tydligt och det behövs mer forskning inom området för att ta reda 
på om så är fallet. 

Huvudsyftet med denna avhandling var dels att undersöka om det finns något samband 
mellan antenatal kortisonbehandling och olika biverkningar på barnet på kort sikt samt senare 
i livet. Vi har därför undersökt en grupp om ca 100 individer födda på Danderyds sjukhus 
under åren 1983-1996 och som under fosterlivet exponerats för varierande doser av kortison. 
I studie I undersökte vi om behandlingen påverkar tillväxten av fostret och vi fann att det 
finns ett sådant samband. Barn som hade utsatts för höga doser kortison i fosterlivet var både 
lättare, kortare och hade ett något mindre huvudomfång vid födseln än normalt. Man vet 
sedan tidigare att en hämmad fostertillväxt kan leda till hälsoproblem senare i livet varför 
detta är en potentiellt allvarlig biverkan. I studie II och III följde vi upp dessa barn i tidig 
vuxen ålder (14-26 år) för att undersöka om kortisonbehandlingen var kopplad till ökad risk 
för antingen hjärt-kärlsjukdom (studie II) eller neuropsykologiska funktionsnedsättningar 
(studie III). Vi fann inga tydliga samband mellan kortisonbehandling i fosterlivet och senare 
ohälsa i vår studiegrupp vilket är en viktig iakttagelse för att kunna fortsätta rekommendera 
behandlingen utan oro för framtida biverkningar. Det behövs dock fler studier på fler 
individer och i äldre åldrar för att kunna befästa denna iakttagelse. 
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I studie IV undersökte vi en grupp barn som fötts extremt för tidigt (före graviditetsvecka 27) 
i Sverige. Vi ville undersöka om antenatal kortisonbehandling var lika effektiv även bland 
dessa väldigt tidigt födda barn vilket inte har studerats i någon större utsträckning tidigare. Ett 
annat syfte med studien var att undersöka om det är viktigt att ge kortisonbehandlingen vid ett 
visst tidsintervall före förväntad födsel. Vi fann att bland de ca 700 barnen i vår undersökta 
grupp hade antenatal kortisonbehandling en tydlig och stark positiv effekt på barnens 
överlevnad. Våra resultat visade även att för störst skyddseffekt så ska behandlingen ges 1-7 
dygn före beräknad förlossning.  

Denna avhandling har bidragit till ökad kunskap angående antenatal kortisonbehandling. 
Sammanfattningsvis kan vi från resultatet av våra studier konstatera att: 

• Antenatal kortisonbehandling påverkar fostrets tillväxt negativt men effekten 
tycks vara övergående då inga skillnader i längd och vikt sågs vid 
långtidsuppföljning. 

• Till skillnad från djurstudier verkar inte antenatal kortisonbehandling hos 
människa leda till ökad risk för metabol ohälsa eller neuropsykologiska 
funktionsnedsättningar i ung vuxen ålder. 

• Antenatal kortisonbehandling har en livräddande effekt även på extremt för tidigt 
födda barn. 

• Det är viktigt att ge kortisonbehandlingen vid rätt tidpunkt för att uppnå optimal 
effekt. 

 
  



 

56 

9 ACKNOWLEDGEMENTS 
First and foremost I want to express my gratitude to Mikael Norman, my principal 
supervisor. Thank you for always being supportive and encouraging. I have learnt so much 
from you. You are the perfect combination of an excellent researcher, skilled clinician and a 
great person. It has been wonderful working with you all these years! 

Anna Nordenström, my eminent co-supervisor. Thank you for your support and wisdom. 
You have taught me a lot, both in the clinical and scientific environment.  

Mona-Lisa Engman, my mentor and boss. You are a true role model and I will miss your 
companionship and friendship at work very much. 

Eva Beijer, my clinical supervisor during my residency. I have really appreciated our talks 
throughout the years. You too are a great role model. 

Johanna Stålnacke, Hans Forssberg, Ann-Charlotte Smedler, Rochellys Diaz-Heijtz, 
and Margareta Nyman, co-authors and members in the FAST study project. I have truly 
appreciated our collaboration.  

Jan Kowalski and Karel Maršál, my co-authors in paper IV. Thank you for all insightful 
thoughts and ideas and a very big THANK YOU to Jan for all your help with the statistical 
analyses. 

Lena Swartling, thank you for your fantastic work with the follow-up of the FAST cohort. 

I would like to thank Claude Marcus, head of the Division of Pediatrics at CLINTEC for 
creating a friendly and scientific environment. I also would like to thank Mats Blennow for 
the scientific encouragement, and the administrative staff at CLINTEC, especially Agneta 
Wittlock and Maria Staiger for the invaluable help with practical matters. 

My former bosses Nina Perrin, Wouk Stannervik and Svante Norgren, thank you for your 
encouragement and for creating a research-friendly environment. 

I really want to express my appreciation to all teachers at the Research School for 
Clinicians in Epidemiology, Karolinska Institutet. The knowledge you passed on was 
invaluable to me when working with this thesis. 

A big thank you to the lovely ladies Jenny S, Ylva T L and Lisa F who recently went 
through this themselves and have helped and encouraged me when writing the thesis and 
preparing the dissertation. 

To all my friends and colleagues at B88 and the pediatric ER, Mona-Lisa, Kalle L, Olle, 
Katarina, Stefan, Synnöve, Sandra, Åsa, Kalle H, all fantastic nurses and assistant 
nurses; it is always a pleasure working with you and you make our workplace a fun place to 
be at! 



 

 57 

A very warm thank you to all pediatricians and pediatricans-to-be at Astrid Lindgrens 
children´s hospital, Huddinge. A special thank you to my dear friends Dersim S, Marie S, 
Mikael S and Petra B for all talks and laughter. 

Jesper E, thank you for helping me with computers, scanners, printers, statistics and support! 

My sincere gratitude to all participants in the included studies.  

Eva, my dear mother-in-law, thank you for always being there for us and our children when 
we need you. 

My mum and dad Birgitta and Christer Norberg and my siblings Sofia, Emma, Calle and 
their families; thank you for being so supportive and always helping us with whatever we 
need. You are the best!  

I will now move on to new adventures - a new city, new house, and new workplace. By my 
side I have the most important people in my life, my family Dan, Siri and Bill. Ni är mitt allt 
och jag kan inte tacka er nog.♥ 

 

 

 

 

 

 

  



 

58 

 

 

 

 

 

 



 

 59 

10 REFERENCES 
 

1.	   Bergsjo	  P,	  Denman	  DW,	  3rd,	  Hoffman	  HJ,	  Meirik	  O.	  Duration	  of	  human	  
singleton	  pregnancy.	  A	  population-‐based	  study.	  Acta	  Obstet	  Gynecol	  Scand.	  
1990;69(3):197-‐207.	  

2.	   Tucker	  J,	  McGuire	  W.	  Epidemiology	  of	  preterm	  birth.	  BMJ.	  
2004;329(7467):675-‐678.	  

3.	   Blencowe	  H,	  Cousens	  S,	  Oestergaard	  MZ,	  et	  al.	  National,	  regional,	  and	  
worldwide	  estimates	  of	  preterm	  birth	  rates	  in	  the	  year	  2010	  with	  time	  trends	  
since	  1990	  for	  selected	  countries:	  a	  systematic	  analysis	  and	  implications.	  
Lancet.	  2012;379(9832):2162-‐2172.	  

4.	   The	  National	  Board	  of	  Health	  and	  Welfare.	  Statistics	  on	  Pregnancies,	  Deliveries	  
and	  Newborn	  Infants	  2015.	  2017.	  

