
Original Investigation | Obstetrics and Gynecology

Associations Between Maternal Antenatal Corticosteroid Treatment
and Psychological Developmental and Neurosensory Disorders in Children
Katri Räikkönen, PhD; Mika Gissler, DPhil; Terhi Tapiainen, MD, PhD; Eero Kajantie, MD, DMSc

Abstract

IMPORTANCE Corticosteroids administered to women at risk of imminent preterm birth is one of
the most effective ways to improve the prognosis of infants born preterm. Scant data about long-
term neurodevelopmental and neurosensory outcomes among the treatment-exposed children are
mixed, suggesting that not all domains of neurodevelopmental and neurosensory function may be
equally affected. Moreover, the long-term outcomes may vary according to whether the treatment-
exposed children are being born preterm (<37 weeks and 0 days) or term (�37 weeks and 0 days).

OBJECTIVES To study whether antenatal corticosteroid treatment is associated with psychological
developmental and neurosensory disorders in children born term and preterm and whether the
associations persist in a sibling-comparison design.

DESIGN, SETTING, AND PARTICIPANTS This population-based retrospective register-linkage study
comprised all singleton live births in Finland between January 1, 2006, and December 31, 2017,
followed up until December 31, 2018, as well as a sibling comparison among term sibling pairs. Data
were analyzed from March 21, 2021, to July 7, 2022.

EXPOSURES Antenatal corticosteroid treatment.

MAIN OUTCOMES AND MEASURES Cox proportional hazards regression models were used to
estimate the associations between antenatal corticosteroid treatment and physician-diagnosed
specific developmental disorders of speech and language, scholastic skills, and motor function;
pervasive developmental disorder; other or unspecified psychological developmental disorder;
disorders of vison and hearing; epilepsy; and cerebral palsy.

RESULTS The study population comprised 670 097 singleton children (342 562 boys [51.1%])
followed up for a median of 5.8 years (IQR, 3.1-8.7 years). Of the 14 868 treatment-exposed children
(2.2%; 53.9% boys), 6730 (45.3%) were born term, and 8138 (54.7%) were born preterm, and of
the 655 229 nonexposed children (97.8%; 51.1% boys), 634 757 (96.9%) were born term, and 20 472
(3.1%) were born preterm. Of the 241 621 eligible maternal sibling pairs born term, 4128 (1.7%) were
discordant for treatment exposure. Compared with nonexposure in the entire population, treatment
exposure was significantly associated with higher adjusted hazard ratios (aHRs) for specific
developmental disorders of speech and language (aHR, 1.38 [95% CI, 1.27-1.50]; P < .001), specific
developmental disorders of scholastic skills (aHR, 1.32 [95% CI, 1.13-1.54]; P = .004), specific
developmental disorder of motor function (aHR, 1.32 [95% CI, 1.18-1.49]; P < .001), pervasive
developmental disorder (aHR, 1.35 [95% CI, 1.17-1.56]; P < .001), other or unspecified disorder of
psychological development (aHR, 1.88 [95% CI, 1.58-2.25]; P < .001), and vision or hearing loss (aHR,
1.22 [95% CI, 1.04-1.43]; P = .02). Compared with nonexposure in the term-born group, treatment
exposure was significantly associated with higher aHRs for specific developmental disorders of
speech and language (aHR, 1.47 [95% CI, 1.31-1.66]; P < .001), specific developmental disorders of

(continued)

Key Points
Question Is maternal antenatal

corticosteroid treatment associated

with psychological developmental and

neurosensory disorders in children?

Findings In this population-based

cohort study comprising 670 097

children, exposure to maternal antenatal

corticosteroid treatment, compared

with nonexposure, was associated with

significantly higher rates of

psychological developmental and

neurosensory disorders in children.

Meaning The findings suggest that the

risks and benefits to the offspring of

maternal antenatal corticosteroids

should be carefully considered when

deciding on treatment.

+ Supplemental content

Author affiliations and article information are
listed at the end of this article.

Open Access. This is an open access article distributed under the terms of the CC-BY License.

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518 (Reprinted) August 24, 2022 1/12

Downloaded From: https://jamanetwork.com/ by a University of Turku User  on 10/03/2022

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.28518&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518


Abstract (continued)

scholastic skills (aHR, 1.28 [95% CI, 1.01-1.63]; P = .04), specific developmental disorder of motor
function (aHR, 1.38 [95% CI, 1.12-1.70]; P < .001), pervasive developmental disorder (aHR, 1.42 [95%
CI, 1.16-1.75]; P < .001), other or unspecified disorder of psychological development (aHR, 1.92 [95%
CI, 1.51-2.43]; P < .001), epilepsy (aHR, 1.57 [95% CI, 1.22-2.01]; P < .001), and cerebral palsy (aHR,
2.18 [95% CI, 1.47-3.23]; P < .001). The hazard for any psychological developmental and
neurosensory disorder was significantly higher for the treatment-exposed sibling compared with the
nonexposed cosibling (absolute difference, 1.2% [95% CI, 0.03%-2.4%]; P < .001; aHR, 1.22 [95%
CI, 1.04-1.42]; P = .01). Antenatal corticosteroids were not associated with either significant benefit
or risk in the preterm group.

CONCLUSIONS AND RELEVANCE This study suggests that the possible long-term psychological
developmental and neurosensory harms warrant careful consideration of risks and benefits when
deciding on maternal antenatal corticosteroid treatment.

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518

Introduction

Corticosteroids administered to women at risk of imminent preterm birth is one of the most effective
ways to improve neonatal prognosis of infants born preterm. According to a recent Cochrane meta-
analysis of randomized clinical trials (RCTs), robust evidence shows that maternal antenatal
corticosteroid treatment (ACT) reduces the child’s risk of perinatal and neonatal mortality and
respiratory distress syndrome, and probably also the risk of intraventricular hemorrhage.1 Although
existing guidelines are consistent in recommending ACT until 34 gestational weeks,2-4 guidelines
differ on whether treatment should be given when late preterm birth is imminent, between 34 weeks
and 0 days and 36 weeks and 6 days, or whether treatment should be given at term (�37 weeks and
0 days) before elective cesarean delivery. In the former situation, ACT prevents respiratory
morbidity,5,6 although this evidence has been recently challenged.7 In the latter situation, ACT
reduces the risk of admission to the neonatal intensive care unit (NICU) for respiratory
complications.8 Antenatal corticosteroid treatment is not associated with mortality in either
situation.5-8 The US guidelines recommend consideration of ACT in these situations,2 while a similar
recommendation was removed from the 2019 update of the European guideline.3 The 2021 guideline
by the International Federation of Gynaecology and Obstetrics specifically advises against routine
use of ACT after 34 weeks and 0 days of gestation.4 These extensions would increase the number of
children exposed to ACT several fold, as late preterm births alone constitute more than 70% of all
preterm births.9

