
 
 
 
 

Available from: www.health.qld.gov.au/qcg 
Effective:  August 2021 |  Review: August 2026 |  Doc No: MN21.64-V1-R26 
 

Queensland Clinical Guidelines short GUIDE 
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Antenatal corticosteroids (ACS) 
IMPORTANT:  Consider individual clinical circumstances. Consult a pharmacopeia for complete drug information. Read 
the full disclaimer at www.health.qld.gov.au/qcg  

Background  
Aspect Consideration 

Relevant to: 
• Women at risk of preterm birth (PTB) (less than 37+0 weeks gestation)  
• Gestational ages including: 
o 22+0 to 34+6 weeks 
o Greater than or equal to 35+0 weeks (including elective preterm caesarean section (CS)) 

Clinical 
significance 

• ACS administration before PTB is an important intervention that improves outcomes for  
preterm babies1-4  

• Preterm babies often require respiratory support, with some requiring assisted ventilation 
and treatment due to immature lung development5,6  
o ACS effectively reduces the need for respiratory support4 

• In Queensland in 2017, PTB occurred in 9.4% of all pregnancies7 

Mode of action 

• Betamethasone and dexamethasone for lung maturation pass readily across the placenta8 
• Mechanisms underlying the benefits of ACS include8: 
o Maturation of fetal lungs and increased surfactant production4 
o Improved pulmonary blood flow and adaptation at birth  
o Increased fluid clearance from the alveolar lumen to the interstitium 

• Refer to Queensland Clinical Guideline Respiratory distress and CPAP9 

Gestational considerations 
Assessment and timing is vital to ensure that ACS use is limited to pregnancies at high risk of PTB and/or transfer to 
facilities capable of managing PTB occurs.10 Women with suspected PTB, who are treated with ACS, who go on to 
delivery at term may have slightly higher rates of small for gestational age (SGA) babies.11,12 
 

Aspect Consideration 
Less than 21+6 
weeks gestation 

• Insufficient evidence to recommend ACS or life sustaining neonatal support 
• Refer to Queensland Clinical Guideline Perinatal care of the extremely preterm baby13 

22+0 to 23+6 
weeks gestation 

• After counselling with a multidisciplinary team recommend ACS if14:  
o PTB is highly likely within seven days, and life sustaining interventions are planned or 

may be a possibility (recognising administration of ACS does not mandate resuscitation 
at birth) 

o In-utero transfer planned and/or requested by the mother 
• ACS at this gestation does not impact the ability to provide palliative care at birth should the 

decision change from planned life sustaining interventions 
• Refer to Queensland Clinical Guideline Perinatal care of the extremely preterm baby13  

24+0 to 34+6 
weeks gestation 

• Recommend ACS if PTB is highly likely within seven days 
• ACS in this gestational group associated with significant benefits  
o Refer to benefits and risks 
o Beneficial effect demonstrated regardless of whether membranes are ruptured or intact  
o Refer to Queensland Clinical Guideline Preterm labour and birth15 

Greater than, or 
equal to, 35+0 
weeks gestation 

• Consider ACS if:  
o Elective (planned) CS 
o Fetal lung immaturity is likely or suspected 

• Use caution with ACS in later gestations as limited evidence about risks vs benefits and long 
term outcomes16 
o Carefully assess women at risk of late PTB17 
o Refer to benefits and risks 
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Special circumstances 
Aspect Consideration 

Late preterm/near 
term caesarean 
section 
(planned/elective) 

• Delay CS until 39+0 weeks gestation or later, when clinically possible18,19     
o The increased risk of respiratory and neurodevelopmental morbidity associated with late 