5.	   Group	  E,	  Fellman	  V,	  Hellstrom-‐Westas	  L,	  et	  al.	  One-‐year	  survival	  of	  extremely	  
preterm	  infants	  after	  active	  perinatal	  care	  in	  Sweden.	  JAMA.	  
2009;301(21):2225-‐2233.	  

6.	   Domellöf	  MP,	  K.	  Riktlinjer	  vid	  hotande	  förtidsbörd	  ska	  ge	  bättre	  och	  mer	  jämlik	  
vård.	  Läkartidningen2017.	  

7.	   Finnstrom	  O,	  Olausson	  PO,	  Sedin	  G,	  et	  al.	  The	  Swedish	  national	  prospective	  
study	  on	  extremely	  low	  birthweight	  (ELBW)	  infants.	  Incidence,	  mortality,	  
morbidity	  and	  survival	  in	  relation	  to	  level	  of	  care.	  Acta	  Paediatr.	  
1997;86(5):503-‐511.	  

8.	   Schmidt	  B,	  Asztalos	  EV,	  Roberts	  RS,	  et	  al.	  Impact	  of	  bronchopulmonary	  
dysplasia,	  brain	  injury,	  and	  severe	  retinopathy	  on	  the	  outcome	  of	  extremely	  
low-‐birth-‐weight	  infants	  at	  18	  months:	  results	  from	  the	  trial	  of	  indomethacin	  
prophylaxis	  in	  preterms.	  JAMA.	  2003;289(9):1124-‐1129.	  

9.	   Liggins	  GC,	  Howie	  RN.	  A	  controlled	  trial	  of	  antepartum	  glucocorticoid	  
treatment	  for	  prevention	  of	  the	  respiratory	  distress	  syndrome	  in	  premature	  
infants.	  Pediatrics.	  1972;50(4):515-‐525.	  

10.	   Crowley	  P,	  Chalmers	  I,	  Keirse	  MJ.	  The	  effects	  of	  corticosteroid	  administration	  
before	  preterm	  delivery:	  an	  overview	  of	  the	  evidence	  from	  controlled	  trials.	  Br	  
J	  Obstet	  Gynaecol.	  1990;97(1):11-‐25.	  

11.	   Roberts	  D,	  Dalziel	  S.	  Antenatal	  corticosteroids	  for	  accelerating	  fetal	  lung	  
maturation	  for	  women	  at	  risk	  of	  preterm	  birth.	  Cochrane	  Database	  Syst	  Rev.	  
2006(3):CD004454.	  

12.	   Roberts	  D,	  Brown	  J,	  Medley	  N,	  Dalziel	  SR.	  Antenatal	  corticosteroids	  for	  
accelerating	  fetal	  lung	  maturation	  for	  women	  at	  risk	  of	  preterm	  birth.	  Cochrane	  
Database	  Syst	  Rev.	  2017;3:CD004454.	  

13.	   .	  WHO	  Recommendations	  on	  Interventions	  to	  Improve	  Preterm	  Birth	  Outcomes.	  
Geneva2015.	  

14.	   Committee	  Opinion	  No.677:	  Antenatal	  Corticosteroid	  Therapy	  for	  Fetal	  
Maturation.	  Obstet	  Gynecol.	  2016;128(4):e187-‐194.	  

15.	   .	  Preterm	  Labour	  and	  Birth.	  London2015.	  
16.	   Hallman	  M.	  The	  Story	  of	  Antenatal	  Steroid	  Therapy	  before	  Preterm	  Birth.	  

Neonatology.	  2015;107(4):352-‐357.	  
17.	   Harris	  A,	  Seckl	  J.	  Glucocorticoids,	  prenatal	  stress	  and	  the	  programming	  of	  

disease.	  Horm	  Behav.	  2011;59(3):279-‐289.	  



 

60 

18.	   de	  Kloet	  ER,	  Karst	  H,	  Joels	  M.	  Corticosteroid	  hormones	  in	  the	  central	  stress	  
response:	  quick-‐and-‐slow.	  Front	  Neuroendocrinol.	  2008;29(2):268-‐272.	  

19.	   Funder	  JW.	  Glucocorticoid	  and	  mineralocorticoid	  receptors:	  biology	  and	  
clinical	  relevance.	  Annu	  Rev	  Med.	  1997;48:231-‐240.	  

20.	   Yehuda	  R,	  Fairman	  KR,	  Meyer	  JS.	  Enhanced	  brain	  cell	  proliferation	  following	  
early	  adrenalectomy	  in	  rats.	  J	  Neurochem.	  1989;53(1):241-‐248.	  

21.	   Meyer	  JS.	  Early	  adrenalectomy	  stimulates	  subsequent	  growth	  and	  development	  
of	  the	  rat	  brain.	  Exp	  Neurol.	  1983;82(2):432-‐446.	  

22.	   Kemp	  MW,	  Newnham	  JP,	  Challis	  JG,	  Jobe	  AH,	  Stock	  SJ.	  The	  clinical	  use	  of	  
corticosteroids	  in	  pregnancy.	  Hum	  Reprod	  Update.	  2016;22(2):240-‐259.	  

23.	   Fowden	  AL,	  Li	  J,	  Forhead	  AJ.	  Glucocorticoids	  and	  the	  preparation	  for	  life	  after	  
birth:	  are	  there	  long-‐term	  consequences	  of	  the	  life	  insurance?	  Proc	  Nutr	  Soc.	  
1998;57(1):113-‐122.	  

24.	   Moisiadis	  VG,	  Matthews	  SG.	  Glucocorticoids	  and	  fetal	  programming	  part	  1:	  
Outcomes.	  Nat	  Rev	  Endocrinol.	  2014;10(7):391-‐402.	  

25.	   Levine	  S.	  Infantile	  experience	  and	  resistance	  to	  physiological	  stress.	  Science.	  
1957;126(3270):405.	  

26.	   Barker	  DJ,	  Osmond	  C,	  Golding	  J,	  Kuh	  D,	  Wadsworth	  ME.	  Growth	  in	  utero,	  blood	  
pressure	  in	  childhood	  and	  adult	  life,	  and	  mortality	  from	  cardiovascular	  disease.	  
BMJ.	  1989;298(6673):564-‐567.	  

27.	   Hult	  M,	  Tornhammar	  P,	  Ueda	  P,	  et	  al.	  Hypertension,	  diabetes	  and	  overweight:	  
looming	  legacies	  of	  the	  Biafran	  famine.	  PLoS	  One.	  2010;5(10):e13582.	  

28.	   Armitage	  JA,	  Khan	  IY,	  Taylor	  PD,	  Nathanielsz	  PW,	  Poston	  L.	  Developmental	  
programming	  of	  the	  metabolic	  syndrome	  by	  maternal	  nutritional	  imbalance:	  
how	  strong	  is	  the	  evidence	  from	  experimental	  models	  in	  mammals?	  J	  Physiol.	  
2004;561(Pt	  2):355-‐377.	  

29.	   Gluckman	  PD,	  Hanson	  MA.	  Living	  with	  the	  past:	  evolution,	  development,	  and	  
patterns	  of	  disease.	  Science.	  2004;305(5691):1733-‐1736.	  

30.	   Matthews	  SG.	  Antenatal	  glucocorticoids	  and	  programming	  of	  the	  developing	  
CNS.	  Pediatr	  Res.	  2000;47(3):291-‐300.	  

31.	   Drake	  AJ,	  Tang	  JI,	  Nyirenda	  MJ.	  Mechanisms	  underlying	  the	  role	  of	  
glucocorticoids	  in	  the	  early	  life	  programming	  of	  adult	  disease.	  Clin	  Sci	  (Lond).	  
2007;113(5):219-‐232.	  

32.	   Barella	  LF,	  de	  Oliveira	  JC,	  Mathias	  PC.	  Pancreatic	  islets	  and	  their	  roles	  in	  
metabolic	  programming.	  Nutrition.	  2014;30(4):373-‐379.	  