Because corticosteroids pass through the placenta and the blood-brain barrier, concerns have
been raised that ACT may harm fetal brain development and carry long-term consequences for brain
developmental outcomes.10-13 However, the recent Cochrane meta-analysis of RCTs concluded that,
among children who were born preterm, ACT appears to carry no such harms and probably leads to a
reduced risk of neurodevelopmental delay1; moreover, neurosensory function appears unaffected.
Another recent meta-analysis of observational studies suggested that, among preterm-born
children, a single course of ACT may confer benefits on neurodevelopment and neurosensory
function compared with no treatment.14 One large population-based study showed that ACT was
associated with a higher risk of psychological developmental disorders among exposed children15;
the risks were mostly due to children who were born at term after the ACT exposure. The mixed
pattern of findings may suggest that these factors associated with ACT are not found across all
domains of neurodevelopmental and neurosensory function. Moreover, it may also suggest that,
while ACT is associated with benefits for children born preterm, who per se are at a higher risk of
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neurodevelopmental and neurosensory disorders,16,17 the risks of ACT exposure are manifest only
among the exposed children born at term.14,15

Here we extend previous work in 2 ways. First, because psychological developmental disorders
were previously studied as a single entity,15 here we study whether ACT is associated with specific
psychological developmental disorders as outcomes, namely, disorders of speech and language,
disorders of scholastic skills, disorders of motor function, pervasive developmental disorder, and
other or unspecified psychological developmental disorders in children followed up from birth until 1
to 12 years of age. Second, because the previous study ignored neurosensory disorders, here we also
study disorders of vision and hearing, epilepsy, and cerebral palsy (CP) as outcomes. We also
examined whether the associations varied by preterm and term birth, and in a sibling-comparison
design, we examined whether unmeasured familial confounding explained the associations.

Methods

Study Population
With permission, we merged information from different registers kept at the Finnish Institute for
Health and Welfare by using unique personal identification numbers assigned to all Finnish citizens
and permanent residents. Because the registered individuals were not contacted, Finnish legislation
does not require institutional review board evaluation or informed consent. This cohort study
followed the Strengthening the Reporting of Observational Studies in Epidemiology (STROBE)
reporting guideline.

From the Medical Birth Register, we included all singleton pregnancies with live births in Finland
between January 1, 2006, and December 31, 2017.18 Since 1987, all live births and stillbirths in Finland
with a gestational age of 22 weeks or more or a birth weight of 500 g or more have been included in
this register. Infants eligible for data analyses survived until 364 days, had data on gestational age,
and had valid maternal and child personal identification codes for register data linkage. From this
population, we also identified all consecutive maternal sibling pairs born at term, including sibling
pairs in which one was exposed to ACT and the other was not and sibling pairs in which neither sibling
was exposed to ACT. The children were followed up from birth until December 31, 2018.

Maternal ACT
The Medical Birth Register18 provides data on maternal ACT (yes or no). Data were not available on
the number of treatments or their timing. The Finnish national guidelines19 recommended
betamethasone, 12 mg, administered twice, 24 hours apart throughout the study period. Until 2009,
treatment was recommended until 34 weeks and 0 days of gestation (32 weeks and 0 days in case
of premature rupture of membranes); after 2009, treatment was recommended until 34 weeks and
6 days of gestation and, in select cases, later (eg, fetal hydrops or maternal disorder warranting
cesarean delivery).19 Repeated treatments were not recommended before 2009; after 2009, 1
repeated course could be considered when the risk of respiratory distress was high. As has been
previously shown, the treatment recorded in the Medical Birth Register showed high agreement
(>97%) with the treatment recorded in patient case reports in 2 clinical cohorts nested within our
study population.15

Childhood Psychological Developmental and Neurosensory Disorders
Primary or secondary disorder diagnoses came from the Care Register for Health Care.20 Diagnoses
were coded using the International Statistical Classification of Diseases and Related Health Problems,
Tenth Revision (ICD-10), comprising all hospital inpatient treatments since 1969 and outpatient
treatments since 1998 by physicians in specialized medical care. This register has high validity for
psychiatric diagnoses.20,21 The primary outcomes were specific developmental disorders of speech
and language (ICD-10 code F80), scholastic skills (ICD-10 code F81), and motor function (ICD-10 code
F83); pervasive developmental disorder (ICD-10 code F84); other or unspecified psychological
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development disorders (ICD-10 codes F88 and F89); disorders of vision and hearing (ICD-10 codes
H54, H90, and H91); epilepsy (ICD-10 codes G40 and G41); and CP (ICD-10 code G80).

Covariates
We identified covariates that have previously been shown to be associated with ACT, preterm birth,
and/or psychological developmental or neurosensory disorders.2-4,16,17,22 We identified these
covariates from the Medical Birth Register,18 including the child’s birth year, sex, 1-minute and
5-minute Apgar score, admission to the NICU, weight and gestational age at birth, and maternal age
at delivery, parity, mode of delivery, smoking during pregnancy, prepregnancy body mass index
(calculated as weight in kilograms divided by height in meters squared from weight and height
verified by measurement in the first antenatal clinic visit between 7 and 10 gestational weeks),
premature rupture of membranes (ICD-10 code O42), gestational diabetes (ICD-10 code O24), and
hypertension in pregnancy (ICD-10 codes O10 and O13-O15). The Finnish Care Register for Health
Care20 provided data on maternal diagnoses of mental and behavioral disorders (ICD-10 codes
F00-F99); eye, adnexa, ear, and mastoid disorders (ICD-10 codes H00-H95); and nervous system
disorders (ICD-10 codes G00-G99) between 1996 and December 31, 2018. In sensitivity analyses, we
excluded children with major congenital anomalies with diagnoses coming from the Register of
Congenital Anomalies according to EUROCAT inclusion criteria.23 Race and ethnicity are not recorded
in Finnish registers owing to European Union legislation.

Statistical Analysis
Statistical analysis was performed from March 21, 2021, to July 7, 2022. We used Cox proportional
hazards regression models to estimate the associations between ACT exposure and psychological
developmental and neurosensory disorders in children. We conducted the analyses in the entire
cohort and among term-born and preterm-born children. We used Kaplan-Meier curves to estimate
the time from birth to the first diagnosis of the outcomes and the cumulative probability to remain
diagnosis free at the end of the follow-up.

To compare term-born siblings discordant for ACT exposure (treatment exposed − nonexposed
and nonexposed − treatment exposed), we used stratified Cox proportional hazards regression
models, with each set of siblings representing separate strata. For these analyses we used any
psychological developmental and neurosensory disorder as the primary outcome because of the lack
of sufficient statistical power to reliably estimate the hazard of each of the specific disorders.
Because of secular trends in seeking health care,24 we also compared sibling pairs in which the
younger child was exposed to ACT and the older child was not exposed with a sibling pair in which
both siblings were not exposed. To account for the dependence of sibling observations in our
analyses, we compared the first set of siblings for each mother.

We present the associations as unadjusted and adjusted for all covariates. In sensitivity
analyses, we excluded children with major congenital anomalies. The sibling comparisons were
adjusted for maternal age at delivery, smoking during pregnancy, parity, and child’s sex and birth year,
and in the sibling comparisons addressing secular trends, we made further adjustments for any
psychological developmental or neurosensory disorder of the older sibling who was not exposed
to ACT.