PTB or early term CS18 decreases with advancing gestational age 
• Babies born by CS (especially planned) may be more susceptible to respiratory distress 

syndrome (RDS) and transient tachypnoea of the newborn (TTN) than those born 
vaginally6,20,21 
o Symptoms may be of short duration (minutes to hours) (e.g. TTN) and may be managed, 

in most cases, with local paediatric team support 
o Consider ability to manage transient respiratory symptoms and liaise with an expert 

practitioner, when required 
o Consider short term vs long term benefits  
o Counsel women on the potential short term benefits and uncertainty of long term risks of 

ACS  
• Consider a single course of ACS 48 hours prior when6,22-25 
o CS is clinically indicated at greater than 34+6 weeks and fetal lung immaturity is known 

or suspected22  
o There are other clinical circumstances that may increase the risk of fetal lung immaturity 

(e.g. diabetes in pregnancy and/or multiple pregnancy) 
• ACS for planned CS at gestations greater than 39+0 weeks are not routinely recommended 

Pre-existing 
diabetes, pre-
diabetes, or 
gestational 
diabetes mellitus 
(GDM) 

• Women with diabetes have a higher risk of: 
o PTB compared to the general population20 
o Baby having pulmonary immaturity than those without diabetes20 
 Refer to Queensland Clinical Guideline Preterm labour and birth and Respiratory 

distress and CPAP9,15 
• ACS are not contraindicated but may affect blood glucose levels (BGLs) 
o Monitor and manage as per Queensland Clinical Guideline Gestational diabetes 

mellitus26  
• Consider ACS based on risk of PTB and other clinical circumstances22 

Maternal infection 

• Insufficient evidence to recommend for, or against, ACS for women with chorioamnionitis20  
• ACS not associated with increased risk of maternal infection27 
o No difference in risk for chorioamnionitis in women treated with ACS vs no ACS [RR 

0.90, 95% CI 0.69 to 1.17; 13 trials, n=2525]22  
• Consider ACS for women with confirmed or suspected chorioamnionitis and at high risk of 

PTB22, to mitigate risks associated with PTB20 
o Do not delay birth to administer ACS 
o Consider individual circumstances 

Hypertensive 
disorders 

• For women with hypertension in pregnancy, ACS are 
o Not indicated unless there is a high risk of PTB within seven days 
o Associated with reduction in both neonatal mortality and short term morbidities, without 

evidence of harm27, for women at risk of PTB 
• Refer to Queensland Clinical Guideline Hypertension and pregnancy28 
• Consider ACS based on risk of PTB and other clinical circumstances22 

Multiple pregnancy  • Multiple pregnancy is a risk factor for PTB, but in isolation is not an indication for ACS22 
• Consider ACS based on risk of PTB and other clinical circumstances  

Fetal growth 
restriction 

• Limited evidence to recommend for, or against, ACS for women with growth restricted fetus  
o Population based retrospective studies have demonstrated ACS exposure may result in 

slightly reduced rates of RDS, neonatal mortality and morbidity29-31  
• Consider ACS in pregnancies complicated by fetal growth restriction and PTB is likely within 

seven days 
o Assessment and timing of ACS is vital to avoid repeat dosing, where possible 

• Consider risks vs benefits of repeat doses of ACS when there is a growth restricted fetus22 
o Babies exposed to repeat ACS doses may have a lower birth weight (mean difference 80 

gm) [mean difference -0.12, 95% CI -0.18 to -0.06]5 

https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en


short GUIDE Queensland Clinical Guidelines 

 

 
Antenatal corticosteroids (ACS) 
Available from: www.health.qld.gov.au/qcg 

© State of Queensland (Queensland Health) 2021  

   

 Page 3 of 6 

Assessment, administration timing and transfer 
Aspect Consideration 

Context 

• Undertake comprehensive assessment of women with symptoms of PTL (and the likelihood 
of PTB), to identify optimal timing of ACS administration6,22  