33.	   Entringer	  S,	  Wadhwa	  PD.	  Developmental	  programming	  of	  obesity	  and	  
metabolic	  dysfunction:	  role	  of	  prenatal	  stress	  and	  stress	  biology.	  Nestle	  Nutr	  
Inst	  Workshop	  Ser.	  2013;74:107-‐120.	  

34.	   Santos	  MS,	  Joles	  JA.	  Early	  determinants	  of	  cardiovascular	  disease.	  Best	  Pract	  
Res	  Clin	  Endocrinol	  Metab.	  2012;26(5):581-‐597.	  

35.	   Rodriguez	  RJ.	  Management	  of	  respiratory	  distress	  syndrome:	  an	  update.	  Respir	  
Care.	  2003;48(3):279-‐286;	  discussion	  286-‐277.	  

36.	   Sakonidou	  S,	  Dhaliwal	  J.	  The	  management	  of	  neonatal	  respiratory	  distress	  
syndrome	  in	  preterm	  infants	  (European	  Consensus	  Guidelines-‐-‐2013	  update).	  
Arch	  Dis	  Child	  Educ	  Pract	  Ed.	  2015;100(5):257-‐259.	  

37.	   Bolt	  RJ,	  van	  Weissenbruch	  MM,	  Lafeber	  HN,	  Delemarre-‐van	  de	  Waal	  HA.	  
Glucocorticoids	  and	  lung	  development	  in	  the	  fetus	  and	  preterm	  infant.	  Pediatr	  
Pulmonol.	  2001;32(1):76-‐91.	  



 

 61 

38.	   Polglase	  GR,	  Nitsos	  I,	  Jobe	  AH,	  Newnham	  JP,	  Moss	  TJ.	  Maternal	  and	  intra-‐
amniotic	  corticosteroid	  effects	  on	  lung	  morphometry	  in	  preterm	  lambs.	  Pediatr	  
Res.	  2007;62(1):32-‐36.	  

39.	   Jobe	  AH,	  Newnham	  JP,	  Moss	  TJ,	  Ikegami	  M.	  Differential	  effects	  of	  maternal	  
betamethasone	  and	  cortisol	  on	  lung	  maturation	  and	  growth	  in	  fetal	  sheep.	  Am	  J	  
Obstet	  Gynecol.	  2003;188(1):22-‐28.	  

40.	   Papile	  LA,	  Burstein	  J,	  Burstein	  R,	  Koffler	  H.	  Incidence	  and	  evolution	  of	  
subependymal	  and	  intraventricular	  hemorrhage:	  a	  study	  of	  infants	  with	  birth	  
weights	  less	  than	  1,500	  gm.	  J	  Pediatr.	  1978;92(4):529-‐534.	  

41.	   Brouwer	  AJ,	  Groenendaal	  F,	  Benders	  MJ,	  de	  Vries	  LS.	  Early	  and	  late	  
complications	  of	  germinal	  matrix-‐intraventricular	  haemorrhage	  in	  the	  preterm	  
infant:	  what	  is	  new?	  Neonatology.	  2014;106(4):296-‐303.	  

42.	   Adams-‐Chapman	  I,	  Hansen	  NI,	  Stoll	  BJ,	  Higgins	  R,	  Network	  NR.	  
Neurodevelopmental	  outcome	  of	  extremely	  low	  birth	  weight	  infants	  with	  
posthemorrhagic	  hydrocephalus	  requiring	  shunt	  insertion.	  Pediatrics.	  
2008;121(5):e1167-‐1177.	  

43.	   Smith	  LM,	  Altamirano	  AK,	  Ervin	  MG,	  Seidner	  SR,	  Jobe	  AH.	  Prenatal	  
glucocorticoid	  exposure	  and	  postnatal	  adaptation	  in	  premature	  newborn	  
baboons	  ventilated	  for	  six	  days.	  Am	  J	  Obstet	  Gynecol.	  2004;191(5):1688-‐1694.	  

44.	   Kari	  MA,	  Hallman	  M,	  Eronen	  M,	  et	  al.	  Prenatal	  dexamethasone	  treatment	  in	  
conjunction	  with	  rescue	  therapy	  of	  human	  surfactant:	  a	  randomized	  placebo-‐
controlled	  multicenter	  study.	  Pediatrics.	  1994;93(5):730-‐736.	  

45.	   Stonestreet	  BS,	  Petersson	  KH,	  Sadowska	  GB,	  Pettigrew	  KD,	  Patlak	  CS.	  Antenatal	  
steroids	  decrease	  blood-‐brain	  barrier	  permeability	  in	  the	  ovine	  fetus.	  Am	  J	  
Physiol.	  1999;276(2	  Pt	  2):R283-‐289.	  

46.	   Liu	  J,	  Feng	  ZC,	  Yin	  XJ,	  Chen	  H,	  Lu	  J,	  Qiao	  X.	  The	  role	  of	  antenatal	  corticosteroids	  
for	  improving	  the	  maturation	  of	  choroid	  plexus	  capillaries	  in	  fetal	  mice.	  Eur	  J	  
Pediatr.	  2008;167(10):1209-‐1212.	  

47.	   Blakely	  ML,	  Lally	  KP,	  McDonald	  S,	  et	  al.	  Postoperative	  outcomes	  of	  extremely	  
low	  birth-‐weight	  infants	  with	  necrotizing	  enterocolitis	  or	  isolated	  intestinal	  
perforation:	  a	  prospective	  cohort	  study	  by	  the	  NICHD	  Neonatal	  Research	  
Network.	  Ann	  Surg.	  2005;241(6):984-‐989;	  discussion	  989-‐994.	  

48.	   Stoll	  BJ,	  Hansen	  NI,	  Bell	  EF,	  et	  al.	  Neonatal	  outcomes	  of	  extremely	  preterm	  
infants	  from	  the	  NICHD	  Neonatal	  Research	  Network.	  Pediatrics.	  
2010;126(3):443-‐456.	  

49.	   Kaijser	  M,	  Bonamy	  AK,	  Akre	  O,	  et	  al.	  Perinatal	  risk	  factors	  for	  ischemic	  heart	  
disease:	  disentangling	  the	  roles	  of	  birth	  weight	  and	  preterm	  birth.	  Circulation.	  
2008;117(3):405-‐410.	  

50.	   Bonamy	  AK,	  Norman	  M,	  Kaijser	  M.	  Being	  born	  too	  small,	  too	  early,	  or	  both:	  
does	  it	  matter	  for	  risk	  of	  hypertension	  in	  the	  elderly?	  Am	  J	  Hypertens.	  
2008;21(10):1107-‐1110.	  

51.	   Crump	  C,	  Winkleby	  MA,	  Sundquist	  K,	  Sundquist	  J.	  Risk	  of	  hypertension	  among	  
young	  adults	  who	  were	  born	  preterm:	  a	  Swedish	  national	  study	  of	  636,000	  
births.	  Am	  J	  Epidemiol.	  2011;173(7):797-‐803.	  

52.	   Johansson	  S,	  Iliadou	  A,	  Bergvall	  N,	  Tuvemo	  T,	  Norman	  M,	  Cnattingius	  S.	  Risk	  of	  
high	  blood	  pressure	  among	  young	  men	  increases	  with	  the	  degree	  of	  
immaturity	  at	  birth.	  Circulation.	  2005;112(22):3430-‐3436.	  

53.	   Parkinson	  JR,	  Hyde	  MJ,	  Gale	  C,	  Santhakumaran	  S,	  Modi	  N.	  Preterm	  birth	  and	  the	  
metabolic	  syndrome	  in	  adult	  life:	  a	  systematic	  review	  and	  meta-‐analysis.	  
Pediatrics.	  2013;131(4):e1240-‐1263.	  