As effect sizes, we reported absolute differences in cumulative incidence rates and hazard ratios
(HRs) with 95% CIs. We regard 2-sided P < .05 as statistically significant. Proportional hazards
assumptions, verified as acceptable, were assessed on the plots of log (time) vs log (−log [survival])
and using Schoenfeld tests. Plots of deviance and Martingale residuals detected no outliers or
nonlinearity. We conducted complete-case analyses because missing data in our study population
were minimal (Table; eTable 1 in the Supplement), except for smoking (<4.1%), for which missing
values were treated as a separate category. We performed all statistical analyses using SAS, version
9.4 (SAS Institute Inc).
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Table. Characteristics of the Entire Cohort of Children and Children Born at Term (≥37 Gestational Weeks) and Preterm (<37 Gestational Weeks) According
to Maternal Antenatal Corticosteroid Treatment Exposure

Characteristic

Children, No. (%)

Entire cohort (N = 670 097) Term (n = 641 487) Preterm (n = 28 610)

Treatment-exposed Nonexposed Treatment-exposed Nonexposed Treatment-exposed Nonexposed
Total No.a 14 868 655 229 6730 634 757 8138 20 472

Children

Sex

Boy 8010 (53.9) 334 552 (51.1) 3513 (52.2) 323 014 (50.9) 4497 (55.3) 11 538 (56.4)

Girl 6858 (46.1) 320 677 (48.9) 3217 (47.8) 311 743 (49.1) 3641 (44.7) 8934 (43.6)

Gestational age at birth,
mean (SD), wk

35.8 (4.0) 39.9 (1.3) 39.3 (1.3) 40.1 (1.2) 32.8 (3.0) 35.5 (1.7)

Birth weight, mean (SD), g 2659 (950) 3548 (496) 3409 (510) 3577 (465) 2038 (764) 2659 (603)

Apgar score (maximum of
1 and 5 min)b

0-3 192 (1.3) 1172 (0.2) 12 (0.2) 985 (0.2) 180 (2.2) 187 (0.9)

4-6 1056 (7.1) 8495 (1.3) 104 (1.6) 7514 (1.2) 952 (11.7) 981 (4.8)

7-10 13 504 (90.8) 644 722 (98.4) 6598 (98.0) 625 512 (98.5) 6906 (84.9) 19 210 (93.8)

Unknown 116 (0.8) 840 (0.1) 16 (0.2) 746 (0.1) 100 (1.2) 94 (0.5)

Admission to NICU

No 7360 (49.5) 594 363 (90.7) 5884 (87.4) 583 969 (92.0) 1476 (18.1) 10 394 (50.8)

Yes 7508 (50.5) 60 866 (9.3) 846 (12.6) 50 788 (8.0) 6662 (81.9) 10 078 (49.2)

Major congenital anomaly

No 13 280 (89.3) 625 583 (95.5) 6279 (93.3) 606 919 (95.6) 7001 (86.0) 18 664 (91.2)

Yes 1588 (10.7) 29 646 (4.5) 451 (6.7) 27 838 (4.4) 1137 (14.0) 1808 (8.8)

Mothers

Age at delivery, mean (SD), y 30.6 (5.8) 30.3 (5.3) 30.1 (5.8) 30.3 (5.4) 31.0 (5.7) 30.4 (5.7)

Parity

0 6750 (45.4) 271 889 (41.5) 2758 (41.0) 261 720 (41.2) 3992 (49.1) 10 169 (49.7)

1 4458 (30.0) 222 606 (34.0) 2287 (34.0) 216 966 (34.2) 2171 (26.7) 5640 (27.5)

2 2081 (14.0) 95 989 (14.6) 1004 (14.9) 93 469 (14.7) 1077 (13.2) 2520 (12.3)

3 796 (5.4) 33 078 (5.0) 369 (5.5) 31 991 (5.0) 427 (5.2) 1087 (5.3)

≥4 783 (5.3) 31 561 (4.8) 312 (4.6) 30 508 (4.8) 471 (5.8) 1053 (5.1)

Unknown 0 106 (0.02) 0 103 (0.0) 0 3 (0.0)

Delivery mode

Vaginal 9324 (62.7) 554 481 (84.6) 5471 (81.3) 540 301 (85.1) 3853 (47.3) 14 180 (69.3)

Cesarean 5544 (37.3) 100 748 (15.4) 1259 (18.7) 94 456 (14.9) 4285 (52.7) 6292 (30.7)

Prepregnancy BMI, mean (SD) 24.5 (5.4) 24.4 (4.9) 24.1 (5.3) 24.4 (4.9) 24.9 (5.5) 24.6 (5.2)

Unknown 161 (1.1) 13 076 (2.0) 52 (0.8) 12 428 (2.0) 109 (1.3) 648 (3.2)

Premature rupture of membranesc

No 12 689 (83.3) 640 200 (97.3) 6502 (96.6) 620 821 (97.8) 5917 (72.7) 17 046 (83.3)

Yes 2538 (16.7) 17 451 (2.7) 228 (3.4) 13 936 (2.2) 2221 (27.3) 3426 (16.7)

Gestational diabetesc

No 1234 (83.2) 581 503 (88.7) 5666 (84.2) 564 572 (89.9) 6708 (82.7) 16 931 (82.4)

Yes 2494 (16.8) 73 726 (11.3) 1064 (15.8) 70 185 (11.1) 1430 (17.3) 3541 (17.6)

Hypertensionc

No 13 335 (89.7) 629 030 (96.0) 6340 (94.2) 610 711 (96.2) 6995 (86.0) 18 319 (89.5)

Yes 1533 (10.3) 26 199 (4.0) 390 (5.8) 24 046 (3.8) 1143 (14.0) 2153 (10.5)

Any mental or behavioral disorderc

No 10 895 (73.3) 534 540 (81.6) 4854 (72.1) 518 694 (81.7) 6041 (74.2) 15 846 (77.4)

Yes 3973 (26.7) 120 689 (18.4) 1876 (27.9) 116 063 (18.3) 2097 (25.8) 4626 (22.6)

Any eye, adnexa, ear, or mastoid
disorderc

No 14 868 (89.0) 611 301 (93.3) 6730 (89.9) 634 757 (93.3) 8138 (88.3) 20 472 (91.7)

Yes 1633 (11.0) 44 198 (6.7) 682 (10.1) 42 497 (6.7) 951 (11.7) 1701 (8.3)