• Both ACS treatment options (betamethasone or dexamethasone) are effective for initial 
administration (single course)22 
o Betamethasone recommended for repeat administration; however, dexamethasone may 

be used if betamethasone unavailable 

Indications for 
administration 

• May include, but not limited to2: 
o Preterm prelabour rupture of membranes (PPROM)  
o Preterm labour (with or without intact membranes)  
o Cervical change and dilation greater than or equal to 2 cm 
o Positive biochemical preterm birth prediction testing (e.g. fetal fibronectin) 
o Planned PTB for obstetric causes (e.g. severe FGR with compromise or pre-eclampsia) 

• Refer to Queensland Clinical Guidelines Preterm labour and birth15, Standard care32 and 
Preterm prelabour rupture of membranes (PPROM)33 

Timing of 
administration 

• Optimal timing is when PTB is expected or planned within 48 hours34 
• If PTB uncertain commence ACS within seven days, including if anticipated birth within 24 

hours10  
o A single dose of ACS, given more than seven days prior to birth is ineffective at reducing 

RDS22 

In-utero transfer • Liaise with Retrieval Services Queensland for advice on administration prior to transfer 
o Refer to Queensland Clinical Guideline Preterm labour and birth15 

Blood glucose 
management 
(maternal and 
neonatal) 

• For women with pre-existing diabetes or GDM, monitor and manage BGLs22,35 
• For babies born to women with diabetes, or, after ACS administration (within the last seven 

days) plan early and frequent feeding, and screen for neonatal hypoglycaemia [refer to 
Queensland Clinical Guideline Gestational diabetes mellitus26, Newborn hypoglycaemia36] 

Dosing and administration 
Aspect Consideration 

Initial administration  

Indication 

• Recommend a single course of ACS for women at risk of PTB within the next seven days 
(including multiple pregnancies5), who are1 22+0 to 34+6 weeks gestation10  

• Consider a single course of corticosteroids for women at high risk of PTB within the next 
seven days who are1  
o 35+0 weeks or more gestation 

Dosing 

• The recommended regimens of ACS are6:  
o Two doses of betamethasone 11.4 mg intramuscular injection (IM) 24 hours apart 
 If PTB likely within 24 hours, consider giving the second dose at 12 hours  

Or 
• Four doses of dexamethasone 6 mg IM injection 12 hours apart 

Repeat (rescue) administration  

Indication 
• For women at continued risk of PTB following initial administration of ACS22 
o Routine repeat doses of ACS not recommended37 
o Consider based on assessment of risk of ongoing PTB37 

General 
considerations 

• Consider repeat (rescue) dose/s based on22: 
o Gestational age—repeat ACS may be most effective at less than, or equal to, 32+6 

weeks but may be considered at any gestation based on individual clinical scenario  
o PTB is planned or highly likely in the next seven days  
o Prior dose/s of ACS administered 7 or more days previously, and woman is at continued 

risk of PTB1  

Dosing  

•  Betamethasone 11.4 mg IM injection22 once:  
o If after repeat dose the woman has not given birth within seven days a further single dose 

may be given  
o Maximum in any one pregnancy is three, single, repeat doses  

Or 
• Two doses of betamethasone 11.4 mg IM injection completed within 24 hours 
o No further repeat courses recommended 
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Benefits  
Aspect Consideration 

Context • Women who receive ACS compared to those with no treatment have significantly lower 
severity or frequency, or both, of serious adverse neonatal outcomes related to prematurity34 

22+0 to 27+0 
weeks and/or 
weight  
401–1000 gm 

• Reduced incidence of:4,38 
o Respiratory distress syndrome 
o Neonatal death 
o Intracranial haemorrhage (grade 3 or 4) 
o Neurodevelopmental impairment 
o Cystic periventricular leukomalacia 

Childhood 
• Reduced incidence of: 
o ^Neurodevelopmental impairment39 
o #Cerebral palsy38 

^18–22 months (corrected age) born at 23+0–25+0 weeks gestation respectively, #18–22 months (corrected age) born at 22+0–27+0 weeks gestation 
 
 