 

62 

54.	   Lewandowski	  AJ,	  Augustine	  D,	  Lamata	  P,	  et	  al.	  Preterm	  heart	  in	  adult	  life:	  
cardiovascular	  magnetic	  resonance	  reveals	  distinct	  differences	  in	  left	  
ventricular	  mass,	  geometry,	  and	  function.	  Circulation.	  2013;127(2):197-‐206.	  

55.	   Schubert	  U,	  Muller	  M,	  Edstedt	  Bonamy	  AK,	  Abdul-‐Khaliq	  H,	  Norman	  M.	  Aortic	  
growth	  arrest	  after	  preterm	  birth:	  a	  lasting	  structural	  change	  of	  the	  vascular	  
tree.	  J	  Dev	  Orig	  Health	  Dis.	  2011;2(4):218-‐225.	  

56.	   Hovi	  P,	  Andersson	  S,	  Eriksson	  JG,	  et	  al.	  Glucose	  regulation	  in	  young	  adults	  with	  
very	  low	  birth	  weight.	  N	  Engl	  J	  Med.	  2007;356(20):2053-‐2063.	  

57.	   Kaijser	  M,	  Bonamy	  AK,	  Akre	  O,	  et	  al.	  Perinatal	  risk	  factors	  for	  diabetes	  in	  later	  
life.	  Diabetes.	  2009;58(3):523-‐526.	  

58.	   Hui	  LL,	  Lam	  HS,	  Leung	  GM,	  Schooling	  CM.	  Late	  prematurity	  and	  adiposity	  in	  
adolescents:	  Evidence	  from	  "Children	  of	  1997"	  birth	  cohort.	  Obesity	  (Silver	  
Spring).	  2015;23(11):2309-‐2314.	  

59.	   Lawlor	  DA,	  Ronalds	  G,	  Clark	  H,	  Smith	  GD,	  Leon	  DA.	  Birth	  weight	  is	  inversely	  
associated	  with	  incident	  coronary	  heart	  disease	  and	  stroke	  among	  individuals	  
born	  in	  the	  1950s:	  findings	  from	  the	  Aberdeen	  Children	  of	  the	  1950s	  
prospective	  cohort	  study.	  Circulation.	  2005;112(10):1414-‐1418.	  

60.	   Koupil	  I,	  Leon	  DA,	  Lithell	  HO.	  Length	  of	  gestation	  is	  associated	  with	  mortality	  
from	  cerebrovascular	  disease.	  J	  Epidemiol	  Community	  Health.	  2005;59(6):473-‐
474.	  

61.	   Berry	  MJ,	  Jaquiery	  AL,	  Oliver	  MH,	  Harding	  JE,	  Bloomfield	  FH.	  Antenatal	  
corticosteroid	  exposure	  at	  term	  increases	  adult	  adiposity:	  an	  experimental	  
study	  in	  sheep.	  Acta	  Obstet	  Gynecol	  Scand.	  2013;92(7):862-‐865.	  

62.	   Gatford	  KL,	  Wintour	  EM,	  De	  Blasio	  MJ,	  Owens	  JA,	  Dodic	  M.	  Differential	  timing	  
for	  programming	  of	  glucose	  homoeostasis,	  sensitivity	  to	  insulin	  and	  blood	  
pressure	  by	  in	  utero	  exposure	  to	  dexamethasone	  in	  sheep.	  Clin	  Sci	  (Lond).	  
2000;98(5):553-‐560.	  

63.	   Benediktsson	  R,	  Lindsay	  RS,	  Noble	  J,	  Seckl	  JR,	  Edwards	  CR.	  Glucocorticoid	  
exposure	  in	  utero:	  new	  model	  for	  adult	  hypertension.	  Lancet.	  
1993;341(8841):339-‐341.	  

64.	   Nyirenda	  MJ,	  Lindsay	  RS,	  Kenyon	  CJ,	  Burchell	  A,	  Seckl	  JR.	  Glucocorticoid	  
exposure	  in	  late	  gestation	  permanently	  programs	  rat	  hepatic	  
phosphoenolpyruvate	  carboxykinase	  and	  glucocorticoid	  receptor	  expression	  
and	  causes	  glucose	  intolerance	  in	  adult	  offspring.	  J	  Clin	  Invest.	  
1998;101(10):2174-‐2181.	  

65.	   Dalziel	  SR,	  Walker	  NK,	  Parag	  V,	  et	  al.	  Cardiovascular	  risk	  factors	  after	  antenatal	  
exposure	  to	  betamethasone:	  30-‐year	  follow-‐up	  of	  a	  randomised	  controlled	  
trial.	  Lancet.	  2005;365(9474):1856-‐1862.	  

66.	   Finken	  MJ,	  Keijzer-‐Veen	  MG,	  Dekker	  FW,	  et	  al.	  Antenatal	  glucocorticoid	  
treatment	  is	  not	  associated	  with	  long-‐term	  metabolic	  risks	  in	  individuals	  born	  
before	  32	  weeks	  of	  gestation.	  Arch	  Dis	  Child	  Fetal	  Neonatal	  Ed.	  
2008;93(6):F442-‐447.	  

67.	   de	  Vries	  WB,	  Karemaker	  R,	  Mooy	  NF,	  et	  al.	  Cardiovascular	  follow-‐up	  at	  school	  
age	  after	  perinatal	  glucocorticoid	  exposure	  in	  prematurely	  born	  children:	  
perinatal	  glucocorticoid	  therapy	  and	  cardiovascular	  follow-‐up.	  Arch	  Pediatr	  
Adolesc	  Med.	  2008;162(8):738-‐744.	  

68.	   Doyle	  LW,	  Ford	  GW,	  Davis	  NM,	  Callanan	  C.	  Antenatal	  corticosteroid	  therapy	  
and	  blood	  pressure	  at	  14	  years	  of	  age	  in	  preterm	  children.	  Clin	  Sci	  (Lond).	  
2000;98(2):137-‐142.	  



 

 63 

69.	   Kelly	  BA,	  Lewandowski	  AJ,	  Worton	  SA,	  et	  al.	  Antenatal	  glucocorticoid	  exposure	  
and	  long-‐term	  alterations	  in	  aortic	  function	  and	  glucose	  metabolism.	  Pediatrics.	  
2012;129(5):e1282-‐1290.	  

70.	   Alexander	  N,	  Rosenlocher	  F,	  Stalder	  T,	  et	  al.	  Impact	  of	  antenatal	  synthetic	  
glucocorticoid	  exposure	  on	  endocrine	  stress	  reactivity	  in	  term-‐born	  children.	  J	  
Clin	  Endocrinol	  Metab.	  2012;97(10):3538-‐3544.	  

71.	   Erni	  K,	  Shaqiri-‐Emini	  L,	  La	  Marca	  R,	  Zimmermann	  R,	  Ehlert	  U.	  Psychobiological	  
effects	  of	  prenatal	  glucocorticoid	  exposure	  in	  10-‐year-‐old-‐children.	  Front	  
Psychiatry.	  2012;3:104.	  

72.	   Moore	  GP,	  Lemyre	  B,	  Barrowman	  N,	  Daboval	  T.	  Neurodevelopmental	  outcomes	  
at	  4	  to	  8	  years	  of	  children	  born	  at	  22	  to	  25	  weeks'	  gestational	  age:	  a	  meta-‐
analysis.	  JAMA	  Pediatr.	  2013;167(10):967-‐974.	  

73.	   Serenius	  F,	  Ewald	  U,	  Farooqi	  A,	  et	  al.	  Neurodevelopmental	  Outcomes	  Among	  
Extremely	  Preterm	  Infants	  6.5	  Years	  After	  Active	  Perinatal	  Care	  in	  Sweden.	  
JAMA	  Pediatr.	  2016;170(10):954-‐963.	  