(continued)
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Results

The Table shows child and maternal characteristics of the entire eligible treatment-exposed and
nonexposed study population (N = 670 097; 342 562 boys [51.1%]). Of the 14 868 treatment-
exposed children (2.2%; 53.9% boys), 6730 (45.3%) were born at term, and 8138 (54.7%) were born
preterm. Of the 655 229 nonexposed children (97.8%; 51.1% boys), 634 757 (96.9%) were born at
term, and 20 472 (3.1%) were born preterm. Compared with the nonexposed children, treatment-
exposed children in the entire study population were born earlier in gestation (mean [SD], 35.8 [4.0]
vs 39.9 [1.3] weeks), had lower birth weights (mean [SD], 2659 [950] vs 3548 [496] g), were more
often admitted to the NICU (50.5% vs 9.3%), more often received a diagnosis of major congenital
anomaly (10.7% vs 4.5%), and were more often delivered via cesarean birth (37.3% vs 15.4%).
Mothers of treatment-exposed children were more often primiparous (45.4% vs 41.5%); had
premature rupture of membranes (16.7% vs 2.7%); had gestational diabetes (16.8% vs 11.3%); had
hypertension in pregnancy (10.3% vs 4.0%); had any mental or behavioral disorder (26.7% vs
18.4%); had any eye, adnexa, ear, or mastoid disorder (11.0% vs 6.7%); had any nervous system
disorder (8.6% vs 5.3%); and were more likely to have smoked during pregnancy (18.6% vs 14.6%).
Distributions of children’s sex (53.9% vs 51.1% boys), maternal age at delivery (mean [SD], 30.6 [5.8]
vs 30.3 [5.8] years), and maternal prepregnancy body mass index (mean [SD], 24.5 [5.4] vs 24.4
[4.9]) were similar between the treatment-exposed and nonexposed groups. The children were
followed up a median of 5.8 years (IQR, 3.1-8.7 years).

Psychological Developmental and Neurosensory Disorders in Treatment-Exposed
and Nonexposed Children
The Figure shows the unadjusted cumulative incidence rates, and eTable 2 in the Supplement shows
the median age and IQR at the first diagnosis of psychological developmental and neurosensory
disorders for the treatment-exposed and nonexposed children in the entire cohort and in the groups
born at term and preterm. Adjusted HRs from multivariable models showed that, in the entire cohort,
the treatment-exposed children had significantly higher adjusted hazard ratios (aHRs) than the
nonexposed children for specific developmental disorders of speech and language (absolute
difference, 2.6% [95% CI, 2.2%-2.9%]; P < .001; aHR, 1.38 [95% CI, 1.27-1.50]; P < .001), specific
developmental disorders of scholastic skills (absolute difference, 0.6% [95% CI, 0.4%-0.8%];
P < .001; aHR, 1.32 [95% CI, 1.13-1.54]; P = .004), specific developmental disorder of motor function

Table. Characteristics of the Entire Cohort of Children and Children Born at Term (≥37 Gestational Weeks) and Preterm (<37 Gestational Weeks) According
to Maternal Antenatal Corticosteroid Treatment Exposure (continued)

Characteristic

Children, No. (%)

Entire cohort (N = 670 097) Term (n = 641 487) Preterm (n = 28 610)

Treatment-exposed Nonexposed Treatment-exposed Nonexposed Treatment-exposed Nonexposed
Any nervous system disorderc

No 13 590 (91.4) 620 564 (94.7) 6184 (91.9) 601 472 (94.8) 7406 (91.0) 19 092 (93.3)

Yes 1278 (8.6) 34 665 (5.3) 546 (8.1) 33 285 (5.2) 732 (9.0) 1380 (6.7)

Smoking during pregnancy

No 11 717 (78.8) 543 002 (82.8) 5316 (79.0) 526 906 (83.0) 6401 (78.7) 16 096 (78.6)

Yes 2767 (18.6) 95 883 (14.6) 1301 (19.3) 92 337 (14.5) 1466 (18.0) 3546 (17.3)

Unknown 384 (2.6) 16 344 (2.5) 113 (1.7) 15 514 (2.4) 271 (3.3) 830 (4.1)

Abbreviations: BMI, body mass index (calculated as weight in kilograms divided by
height in meters squared); NICU, neonatal intensive care unit.
a Percentages may not total 100% owing to rounding.
b The Apgar score is calculated at 1 and 5 minutes after birth and uses skin color, heart

rate, reflexes, muscle tone, and respiratory effort to determine medical attention:
scores 0 to 3 suggest a need for resuscitation, while scores of 7 or more are
considered normal.

c International Statistical Classification of Diseases and Related Health Problems, Tenth
Revision codes: premature rupture of membranes, O42; gestational diabetes, O24;
hypertension, O10, O13-O15; any mental or behavioral disorder, F00-F99; any eye,
adnexa, ear, or mastoid disorder, H00-H95; and any nervous system
disorder, G00-G99.

JAMA Network Open | Obstetrics and Gynecology Antenatal Corticosteroid Treatment and Psychological Developmental and Neurosensory Disorders

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518 (Reprinted) August 24, 2022 6/12

Downloaded From: https://jamanetwork.com/ by a University of Turku User  on 10/03/2022

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.28518&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518


(absolute difference, 2.7% [95% CI, 2.4%-3.0%]; P < .001; aHR, 1.32 [95% CI, 1.18-1.49]; P < .001),
pervasive developmental disorder (absolute difference, 0.6% [95% CI, 0.4%-0.8%]; P < .001; aHR,
1.35 [95% CI, 1.17-1.56]; P < .001), other or unspecified disorder of psychological development
(absolute difference, 0.5% [95% CI, 0.3%-0.7%]; P < .001; aHR, 1.88 [95% CI, 1.58-2.25]; P < .001),
and vision or hearing loss (absolute difference, 0.9% [95% CI, 0.7%-1.1%]; P < .001; aHR, 1.22 [95%

Figure. Unadjusted Cumulative Incidence Rates and Adjusted Hazard Ratios (HRs) of Psychological Developmental and Neurosensory Disorders in Children According
to Maternal Antenatal Corticosteroid Treatment Exposure

P valued

Children, No. (%)a

Treatment-
exposed NonexposedSource

Total No.
HR (95% CI)dP valuec

Absolute difference,
% (95% CI)b

14 868 655 229Entire cohort

Psychological development disorders
Specific developmental disorders of speech and language (F80)

<.001<.001836 (5.6) 19 759 (3.0)Entire cohort 1.38 (1.27 to 1.50)2.6 (2.2 to 2.9)
<.001<.001290 (4.3) 18 819 (3.0)Term 1.47 (1.31 to 1.66)1.3 (0.8 to 1.8)
.14<.001546 (6.7) 940 (4.6)Preterm 1.10 (0.97 to 1.25)2.1 (1.8 to 2.8)

Neurosensory disorders
Vision or hearing loss (H54, H90, H91)

.02<.001238 (1.6) 4787 (0.7)Entire cohort 1.22 (1.04 to 1.43)0.9 (0.7 to 1.1)

.07.0761 (0.9) 4522 (0.7)Term 1.27 (0.98 to 1.64)0.2 (–0.0 to 0.4)

.16<.001177 (2.2) 265 (1.3)Preterm 1.18 (0.94 to 1.49)0.9 (0.5 to 1.2)
Epilepsy (G40, G41)

.37<.001183 (1.2) 3947 (0.6)Entire cohort 1.09 (0.91 to 1.30)0.6 (0.4 to 0.8)
<.001<.00165 (1.0) 3713 (0.6)Term 1.57 (1.22 to 2.01)0.4 (0.1 to 0.6)
.23.04118 (1.4) 234 (1.1)Preterm 0.85 (0.65 to 1.11)0.3 (0.0 to 0.6)

