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Earlier studies: Meta-analysis ACS reduces neonatal 

mortality by half in low and middle-income countries

ACS significantly decreases neonatal 

mortality and morbidity

 34% reduction in respiratory distress syndrome

 46% reduction in intracranial hemorrhage

 54% reduction in necrotizing enterocolitis

 31% reduction in neonatal death 

Source: Roberts D, Dalziel S. Antenatal corticosteroids for accelerating fetal lung maturation for women at risk of preterm birth. Cochrane 

Database of Systematic Reviews 2006,Issue3.Art.No.:CD004454. DOI:10.1002/14651858.CD004454.pub2. 

Effect of ACS is not exclusively pulmonary –

it is multi-organ 



Use of Antenatal Corticosteroids: New Data 

• Well-designed cluster 

randomized trial

• Published 15 Oct 2014

• 100,000 pregnant 

mothers across 6 low and 

middle income countries

• Argentina, Guatemala 

• India, Pakistan 

• Kenya, Zambia

• Followed all treated 

women up to delivery 



The Intervention 

• Assessment and provision of ACS in more peripheral 

settings, especially outside hospitals

• Could not reliably determine gestational age 

• proxy outcome: mortality among births < 5th

percentile for birth weight

• No improvements made in newborn care for 

preterm newborns

The trial tested the efficacy of ACS alone



The Results  

• Of women receiving ACS, 20% were given their first injection 

in the community, 63% in health centers, and 17% in 

hospitals

• Meaning: dosing successfully pushed out of hospital 

• Of all women receiving ACS, only 16% delivered a <5th

percentile newborn, so 5 out of 6 women treated did not 

have a very small baby

• Meaning: Diagnostic approach not specific 

• Of all women delivering a <5th percentile newborn, only 45% 

received steroids so less than half of the target group 

were treated.  

• Meaning: Only half the population covered 



Newborn and Maternal Outcomes

• The study demonstrated no benefit from ACS for small 

newborns (<5th percentile)

• Meaning: use of ACS did not reduce preterm newborn mortality 

• Neonatal mortality among all live births was higher

• Meaning: overall mortality increased 

• Significantly higher mortality among babies born at 

estimated gestation ≥37 weeks 

• Meaning: ACS to babies in late gestation increased mortality

• Associated with higher risk of stillbirth

• Meaning: in utero exposure to ACS might be harmful

• ACT demonstrated increased risk of maternal infection



• Some theories

1. ACS were administered alone – not part of a preterm care 

package

2. Large overtreatment – many women got who did not need 

• Are stressed and non-stressed fetuses different?

3. Many older (35 weeks or above) babies got ACS 

• Is there something different about the lungs in older fetuses? 

4. Proximity of treatment to delivery

• Is there some harm when there is a long gap between treatment and 

delivery? 

• Does ACS benefit become harm after some period? 

5. Is there more maternal subclinical infection? 

• How can we be more careful in assessing women for infection?

WHY did mortality increase?



Way Forward: Program Recommendations

• In hospitals, where ACS use is currently the practice, continue 

current use. However, put greater emphasis on 

1. Accurate assessment of gestational age

2. Accurate determination of risk of imminent preterm 

birth

3. Adequate care of preterm newborns (e.g. resuscitation, 

KMC, treatment of infection, intensive newborn care)

4. Reliable, timely and appropriate treatment of maternal 

infection 

• Put on hold plans for expanding the use of ACS and any work 

on first dose of ACS prior to referral

• Anticipate new WHO recommendations

• Develop a holistic package of care for preterm births



For more information, please visit

www.mcsprogram.org
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