74.	   Aylward	  GP.	  Neurodevelopmental	  outcomes	  of	  infants	  born	  prematurely.	  J	  Dev	  
Behav	  Pediatr.	  2005;26(6):427-‐440.	  

75.	   Anderson	  P,	  Doyle	  LW,	  Victorian	  Infant	  Collaborative	  Study	  G.	  Neurobehavioral	  
outcomes	  of	  school-‐age	  children	  born	  extremely	  low	  birth	  weight	  or	  very	  
preterm	  in	  the	  1990s.	  JAMA.	  2003;289(24):3264-‐3272.	  

76.	   Huang	  WL,	  Beazley	  LD,	  Quinlivan	  JA,	  Evans	  SF,	  Newnham	  JP,	  Dunlop	  SA.	  Effect	  
of	  corticosteroids	  on	  brain	  growth	  in	  fetal	  sheep.	  Obstet	  Gynecol.	  
1999;94(2):213-‐218.	  

77.	   Uno	  H,	  Eisele	  S,	  Sakai	  A,	  et	  al.	  Neurotoxicity	  of	  glucocorticoids	  in	  the	  primate	  
brain.	  Horm	  Behav.	  1994;28(4):336-‐348.	  

78.	   Huang	  WL,	  Harper	  CG,	  Evans	  SF,	  Newnham	  JP,	  Dunlop	  SA.	  Repeated	  prenatal	  
corticosteroid	  administration	  delays	  myelination	  of	  the	  corpus	  callosum	  in	  
fetal	  sheep.	  Int	  J	  Dev	  Neurosci.	  2001;19(4):415-‐425.	  

79.	   Antonow-‐Schlorke	  I,	  Helgert	  A,	  Gey	  C,	  et	  al.	  Adverse	  effects	  of	  antenatal	  
glucocorticoids	  on	  cerebral	  myelination	  in	  sheep.	  Obstet	  Gynecol.	  
2009;113(1):142-‐151.	  

80.	   Malaeb	  SN,	  Hovanesian	  V,	  Sarasin	  MD,	  Hartmann	  SM,	  Sadowska	  GB,	  Stonestreet	  
BS.	  Effects	  of	  maternal	  antenatal	  glucocorticoid	  treatment	  on	  apoptosis	  in	  the	  
ovine	  fetal	  cerebral	  cortex.	  J	  Neurosci	  Res.	  2009;87(1):179-‐189.	  

81.	   Moss	  TJ,	  Doherty	  DA,	  Nitsos	  I,	  Sloboda	  DM,	  Harding	  R,	  Newnham	  JP.	  Effects	  into	  
adulthood	  of	  single	  or	  repeated	  antenatal	  corticosteroids	  in	  sheep.	  Am	  J	  Obstet	  
Gynecol.	  2005;192(1):146-‐152.	  

82.	   Schmand	  B,	  Neuvel	  J,	  Smolders-‐de	  Haas	  H,	  Hoeks	  J,	  Treffers	  PE,	  Koppe	  JG.	  
Psychological	  development	  of	  children	  who	  were	  treated	  antenatally	  with	  
corticosteroids	  to	  prevent	  respiratory	  distress	  syndrome.	  Pediatrics.	  
1990;86(1):58-‐64.	  

83.	   McKinlay	  CJ,	  Crowther	  CA,	  Middleton	  P,	  Harding	  JE.	  Repeat	  antenatal	  
glucocorticoids	  for	  women	  at	  risk	  of	  preterm	  birth:	  a	  Cochrane	  Systematic	  
Review.	  Am	  J	  Obstet	  Gynecol.	  2012;206(3):187-‐194.	  

84.	   Dalziel	  SR,	  Lim	  VK,	  Lambert	  A,	  et	  al.	  Antenatal	  exposure	  to	  betamethasone:	  
psychological	  functioning	  and	  health	  related	  quality	  of	  life	  31	  years	  after	  
inclusion	  in	  randomised	  controlled	  trial.	  BMJ.	  2005;331(7518):665.	  

85.	   Dessens	  AB,	  Haas	  HS,	  Koppe	  JG.	  Twenty-‐year	  follow-‐up	  of	  antenatal	  
corticosteroid	  treatment.	  Pediatrics.	  2000;105(6):E77.	  



 

64 

86.	   French	  NP,	  Hagan	  R,	  Evans	  SF,	  Mullan	  A,	  Newnham	  JP.	  Repeated	  antenatal	  
corticosteroids:	  effects	  on	  cerebral	  palsy	  and	  childhood	  behavior.	  Am	  J	  Obstet	  
Gynecol.	  2004;190(3):588-‐595.	  

87.	   Crowther	  CA,	  Doyle	  LW,	  Haslam	  RR,	  et	  al.	  Outcomes	  at	  2	  years	  of	  age	  after	  
repeat	  doses	  of	  antenatal	  corticosteroids.	  N	  Engl	  J	  Med.	  2007;357(12):1179-‐
1189.	  

88.	   Asztalos	  EV,	  Murphy	  KE,	  Hannah	  ME,	  et	  al.	  Multiple	  courses	  of	  antenatal	  
corticosteroids	  for	  preterm	  birth	  study:	  2-‐year	  outcomes.	  Pediatrics.	  
2010;126(5):e1045-‐1055.	  

89.	   Asztalos	  EV,	  Murphy	  KE,	  Willan	  AR,	  et	  al.	  Multiple	  courses	  of	  antenatal	  
corticosteroids	  for	  preterm	  birth	  study:	  outcomes	  in	  children	  at	  5	  years	  of	  age	  
(MACS-‐5).	  JAMA	  Pediatr.	  2013;167(12):1102-‐1110.	  

90.	   Thunqvist	  P,	  Gustafsson	  P,	  Norman	  M,	  Wickman	  M,	  Hallberg	  J.	  Lung	  function	  at	  
6	  and	  18	  months	  after	  preterm	  birth	  in	  relation	  to	  severity	  of	  
bronchopulmonary	  dysplasia.	  Pediatr	  Pulmonol.	  2015;50(10):978-‐986.	  

91.	   Fakhoury	  KF,	  Sellers	  C,	  Smith	  EO,	  Rama	  JA,	  Fan	  LL.	  Serial	  measurements	  of	  lung	  
function	  in	  a	  cohort	  of	  young	  children	  with	  bronchopulmonary	  dysplasia.	  
Pediatrics.	  2010;125(6):e1441-‐1447.	  

92.	   Shennan	  AT,	  Dunn	  MS,	  Ohlsson	  A,	  Lennox	  K,	  Hoskins	  EM.	  Abnormal	  pulmonary	  
outcomes	  in	  premature	  infants:	  prediction	  from	  oxygen	  requirement	  in	  the	  
neonatal	  period.	  Pediatrics.	  1988;82(4):527-‐532.	  

93.	   Fawke	  J,	  Lum	  S,	  Kirkby	  J,	  et	  al.	  Lung	  function	  and	  respiratory	  symptoms	  at	  11	  
years	  in	  children	  born	  extremely	  preterm:	  the	  EPICure	  study.	  Am	  J	  Respir	  Crit	  
Care	  Med.	  2010;182(2):237-‐245.	  

94.	   Vollsaeter	  M,	  Roksund	  OD,	  Eide	  GE,	  Markestad	  T,	  Halvorsen	  T.	  Lung	  function	  
after	  preterm	  birth:	  development	  from	  mid-‐childhood	  to	  adulthood.	  Thorax.	  
2013;68(8):767-‐776.	  