Cerebral palsy (G80)
.17<.001193 (1.3) 1086 (0.2)Entire cohort 1.17 (0.94 to 1.45)1.1 (0.9 to 1.3)
<.001<.00126 (0.4) 927 (0.1)Term 2.18 (1.47 to 3.23)0.2 (0.0 to 0.4)
.65<.001167 (2.1) 159 (0.8)Preterm 0.94 (0.73 to 1.22)1.3 (0.9 to 1.6)

Specific developmental disorders of scholastic skills (F81)
.004<.001227 (1.5) 5985 (0.9)Entire cohort 1.32 (1.13 to 1.54)0.6 (0.4 to 0.8)
.04.3168 (1.0) 5667 (0.9)Term 1.28 (1.01 to 1.63)0.1 (–0.1 to 0.4)
.25.02159 (2.0) 318 (1.6)Preterm 1.15 (0.91 to 1.45)0.4 (0.1 to 0.7)

Specific developmental disorder of motor function (F82)
<.001<.001538 (3.6) 6190 (0.9)Entire cohort 1.32 (1.18 to 1.49)2.7 (2.4 to 3.0)
.002<.00192 (1.4) 5727 (0.9)Term 1.38 (1.12 to 1.70)0.5 (0.2 to 0.7)
.64<.001446 (5.5) 463 (2.3)Preterm 1.04 (0.89 to 1.22)3.2 (2.7 to 3.8)

Pervasive developmental disorder (F84)
<.001<.001243 (1.6) 6626 (1.0)Entire cohort 1.35 (1.17 to 1.56)0.6 (0.4 to 0.8)
<.001.00491 (1.4) 6343 (1.0)Term 1.42 (1.16 to 1.75)0.4 (0.1 to 0.6)
.64.003152 (1.9) 283 (1.4)Preterm 1.06 (0.84 to 1.34)0.5 (0.1 to 0.8)

Other or unspecified disorder of psychological development (F88, F89)
<.001<.001166 (1.1) 3951 (0.6)Entire cohort 1.88 (1.58 to 2.25)0.5 (0.3 to 0.7)
<.001<.00171 (1.1) 3785 (0.6)Term 1.92 (1.51 to 2.43)0.5 (0.2 to 0.7)
.10.00595 (1.2) 166 (0.8)Preterm 1.30 (0.95 to 1.76)0.4 (0.1 to 0.6)

6730 634 757Term
8138 20 472Preterm

0 2 41 3
HR (95% CI)

0.5

Favors
treatment

Favors no
treatment

a Number of children with diagnosis of psychological developmental and neurosensory
disorders and cumulative incidences during follow-up of the entire cohort of children
(unadjusted analyses, 670 097; adjusted analyses, 642 158), term-born children
(unadjusted analyses, 641 487; adjusted analyses, 615 305), and preterm-born children
(unadjusted analyses, 28 610; adjusted analyses, 26 853) eligible for data analyses.

b Absolute differences may differ from the arithmetic difference of group totals because
of rounding.

c From χ2 statistics.
d Hazard ratios, 95% CIs, and P values are from multivariable Cox proportional hazards

regression models adjusted for maternal age at delivery, parity, mode of delivery,
maternal smoking during pregnancy, prepregnancy body mass index, premature

rupture of membranes (International Statistical Classification of Diseases and Related
Health Problems, Tenth Revision [ICD-10] code O42), gestational diabetes (ICD-10 code
O24), hypertension in pregnancy (ICD-10 codes O10 and O13-O15), and child sex, Apgar
score (maximum of 1 and 5 min), admission to neonatal intensive care unit, weight and
gestational age at birth. For child psychological developmental disorders, models were
adjusted additionally for maternal mental and behavioral disorder diagnoses (ICD-10
codes F00-F99); for child vision and hearing disorders, models were adjusted
additionally for maternal eye, adnexa, ear, and mastoid disorder diagnoses (ICD-10
codes H00-H95); and for child epilepsy and cerebral palsy, models were adjusted
additionally for maternal nervous system disorder diagnoses (ICD-10 codes G00-G99).
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CI, 1.04-1.43]; P = .02) (Figure). In the term-born group, compared with nonexposure, treatment
exposure was significantly associated with higher aHRs for specific developmental disorders of
speech and language (absolute difference, 1.3% [95% CI, 0.8%-1.8%]; P < .001; aHR, 1.47 [95% CI,
1.31-1.66]; P < .001), specific developmental disorders of scholastic skills (absolute difference, 0.1%
[95% CI, –0.1% to 0.7%]; P = .31; aHR, 1.28 [95% CI, 1.01-1.63]; P = .04), specific developmental
disorder of motor function (absolute difference, 0.5% [95% CI, 0.2%-0.7%]; P < .001; aHR, 1.38
[95% CI, 1.12-1.70]; P < .001), pervasive developmental disorder (absolute difference, 0.4% [95% CI,
0.1%-0.6%]; P = .004; aHR, 1.42 [95% CI, 1.16-1.75]; P < .001), other or unspecified disorder of
psychological development (absolute difference, 0.5% [95% CI, 0.2%-0.7%]; P < .001; aHR, 1.92
[95% CI, 1.51-2.43]; P < .001), epilepsy (absolute difference, 0.4% [95% CI, 0.1%-0.6%]; P < .001;
aHR, 1.57 [95% CI, 1.22-2.01]; P < .001), and cerebral palsy (absolute difference, 0.2% [95% CI, 0.0%-
0.4%]; P < .001; aHR, 2.18 [95% CI, 1.47-3.23]; P < .001). In the preterm group, treatment-exposed
and nonexposed children did not differ significantly in the hazards of any of the disorders in the
multivariable models adjusted for the covariates.

eTable 3 in the Supplement shows that when we excluded children with major congenital
anomalies (31 234 [4.7%] of the entire cohort; 28 289 [4.4%] in the term group and 2945 [10.3%] in
the preterm group) from the analyses, the aHRs changed only in 2 cases: in the entire cohort, the
higher aHR for CP among the treatment-exposed compared with nonexposed children became
significant; for the term-born children, the higher aHR for specific disorders of scholastic skills for the
treatment-exposed compared with the nonexposed children was rendered nonsignificant.

Term-Born Sibling Comparisons
Our eligible sibling sample comprised 241 621 consecutive maternal term-born sibling pairs, of whom
4128 were discordant for treatment exposure. The aHR for any psychological developmental and
neurosensory disorder was significantly higher for the treatment-exposed compared with the
nonexposed sibling (8.4% vs 7.2%; absolute difference, 1.2% [95% CI, 0.03%-2.4%]; P < .001; aHR,
1.22 [95% CI, 1.04-1.42]; P = .01). The aHR was also significantly higher for the younger treatment-
exposed sibling of the treatment-exposure discordant sibling pair (n = 2141) compared with the
younger nonexposed sibling of the nonexposure concordant sibling pair (n = 237 319) (6.9% vs 4.7%;
absolute difference, 2.2% [95% CI, 1.1%-3.3%]; P < .001; aHR, 1.33 [95% CI, 1.17-1.51]; P < .001).

Exploratory Post Hoc Analyses
Because the Finnish national treatment regimen of maternal ACT changed in 2009,19 we conducted
analyses in 2 strata: the entire cohort of children born during the period from 2006 to 2008 and
those born during the period from 2009 to 2017. eTable 4 in the Supplement shows that the aHRs
were similar in the 2 strata, except for specific disorders of scholastic skills and vision or hearing loss,
for which the associations were not statistically significant among the younger children.

Discussion

This large population-based cohort study showed that ACT was associated with long-term
neurodevelopmental and neurosensory harms among the treatment-exposed children compared
with the nonexposed children followed up from birth until age 1 to 12 years. Excess risk of these
harms appeared to be nonspecific to the domain of neurodevelopment and neurosensory function
and manifested in the children who, after treatment exposure, were born at term. In the entire
cohort and among the term-born treatment-exposed children, who comprised nearly half the
treatment-exposed children, the HRs were significantly higher for specific disorders of speech and
language, scholastic skills, and motor function, as well as for pervasive and other unspecified
disorders of psychological development. Moreover, in the entire cohort, the HR was also significantly
higher for vision and hearing disorders, and among the term-born children, the HR was significantly
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higher for epilepsy and CP. These higher HRs were not explained by important mother- and child-
related covariates and changed only a little when we excluded children with major congenital
anomalies from the analyses.

Although the preterm treatment-exposed children had significantly higher cumulative
incidence rates of all psychological developmental and neurosensory disorders than the nonexposed
preterm children, in multivariable models, none of the aHRs were statistically significant after
adjusting for mother- and child-related covariates. This finding suggests that the risks associated with
preterm birth seemed to outweigh any additional risks associated with ACT in this group. This result
may, however, also suggest that ACT does not appear to be associated with long-term
neurodevelopmental or neurosensory benefits for the preterm children; regardless of treatment
exposure, they had higher cumulative incidence rates for all psychological developmental and
neurosensory disorders, even when compared with the children born at term after treatment
exposure.

The term-born sibling comparisons showed that familial factors shared by siblings did not
explain the associations because the treatment-exposed term-born sibling had a significantly higher
HR for any psychological developmental and neurosensory disorder than the nonexposed term-
born cosibling. The term-born sibling comparisons also showed that the associations were not
explained by secular trends (ie, higher likelihood for parents to seek care for their younger children
for these disorders)24 because the younger treatment-exposed sibling in the treatment exposure–
discordant sibling pair had a significantly higher HR for any psychological developmental and
neurosensory disorder than the younger nonexposed sibling in the nonexposure-concordant
sibling pair.

These findings lend credence to the guidelines, which limit administration of ACT until 34
gestational weeks3,4; the 2.3% to 4.3% lower rates of perinatal and neonatal mortality and
respiratory distress syndrome among the treatment-exposed children1 outweigh the 0.5% to 2.6%
higher rates of long-term psychological developmental and neurosensory disorders reported here.
However, these long-term harms may call into question the benefits associated with ACT
administered in the late preterm window and at term before an elective cesarean delivery. Even the
benefits associated with ACT administered in the late preterm window are controversial; a meta-
analysis of 7 RCTs, with evidence judged as low to high in certainty, has shown that ACT administered
from 34 weeks and 0 days to 36 weeks and 6 days of gestation decreased the risk of respiratory
morbidity but, at the same time, increased the risk for neonatal hypoglycemia.6 Another RCT that
also administered ACT from 34 weeks and 0 days to 36 weeks and 6 days of gestation showed no
benefits of ACT for perinatal or neonatal morbidity or mortality and was stopped because of a lower-
than-expected prevalence of primary outcomes and slow recruitment.7 Moreover, the benefits of
ACT administered at term before an elective cesarean delivery are questionable and based on
evidence judged as low or very low in certainty, with only 1 RCT suggesting, with a moderate degree
of certainty, that ACT probably decreases the risk of admission to the NICU for respiratory
complications.8

Our findings challenge the Cochrane meta-analysis,1 including 3 RCTs with neurodevelopmental
delay as an outcome. These RCTs included a total of 600 children aged 2 to 12 years, born preterm
in the 1980s or 1990s, and suggested with a moderate degree of certainty that ACT was associated
with a reduced risk of neurodevelopmental delay. Our findings are also in disagreement with a meta-
analysis of 2 observational studies of more than 5000 children aged 18 to 22 months, born preterm
during the period from 2000 to 2011, that suggested with a low degree of certainty that ACT was
associated with a reduced risk of a composite outcome comprising delays in cognitive, language, or
motor development; CP; or vision or hearing loss.14 However, none of the studies included in these
meta-analyses included children who, after treatment exposure, were born at term; hence, those
studies were not able to compare outcomes between treatment-exposed and nonexposed children
born at term and preterm. Two previous studies with a focus on neurodevelopment have done so,
but one study compared term-born children who were exposed to multiple courses of ACT with
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term-born peers exposed to a single course of ACT,25 and the other study included suspected
neurodevelopmental and neurosensory problems in the outcome, increasing the number of children
with problems multifold above the true incidence rates.26 However, the suspected
neurodevelopmental and neurosensory problems in the latter study26 likely included children whose
problems were milder and not captured by diagnosed disorders, suggesting that ACT for term-born
children may be associated with harms across a wide spectrum of symptomatic severity.

Limitations
Our study has some limitations. We cannot draw causal inferences or rule out residual confounding.
Even though our eligible study population comprised all births in Finland surviving to age 1 year,
individual-level data on deaths were not available. However, the effect of this bias is minimal because
national vital statistics show that 0.2 per 1000 children were expected to have died after infancy
during the follow-up.27 Furthermore, even though our sample was large (ie, comprising the entire
population), we still had limited statistical power in comparisons of treatment-exposed and
nonexposed children and could not compare preterm-born sibling pairs. Because we studied only
births in Finland, generalizations to other populations are limited. Because the timing of ACT and the
number and types of treatments given are not recorded in the Medical Birth Register, we were not
able to study whether the associations varied accordingly. We focused on physician diagnoses of
psychological developmental and neurosensory disorders made in primary care hospitals and
outpatient clinics in specialized medical care. Hence, our study is likely to capture more severe
disorders, and our sample may comprise children with disorders diagnosed in other settings.
However, this focus may have attenuated rather than accelerated our ability to detect significant
associations. During the study period, minor changes were made to the treatment regimen for
maternal ACT in Finland.19 The associations changed only a little when we conducted the analyses
among the children born before and after this change. Rather than reflecting changes in the
treatment regimen, any differences may reflect differences between the children at the median age
at the first-disorder diagnosis and during follow-up because children born before this change were
followed up from birth until 10 to 12 years of age, while those born after the change were followed up
from birth until age 1 to 9 years. Finally, we were unable to assess the potential mechanisms
mediating the association between ACT and psychological developmental and neurosensory
disorders. Fetal hypoglycemia, which is associated with ACT5,6 and neurodevelopmental delays in
children,28 could be a contributing factor because it may lie on the same pathway.

Conclusions

In this population-based cohort study, exposure to maternal ACT was significantly associated with
higher HRs for psychological developmental and neurosensory disorders in children. These findings
warrant careful consideration of risks and benefits when deciding on maternal ACT.