95.	   Blanco	  LN,	  Massaro	  GD,	  Massaro	  D.	  Alveolar	  dimensions	  and	  number:	  
developmental	  and	  hormonal	  regulation.	  Am	  J	  Physiol.	  1989;257(4	  Pt	  1):L240-‐
247.	  

96.	   Tschanz	  SA,	  Haenni	  B,	  Burri	  PH.	  Glucocorticoid	  induced	  impairment	  of	  lung	  
structure	  assessed	  by	  digital	  image	  analysis.	  Eur	  J	  Pediatr.	  2002;161(1):26-‐30.	  

97.	   Smolders-‐de	  Haas	  H,	  Neuvel	  J,	  Schmand	  B,	  Treffers	  PE,	  Koppe	  JG,	  Hoeks	  J.	  
Physical	  development	  and	  medical	  history	  of	  children	  who	  were	  treated	  
antenatally	  with	  corticosteroids	  to	  prevent	  respiratory	  distress	  syndrome:	  a	  
10-‐	  to	  12-‐year	  follow-‐up.	  Pediatrics.	  1990;86(1):65-‐70.	  

98.	   Dalziel	  SR,	  Rea	  HH,	  Walker	  NK,	  et	  al.	  Long	  term	  effects	  of	  antenatal	  
betamethasone	  on	  lung	  function:	  30	  year	  follow	  up	  of	  a	  randomised	  controlled	  
trial.	  Thorax.	  2006;61(8):678-‐683.	  

99.	   McLaughlin	  KJ,	  Crowther	  CA,	  Walker	  N,	  Harding	  JE.	  Effects	  of	  a	  single	  course	  of	  
corticosteroids	  given	  more	  than	  7	  days	  before	  birth:	  a	  systematic	  review.	  Aust	  
N	  Z	  J	  Obstet	  Gynaecol.	  2003;43(2):101-‐106.	  

100.	   Iams	  JD,	  Newman	  RB,	  Thom	  EA,	  et	  al.	  Frequency	  of	  uterine	  contractions	  and	  
the	  risk	  of	  spontaneous	  preterm	  delivery.	  N	  Engl	  J	  Med.	  2002;346(4):250-‐255.	  

101.	   Davidson	  C,	  Monga	  M,	  Ellison	  D,	  Vidaeff	  A.	  Continuation	  of	  pregnancy	  after	  
antenatal	  corticosteroid	  administration:	  opportunity	  for	  rescue?	  J	  Reprod	  Med.	  
2010;55(1-‐2):14-‐18.	  

102.	   Garite	  TJ,	  Kurtzman	  J,	  Maurel	  K,	  Clark	  R,	  Obstetrix	  Collaborative	  Research	  N.	  
Impact	  of	  a	  'rescue	  course'	  of	  antenatal	  corticosteroids:	  a	  multicenter	  



 

 65 

randomized	  placebo-‐controlled	  trial.	  Am	  J	  Obstet	  Gynecol.	  2009;200(3):248	  
e241-‐249.	  

103.	   Crowther	  CA,	  McKinlay	  CJ,	  Middleton	  P,	  Harding	  JE.	  Repeat	  doses	  of	  prenatal	  
corticosteroids	  for	  women	  at	  risk	  of	  preterm	  birth	  for	  improving	  neonatal	  
health	  outcomes.	  Cochrane	  Database	  Syst	  Rev.	  2015(7):CD003935.	  

104.	   Ikegami	  M,	  Jobe	  AH,	  Newnham	  J,	  Polk	  DH,	  Willet	  KE,	  Sly	  P.	  Repetitive	  prenatal	  
glucocorticoids	  improve	  lung	  function	  and	  decrease	  growth	  in	  preterm	  lambs.	  
Am	  J	  Respir	  Crit	  Care	  Med.	  1997;156(1):178-‐184.	  

105.	   Hauser	  J,	  Knapman	  A,	  Zurcher	  NR,	  et	  al.	  Effects	  of	  prenatal	  dexamethasone	  
treatment	  on	  physical	  growth,	  pituitary-‐adrenal	  hormones,	  and	  performance	  of	  
motor,	  motivational,	  and	  cognitive	  tasks	  in	  juvenile	  and	  adolescent	  common	  
marmoset	  monkeys.	  Endocrinology.	  2008;149(12):6343-‐6355.	  

106.	   Bensley	  JG,	  De	  Matteo	  R,	  Harding	  R,	  Black	  MJ.	  Preterm	  birth	  with	  antenatal	  
corticosteroid	  administration	  has	  injurious	  and	  persistent	  effects	  on	  the	  
structure	  and	  composition	  of	  the	  aorta	  and	  pulmonary	  artery.	  Pediatr	  Res.	  
2012;71(2):150-‐155.	  

107.	   Drake	  AJ,	  Raubenheimer	  PJ,	  Kerrigan	  D,	  McInnes	  KJ,	  Seckl	  JR,	  Walker	  BR.	  
Prenatal	  dexamethasone	  programs	  expression	  of	  genes	  in	  liver	  and	  adipose	  
tissue	  and	  increased	  hepatic	  lipid	  accumulation	  but	  not	  obesity	  on	  a	  high-‐fat	  
diet.	  Endocrinology.	  2010;151(4):1581-‐1587.	  

108.	   Sloboda	  DM,	  Newnham	  JP,	  Challis	  JR.	  Repeated	  maternal	  glucocorticoid	  
administration	  and	  the	  developing	  liver	  in	  fetal	  sheep.	  J	  Endocrinol.	  
2002;175(2):535-‐543.	  

109.	   French	  NP,	  Hagan	  R,	  Evans	  SF,	  Godfrey	  M,	  Newnham	  JP.	  Repeated	  antenatal	  
corticosteroids:	  size	  at	  birth	  and	  subsequent	  development.	  Am	  J	  Obstet	  Gynecol.	  
1999;180(1	  Pt	  1):114-‐121.	  

110.	   Wapner	  RJ,	  Sorokin	  Y,	  Thom	  EA,	  et	  al.	  Single	  versus	  weekly	  courses	  of	  antenatal	  
corticosteroids:	  evaluation	  of	  safety	  and	  efficacy.	  Am	  J	  Obstet	  Gynecol.	  
2006;195(3):633-‐642.	  

111.	   Murphy	  KE,	  Hannah	  ME,	  Willan	  AR,	  et	  al.	  Multiple	  courses	  of	  antenatal	  
corticosteroids	  for	  preterm	  birth	  (MACS):	  a	  randomised	  controlled	  trial.	  
Lancet.	  2008;372(9656):2143-‐2151.	  

112.	   Crowther	  CA,	  Haslam	  RR,	  Hiller	  JE,	  Doyle	  LW,	  Robinson	  JS,	  Australasian	  
Collaborative	  Trial	  of	  Repeat	  Doses	  of	  Steroids	  Study	  G.	  Neonatal	  respiratory	  
distress	  syndrome	  after	  repeat	  exposure	  to	  antenatal	  corticosteroids:	  a	  
randomised	  controlled	  trial.	  Lancet.	  2006;367(9526):1913-‐1919.	  

113.	   Guinn	  DA,	  Atkinson	  MW,	  Sullivan	  L,	  et	  al.	  Single	  vs	  weekly	  courses	  of	  antenatal	  
corticosteroids	  for	  women	  at	  risk	  of	  preterm	  delivery:	  A	  randomized	  controlled	  
trial.	  JAMA.	  2001;286(13):1581-‐1587.	  

114.	   Shelton	  SD,	  Boggess	  KA,	  Murtha	  AP,	  Groff	  AO,	  Herbert	  WN.	  Repeated	  fetal	  
betamethasone	  treatment	  and	  birth	  weight	  and	  head	  circumference.	  Obstet	  
Gynecol.	  2001;97(2):301-‐304.	  