ARTICLE INFORMATION
Accepted for Publication: July 9, 2022.

Published: August 24, 2022. doi:10.1001/jamanetworkopen.2022.28518

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2022 Räikkönen
K et al. JAMA Network Open.

Corresponding Author: Katri Räikkönen, PhD, Department of Psychology and Logopedics, Faculty of Medicine,
University of Helsinki, PO Box 21 (Haartmaninkatu 3), 00014 University of Helsinki, Finland (katri.raikkonen@
helsinki.fi).

Author Affiliations: Department of Psychology and Logopedics, Faculty of Medicine, University of Helsinki,
Helsinki, Finland (Räikkönen); Department of Knowledge Brokers, Finnish Institute for Health and Welfare THL
(Terveyden ja hyvinvoinnin laitos), Helsinki, Finland (Gissler); Research Centre for Child Psychiatry, University of

JAMA Network Open | Obstetrics and Gynecology Antenatal Corticosteroid Treatment and Psychological Developmental and Neurosensory Disorders

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518 (Reprinted) August 24, 2022 10/12

Downloaded From: https://jamanetwork.com/ by a University of Turku User  on 10/03/2022

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2022.28518&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
mailto:katri.raikkonen@helsinki.fi
mailto:katri.raikkonen@helsinki.fi


Turku, Turku, Finland (Gissler); Department of Molecular Medicine and Surgery, Karolinska Institutet, Stockholm,
Sweden (Gissler); Academic Primary Health Care Centre, Region Stockholm, Stockholm, Sweden (Gissler);
Department of Pediatrics and Adolescent Medicine, Oulu University Hospital, Oulu, Finland (Tapiainen); Unit of
Clinical Medicine, Medical Research Center Oulu, Oulu University Hospital and University of Oulu, Oulu, Finland
(Tapiainen, Kajantie); Department of Public Health Solutions, Finnish Institute for Health and Welfare THL
(Terveyden ja hyvinvoinnin laitos), Helsinki and Oulu, Finland (Kajantie); Department of Clinical and Molecular
Medicine, Norwegian University of Science and Technology, Trondheim, Norway (Kajantie); Children’s Hospital,
Helsinki University Hospital and University of Helsinki, Helsinki, Finland (Kajantie).

Author Contributions: Dr Gissler had full access to all of the data in the study and takes responsibility for the
integrity of the data and the accuracy of the data analysis.

Concept and design: All authors.

Acquisition, analysis, or interpretation of data: All authors.

Drafting of the manuscript: Räikkönen.

Critical revision of the manuscript for important intellectual content: All authors.

Statistical analysis: Gissler.

Obtained funding: Räikkönen, Kajantie.

Administrative, technical, or material support: Räikkönen, Gissler, Kajantie.

Conflict of Interest Disclosures: Dr Kajantie reported receiving grants from the Academy of Finland, the
European Commission (RECAP Preterm 733280), the Sigrid Juselius Foundation, the Foundation for Pediatric
Research, and the Yrjö Jahnsson Foundation during the conduct of the study; and grants from the Signe and Ane
Gyllenberg Foundation, the Novo Nordisk Foundation, and the Foundation for Cardiovascular Research outside the
submitted work. No other disclosures were reported.

Funding/Support: This study was supported by the Academy of Finland, Finska Läkaresällskapet, the Foundation
for Pediatric Research, the Signe and Ane Gyllenberg Foundation, the Novo Nordisk Foundation, the Sigrid Juselius
Foundation, and the Juho Vainio Foundation.

Role of the Funder/Sponsor: The funding sources had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; preparation, review, or approval of the manuscript; and
decision to submit the manuscript for publication.

REFERENCES
1. McGoldrick E, Stewart F, Parker R, Dalziel SR. Antenatal corticosteroids for accelerating fetal lung maturation for
women at risk of preterm birth. Cochrane Database Syst Rev. 2020;12(12):CD004454. doi:10.1002/14651858.
CD004454.pub4

2. Committee on Obstetric Practice. Committee opinion no. 713: antenatal corticosteroid therapy for fetal
maturation. Obstet Gynecol. 2017;130(2):e102-e109. doi:10.1097/AOG.0000000000002237

3. Sweet DG, Carnielli V, Greisen G, et al. European consensus guidelines on the management of respiratory
distress syndrome—2019 update. Neonatology. 2019;115(4):432-450. doi:10.1159/000499361

4. Norman J, Shennan A, Jacobsson B, Stock SJ; FIGO Working Group for Preterm Birth. FIGO good practice
recommendations on the use of prenatal corticosteroids to improve outcomes and minimize harms in babies born
preterm. Int J Gynaecol Obstet. 2021;155:26-30. doi:10.1002/ijgo.13836

5. Gyamfi-Bannerman C, Thom EA, Blackwell SC, et al; NICHD Maternal–Fetal Medicine Units Network. Antenatal
betamethasone for women at risk for late preterm delivery. N Engl J Med. 2016;374(14):1311-1320. doi:10.1056/
NEJMoa1516783

6. Deshmukh M, Patole S. Antenatal corticosteroids for impeding late preterm (34-36+6 weeks) deliveries—a
systematic review and meta-analysis of RCTs. PLoS One. 2021;16(3):e0248774. doi:10.1371/journal.pone.0248774

7. WHO ACTION Trials Collaborators. Antenatal dexamethasone for late preterm birth: a multi-centre, two-arm,
parallel, double-blind, placebo-controlled, randomized trial. EClinicalMedicine. 2022;44:101285. doi:10.1016/j.
eclinm.2022.101285

8. Sotiriadis A, McGoldrick E, Makrydimas G, et al. Antenatal corticosteroids prior to planned caesarean at term for
improving neonatal outcomes. Cochrane Database Syst Rev. 2021;12(12):CD006614. doi:10.1002/14651858.
CD006614.pub4

9. Walani SR. Global burden of preterm birth. Int J Gynaecol Obstet. 2020;150(1):31-33. doi:10.1002/ijgo.13195

10. Seckl JR, Meaney MJ. Glucocorticoid programming. Ann N Y Acad Sci. 2004;1032:63-84. doi:10.1196/annals.
1314.006

JAMA Network Open | Obstetrics and Gynecology Antenatal Corticosteroid Treatment and Psychological Developmental and Neurosensory Disorders

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518 (Reprinted) August 24, 2022 11/12

Downloaded From: https://jamanetwork.com/ by a University of Turku User  on 10/03/2022

https://dx.doi.org/10.1002/14651858.CD004454.pub4
https://dx.doi.org/10.1002/14651858.CD004454.pub4
https://dx.doi.org/10.1097/AOG.0000000000002237
https://dx.doi.org/10.1159/000499361
https://dx.doi.org/10.1002/ijgo.13836
https://dx.doi.org/10.1056/NEJMoa1516783
https://dx.doi.org/10.1056/NEJMoa1516783
https://dx.doi.org/10.1371/journal.pone.0248774
https://dx.doi.org/10.1016/j.eclinm.2022.101285
https://dx.doi.org/10.1016/j.eclinm.2022.101285
https://dx.doi.org/10.1002/14651858.CD006614.pub4
https://dx.doi.org/10.1002/14651858.CD006614.pub4
https://dx.doi.org/10.1002/ijgo.13195
https://dx.doi.org/10.1196/annals.1314.006
https://dx.doi.org/10.1196/annals.1314.006