115.	   Wapner	  RJ,	  Sorokin	  Y,	  Mele	  L,	  et	  al.	  Long-‐term	  outcomes	  after	  repeat	  doses	  of	  
antenatal	  corticosteroids.	  N	  Engl	  J	  Med.	  2007;357(12):1190-‐1198.	  

116.	   Moss	  TJ,	  Sloboda	  DM,	  Gurrin	  LC,	  Harding	  R,	  Challis	  JR,	  Newnham	  JP.	  
Programming	  effects	  in	  sheep	  of	  prenatal	  growth	  restriction	  and	  glucocorticoid	  
exposure.	  Am	  J	  Physiol	  Regul	  Integr	  Comp	  Physiol.	  2001;281(3):R960-‐970.	  

117.	   Ballard	  PL.	  Hormones	  and	  lung	  maturation.	  Monogr	  Endocrinol.	  1986;28:1-‐354.	  



 

66 

118.	   Stonestreet	  BS,	  Watkins	  S,	  Petersson	  KH,	  Sadowska	  GB.	  Effects	  of	  multiple	  
courses	  of	  antenatal	  corticosteroids	  on	  regional	  brain	  and	  somatic	  tissue	  water	  
content	  in	  ovine	  fetuses.	  J	  Soc	  Gynecol	  Investig.	  2004;11(3):166-‐174.	  

119.	   Milley	  JR.	  Effects	  of	  increased	  cortisol	  concentration	  on	  ovine	  fetal	  leucine	  
kinetics	  and	  protein	  metabolism.	  Am	  J	  Physiol.	  1995;268(6	  Pt	  1):E1114-‐1122.	  

120.	   Gatford	  KL,	  Owens	  JA,	  Li	  S,	  et	  al.	  Repeated	  betamethasone	  treatment	  of	  
pregnant	  sheep	  programs	  persistent	  reductions	  in	  circulating	  IGF-‐I	  and	  IGF-‐
binding	  proteins	  in	  progeny.	  Am	  J	  Physiol	  Endocrinol	  Metab.	  2008;295(1):E170-‐
178.	  

121.	   Crowther	  CA,	  Anderson	  PJ,	  McKinlay	  CJ,	  et	  al.	  Mid-‐Childhood	  Outcomes	  of	  
Repeat	  Antenatal	  Corticosteroids:	  A	  Randomized	  Controlled	  Trial.	  Pediatrics.	  
2016;138(4).	  

122.	   Peltoniemi	  OM,	  Kari	  MA,	  Lano	  A,	  et	  al.	  Two-‐year	  follow-‐up	  of	  a	  randomised	  trial	  
with	  repeated	  antenatal	  betamethasone.	  Arch	  Dis	  Child	  Fetal	  Neonatal	  Ed.	  
2009;94(6):F402-‐406.	  

123.	   Onland	  W,	  de	  Laat	  MW,	  Mol	  BW,	  Offringa	  M.	  Effects	  of	  antenatal	  corticosteroids	  
given	  prior	  to	  26	  weeks'	  gestation:	  a	  systematic	  review	  of	  randomized	  
controlled	  trials.	  Am	  J	  Perinatol.	  2011;28(1):33-‐44.	  

124.	   Carlo	  WA,	  McDonald	  SA,	  Fanaroff	  AA,	  et	  al.	  Association	  of	  antenatal	  
corticosteroids	  with	  mortality	  and	  neurodevelopmental	  outcomes	  among	  
infants	  born	  at	  22	  to	  25	  weeks'	  gestation.	  JAMA.	  2011;306(21):2348-‐2358.	  

125.	   Mori	  R,	  Kusuda	  S,	  Fujimura	  M,	  Neonatal	  Research	  Network	  J.	  Antenatal	  
corticosteroids	  promote	  survival	  of	  extremely	  preterm	  infants	  born	  at	  22	  to	  23	  
weeks	  of	  gestation.	  J	  Pediatr.	  2011;159(1):110-‐114	  e111.	  

126.	   Melamed	  N,	  Shah	  J,	  Soraisham	  A,	  et	  al.	  Association	  Between	  Antenatal	  
Corticosteroid	  Administration-‐to-‐Birth	  Interval	  and	  Outcomes	  of	  Preterm	  
Neonates.	  Obstet	  Gynecol.	  2015;125(6):1377-‐1384.	  

127.	   Travers	  CP,	  Clark	  RH,	  Spitzer	  AR,	  Das	  A,	  Garite	  TJ,	  Carlo	  WA.	  Exposure	  to	  any	  
antenatal	  corticosteroids	  and	  outcomes	  in	  preterm	  infants	  by	  gestational	  age:	  
prospective	  cohort	  study.	  BMJ.	  2017;356:j1039.	  

128.	   Ancel	  PY,	  Goffinet	  F,	  Group	  E-‐W,	  et	  al.	  Survival	  and	  morbidity	  of	  preterm	  
children	  born	  at	  22	  through	  34	  weeks'	  gestation	  in	  France	  in	  2011:	  results	  of	  
the	  EPIPAGE-‐2	  cohort	  study.	  JAMA	  Pediatr.	  2015;169(3):230-‐238.	  

129.	   Norman	  M,	  Piedvache	  A,	  Borch	  K,	  et	  al.	  Association	  of	  Short	  Antenatal	  
Corticosteroid	  Administration-‐to-‐Birth	  Intervals	  With	  Survival	  and	  Morbidity	  
Among	  Very	  Preterm	  Infants:	  Results	  From	  the	  EPICE	  Cohort.	  JAMA	  Pediatr.	  
2017;171(7):678-‐686.	  

130.	   Niklasson	  A,	  Albertsson-‐Wikland	  K.	  Continuous	  growth	  reference	  from	  24th	  
week	  of	  gestation	  to	  24	  months	  by	  gender.	  BMC	  Pediatr.	  2008;8:8.	  

131.	   The	  Swedish	  Medical	  Birth	  Register:	  a	  summary	  of	  content	  and	  quality.	  
Stockholm	  SNBoHaW2003.	  

132.	   http://www.dtu.ox.ac.uk/homacalculator/.	  
133.	   Jobe	  AH,	  Wada	  N,	  Berry	  LM,	  Ikegami	  M,	  Ervin	  MG.	  Single	  and	  repetitive	  

maternal	  glucocorticoid	  exposures	  reduce	  fetal	  growth	  in	  sheep.	  Am	  J	  Obstet	  
Gynecol.	  1998;178(5):880-‐885.	  

134.	   Pratt	  L,	  Magness	  RR,	  Phernetton	  T,	  Hendricks	  SK,	  Abbott	  DH,	  Bird	  IM.	  Repeated	  
use	  of	  betamethasone	  in	  rabbits:	  effects	  of	  treatment	  variation	  on	  adrenal	  
suppression,	  pulmonary	  maturation,	  and	  pregnancy	  outcome.	  Am	  J	  Obstet	  
Gynecol.	  1999;180(4):995-‐1005.	  



 

 67 

135.	   Aghajafari	  F,	  Murphy	  K,	  Matthews	  S,	  Ohlsson	  A,	  Amankwah	  K,	  Hannah	  M.	  
Repeated	  doses	  of	  antenatal	  corticosteroids	  in	  animals:	  a	  systematic	  review.	  
Am	  J	  Obstet	  Gynecol.	  2002;186(4):843-‐849.	  

136.	   Wyrwoll	  CS,	  Mark	  PJ,	  Waddell	  BJ.	  Developmental	  programming	  of	  renal	  
glucocorticoid	  sensitivity	  and	  the	  renin-‐angiotensin	  system.	  Hypertension.	  
2007;50(3):579-‐584.	  