11. Reynolds RM, Seckl JR. Antenatal glucocorticoid treatment: are we doing harm to term babies? J Clin Endocrinol
Metab. 2012;97(10):3457-3459. doi:10.1210/jc.2012-3201

12. DeMauro SB. Antenatal corticosteroids—too much of a good thing? JAMA. 2020;323(19):1910-1912. doi:10.
1001/jama.2020.3935

13. Duncan AF, Malleske DT, Maitre NL. Use of Antenatal Corticosteroids for Risk of Preterm Birth-Is Timing
Everything? JAMA Pediatr. 2022;176(6):e220480. doi:10.1001/jamapediatrics.2022.0480

14. Ninan K, Liyanage SK, Murphy KE, Asztalos EV, McDonald SD. Evaluation of long-term outcomes associated
with preterm exposure to antenatal corticosteroids: a systematic review and meta-analysis. JAMA Pediatr. 2022;
176(6):e220483. doi:10.1001/jamapediatrics.2022.0483

15. Räikkönen K, Gissler M, Kajantie E. Associations between maternal antenatal corticosteroid treatment and
mental and behavioral disorders in children. JAMA. 2020;323(19):1924-1933. doi:10.1001/jama.2020.3937

16. Blencowe H, Lee ACC, Cousens S, et al. Preterm birth-associated neurodevelopmental impairment estimates
at regional and global levels for 2010. Pediatr Res. 2013;74(suppl 1):17-34. doi:10.1038/pr.2013.204

17. Sentanec M, Benhammou V, Aden U, et al. Maternal education and cognitive development in 15 European very-
preterm birth cohorts from the RECAP Preterm platform. Int J Epidemiol. 2022;50(6):1824-1839. doi:10.1093/ije/
dyab170

18. Gissler M. Registration of births and induced abortions in the Nordic countries. Finn Yearb Popul Res. 2010;45:
171-178. doi:10.23979/fypr.45059

19. The Finnish Medical Society Duodecim. Current care guidelines. Accessed April 1, 2022. https://www.
kaypahoito.fi

20. Sund R. Quality of the Finnish hospital discharge register: a systematic review. Scand J Public Health. 2012;40
(6):505-515. doi:10.1177/1403494812456637

21. Lampi KM, Sourander A, Gissler M, et al. Brief report: validity of Finnish registry-based diagnoses of autism with
the ADI-R. Acta Paediatr. 2010;99(9):1425-1428. doi:10.1111/j.1651-2227.2010.01835.x

22. World Health Organization. Epilepsy: a public health imperative. 2019. Accessed April 1, 2022. https://www.who.
int/publications/i/item/epilepsy-a-public-health-imperative

23. European Commission. EUROCAT guide 1.5. Accessed April 1, 2022. https://eu-rd-platform.jrc.ec.europa.eu/
eurocat/data-collection/guidelines-for-data-registration_en#inline-nav-2

24. Gyllenberg D, Marttila M, Sund R, et al. Temporal changes in the incidence of treated psychiatric and
neurodevelopmental disorders during adolescence in two birth cohorts. Lancet Psychiatry. 2018;5(3):227-236.
doi:10.1016/S2215-0366(18)30038-5

25. Asztalos E, Willan A, Murphy K, et al; MACS-5 Collaborative Group. Association between gestational age at
birth, antenatal corticosteroids, and outcomes at 5 years: multiple courses of antenatal corticosteroids for preterm
birth study at 5 years of age (MACS-5). BMC Pregnancy Childbirth. 2014;14:272. doi:10.1186/1471-2393-14-272

26. Melamed N, Asztalos E, Murphy K, et al. Neurodevelopmental disorders among term infants exposed to
antenatal corticosteroids during pregnancy: a population-based study. BMJ Open. 2019;9(9):e031197. doi:10.1136/
bmjopen-2019-031197

27. Statistics Finland. Deaths 2021, vital statistics and population. Published May 27, 2022. Accessed July 22,
2022. https://www.stat.fi/en/statistics/kuol

28. Kerstjens JM, Bocca-Tjeertes IF, de Winter AF, Reijneveld SA, Bos AF. Neonatal morbidities and developmental
delay in moderately preterm-born children. Pediatrics. 2012;130(2):e265-e272. doi:10.1542/peds.2012-0079

SUPPLEMENT.
eTable 1. Comparison of Children and Mothers With Complete and Missing Data
eTable 2. Median Age and Interquartile Range (IQR) at First Diagnosis of Psychological Developmental and
Neurosensory Disorders in Children According to Maternal Antenatal Corticosteroid Treatment Exposure
eTable 3. Adjusted Hazard Ratios (HR) of Psychological Developmental and Neurosensory Disorders in Children
Without Major Congenital Anomalies According to Maternal Antenatal Corticosteroid Treatment Exposure
eTable 4. Adjusted Hazard Ratios (HR) of Psychological Developmental and Neurosensory Disorders in Children
Born in 2006-2008 and 2009-2017 According to Maternal Antenatal Corticosteroid Treatment Exposure

JAMA Network Open | Obstetrics and Gynecology Antenatal Corticosteroid Treatment and Psychological Developmental and Neurosensory Disorders

JAMA Network Open. 2022;5(8):e2228518. doi:10.1001/jamanetworkopen.2022.28518 (Reprinted) August 24, 2022 12/12

Downloaded From: https://jamanetwork.com/ by a University of Turku User  on 10/03/2022

https://dx.doi.org/10.1210/jc.2012-3201
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2020.3935&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2020.3935&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamapediatrics.2022.0480&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamapediatrics.2022.0483&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2020.3937&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2022.28518
https://dx.doi.org/10.1038/pr.2013.204
https://dx.doi.org/10.1093/ije/dyab170
https://dx.doi.org/10.1093/ije/dyab170
https://dx.doi.org/10.23979/fypr.45059
https://www.kaypahoito.fi
https://www.kaypahoito.fi
https://dx.doi.org/10.1177/1403494812456637
https://dx.doi.org/10.1111/j.1651-2227.2010.01835.x
https://www.who.int/publications/i/item/epilepsy-a-public-health-imperative
https://www.who.int/publications/i/item/epilepsy-a-public-health-imperative
https://eu-rd-platform.jrc.ec.europa.eu/eurocat/data-collection/guidelines-for-data-registration_en#inline-nav-2
https://eu-rd-platform.jrc.ec.europa.eu/eurocat/data-collection/guidelines-for-data-registration_en#inline-nav-2
https://dx.doi.org/10.1016/S2215-0366(18)30038-5
https://dx.doi.org/10.1186/1471-2393-14-272
https://dx.doi.org/10.1136/bmjopen-2019-031197
https://dx.doi.org/10.1136/bmjopen-2019-031197
https://www.stat.fi/en/statistics/kuol
https://dx.doi.org/10.1542/peds.2012-0079