137.	   Swee	  MH,	  Parks	  WC,	  Pierce	  RA.	  Developmental	  regulation	  of	  elastin	  
production.	  Expression	  of	  tropoelastin	  pre-‐mRNA	  persists	  after	  down-‐
regulation	  of	  steady-‐state	  mRNA	  levels.	  J	  Biol	  Chem.	  1995;270(25):14899-‐
14906.	  

138.	   O'Brien	  K,	  Sekimoto	  H,	  Boney	  C,	  Malee	  M.	  Effect	  of	  fetal	  dexamethasone	  
exposure	  on	  the	  development	  of	  adult	  insulin	  sensitivity	  in	  a	  rat	  model.	  J	  
Matern	  Fetal	  Neonatal	  Med.	  2008;21(9):623-‐628.	  

139.	   Shen	  CN,	  Seckl	  JR,	  Slack	  JM,	  Tosh	  D.	  Glucocorticoids	  suppress	  beta-‐cell	  
development	  and	  induce	  hepatic	  metaplasia	  in	  embryonic	  pancreas.	  Biochem	  J.	  
2003;375(Pt	  1):41-‐50.	  

140.	   Uno	  H,	  Lohmiller	  L,	  Thieme	  C,	  et	  al.	  Brain	  damage	  induced	  by	  prenatal	  
exposure	  to	  dexamethasone	  in	  fetal	  rhesus	  macaques.	  I.	  Hippocampus.	  Brain	  
Res	  Dev	  Brain	  Res.	  1990;53(2):157-‐167.	  

141.	   Sheline	  YI,	  Wang	  PW,	  Gado	  MH,	  Csernansky	  JG,	  Vannier	  MW.	  Hippocampal	  
atrophy	  in	  recurrent	  major	  depression.	  Proc	  Natl	  Acad	  Sci	  U	  S	  A.	  
1996;93(9):3908-‐3913.	  

142.	   DeRijk	  R,	  de	  Kloet	  ER.	  Corticosteroid	  receptor	  genetic	  polymorphisms	  and	  
stress	  responsivity.	  Endocrine.	  2005;28(3):263-‐270.	  

143.	   Spinillo	  A,	  Viazzo	  F,	  Colleoni	  R,	  Chiara	  A,	  Maria	  Cerbo	  R,	  Fazzi	  E.	  Two-‐year	  
infant	  neurodevelopmental	  outcome	  after	  single	  or	  multiple	  antenatal	  courses	  
of	  corticosteroids	  to	  prevent	  complications	  of	  prematurity.	  Am	  J	  Obstet	  Gynecol.	  
2004;191(1):217-‐224.	  

144.	   Diaz	  Heijtz	  R,	  Fuchs	  E,	  Feldon	  J,	  Pryce	  CR,	  Forssberg	  H.	  Effects	  of	  antenatal	  
dexamethasone	  treatment	  on	  glucocorticoid	  receptor	  and	  calcyon	  gene	  
expression	  in	  the	  prefrontal	  cortex	  of	  neonatal	  and	  adult	  common	  marmoset	  
monkeys.	  Behav	  Brain	  Funct.	  2010;6:18.	  

145.	   Deshmukh	  M,	  Patole	  S.	  Antenatal	  corticosteroids	  for	  neonates	  born	  before	  25	  
Weeks-‐A	  systematic	  review	  and	  meta-‐analysis.	  PLoS	  One.	  
2017;12(5):e0176090.	  

146.	   Ballard	  PL,	  Ballard	  RA.	  Scientific	  basis	  and	  therapeutic	  regimens	  for	  use	  of	  
antenatal	  glucocorticoids.	  Am	  J	  Obstet	  Gynecol.	  1995;173(1):254-‐262.	  

147.	   Polk	  DH,	  Ikegami	  M,	  Jobe	  AH,	  Sly	  P,	  Kohan	  R,	  Newnham	  J.	  Preterm	  lung	  
function	  after	  retreatment	  with	  antenatal	  betamethasone	  in	  preterm	  lambs.	  Am	  
J	  Obstet	  Gynecol.	  1997;176(2):308-‐315.	  

148.	   Ikegami	  M,	  Polk	  D,	  Jobe	  A.	  Minimum	  interval	  from	  fetal	  betamethasone	  
treatment	  to	  postnatal	  lung	  responses	  in	  preterm	  lambs.	  Am	  J	  Obstet	  Gynecol.	  
1996;174(5):1408-‐1413.	  

149.	   Vidaeff	  AC,	  Ramin	  SM,	  Gilstrap	  LC,	  3rd,	  Alcorn	  JL.	  Characterization	  of	  
corticosteroid	  redosing	  in	  an	  in	  vitro	  cell	  line	  model.	  Am	  J	  Obstet	  Gynecol.	  
2004;191(4):1403-‐1408.	  

150.	   Ring	  AM,	  Garland	  JS,	  Stafeil	  BR,	  Carr	  MH,	  Peckman	  GS,	  Pircon	  RA.	  The	  effect	  of	  a	  
prolonged	  time	  interval	  between	  antenatal	  corticosteroid	  administration	  and	  
delivery	  on	  outcomes	  in	  preterm	  neonates:	  a	  cohort	  study.	  Am	  J	  Obstet	  Gynecol.	  
2007;196(5):457	  e451-‐456.	  



 

68 

151.	   Kuk	  JY,	  An	  JJ,	  Cha	  HH,	  et	  al.	  Optimal	  time	  interval	  between	  a	  single	  course	  of	  
antenatal	  corticosteroids	  and	  delivery	  for	  reduction	  of	  respiratory	  distress	  
syndrome	  in	  preterm	  twins.	  Am	  J	  Obstet	  Gynecol.	  2013;209(3):256	  e251-‐257.	  

152.	   Wilms	  FF,	  Vis	  JY,	  Pattinaja	  DA,	  et	  al.	  Relationship	  between	  the	  time	  interval	  
from	  antenatal	  corticosteroid	  administration	  until	  preterm	  birth	  and	  the	  
occurrence	  of	  respiratory	  morbidity.	  Am	  J	  Obstet	  Gynecol.	  2011;205(1):49	  e41-‐
47.	  

153.	   Peaceman	  AM,	  Bajaj	  K,	  Kumar	  P,	  Grobman	  WA.	  The	  interval	  between	  a	  single	  
course	  of	  antenatal	  steroids	  and	  delivery	  and	  its	  association	  with	  neonatal	  
outcomes.	  Am	  J	  Obstet	  Gynecol.	  2005;193(3	  Pt	  2):1165-‐1169.	  

154.	   Sehdev	  HM,	  Abbasi	  S,	  Robertson	  P,	  et	  al.	  The	  effects	  of	  the	  time	  interval	  from	  
antenatal	  corticosteroid	  exposure	  to	  delivery	  on	  neonatal	  outcome	  of	  very	  low	  
birth	  weight	  infants.	  Am	  J	  Obstet	  Gynecol.	  2004;191(4):1409-‐1413.	  

155.	   Morley	  CJ,	  Davis	  PG,	  Doyle	  LW,	  et	  al.	  Nasal	  CPAP	  or	  intubation	  at	  birth	  for	  very	  
preterm	  infants.	  N	  Engl	  J	  Med.	  2008;358(7):700-‐708.	  

156.	   Althabe	  F,	  Belizan	  JM,	  McClure	  EM,	  et	  al.	  A	  population-‐based,	  multifaceted	  
strategy	  to	  implement	  antenatal	  corticosteroid	  treatment	  versus	  standard	  care	  
for	  the	  reduction	  of	  neonatal	  mortality	  due	  to	  preterm	  birth	  in	  low-‐income	  and	  
middle-‐income	  countries:	  the	  ACT	  cluster-‐randomised	  trial.	  Lancet.	  
2015;385(9968):629-‐639.	  

 