Gestational age and condition Treated 
with ACS 

Not treated 
with ACS 

Absolute risk 
reduction CI (95%) NNT 

Gestation 24+0 to 35+0 weeks1,4,34    
Perinatal death4  13.2% 15.6% 2.49%  [1.10 to 3.88] 40 
Neonatal death4 9.3% 11.9% 2.64%  [1.47 to 3.81] 38 
Need for mechanical ventilation/CPAP4  16.7% 22.5% 5.73%  [3.42 to 8.04] 17 
Systemic infections in the first 48 hours of life13  4.4% 7.3% 2.91% [0.71 to 5.11] 34 
Respiratory distress syndrome4  10.8% 14.8% 3.96%  [2.73 to 5.20] 23 
Intraventricular haemorrhage4 2.2% 3.3% 1.3%  [0.61 to 1.99] 77 
Necrotising enterocolitis13 1.1% 2.2% 1.15%  [0.41 to 1.89] 91 

Gestation 35+0 to 36+6 weeks40 
Respiratory distress syndrome 5.5% 6.4% 0.9%  [-0.92 to 2.57] 111* 
Transient tachypnoea of the newborn 6.7% 9.9% 3.2%  [1.17 to 5.23] 31 
Need for surfactant at birth 1.8% 3.1% 1.3%  [0.11 to 2.39] 77 

Planned CS at greater than 38+0 weeks24 
Need for mechanical ventilation 0.8% 1.8% 0.99%  [-0.28 to 2.26] 100* 
Respiratory distress syndrome 0.6% 1.6% 0.99%  [-0.20 to 2.18] 100* 
Transient tachypnoea of the newborn 1.3% 3.4% 2.14%  [0.44 to 3.84] 47 
Admission to NICU for respiratory morbidity 1.6% 3.9% 2.30%  [0.47 to 4.14] 43 

*NS: not statistically significant, NNT: number needed to treat, CI: confidence interval 

Risks 
Aspect Consideration 

Context 

• Long term outcomes for babies exposed to antenatal ACS (for less than 22+0 or greater than 
35+0 weeks gestation) are not yet fully known due to limited literature to inform interpretation 
of risk vs benefit4,41 

• ACS can have an effect on the developing brain and despite the dramatic reductions in 
mortality for extremely low gestation babies, there is increasing concern about the potential 
for adverse long term outcomes in more mature babies exposed to ACS16 

• Carefully consider short term vs long term benefits and risks of ACS administration16  

Hypoglycaemia 
(neonatal)* 

• One study examining ACS for late preterm birth found babies exposed to ACS compared to 
those not exposed, experienced a higher incidence of neonatal hypoglycaemia (24.0% vs 
15.0%)40 

Adulthood 

• Findings in adults at 30 years of age who were given ACS suggest no difference in:12,27 
o Blood pressure 
o Body size or cardiovascular disease 
o Fasting plasma concentration of lipids or cortisol  

• Antenatal exposure to betamethasone may result in:42 
o Increased central insulin resistance measured at 30 minutes for insulin and 120 minutes 

for glucose response to an oral glucose tolerance test in adults 
^5.8 years (corrected age), *born at 34+0–36+6 weeks gestation  
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Flowchart: Administration of ACS 
 

 
 

ACS: antenatal corticosteroids, BGL: blood glucose levels, CS: caesarean section, GDM: gestational diabetes mellitus, IM: intramuscular, PTB: 
preterm birth, QCG: Queensland Clinical Guidelines, ≤ less than or equal to 
Queensland Clinical Guidelines: Antenatal corticosteroids. Flowchart version: F21.64-1-V1-R26 

ACS 
indicated?

Dosage
• Two doses of betamethasone 11.4 mg via IM injection 24 hours apart 

OR
• Four doses of dexamethasone 6 mg via IM injection 12 hours apart

(If pre-existing diabetes or GDM, monitor and manage BGLs)

Woman 
birthed?

• Routine postnatal care
• If GDM, refer to QCG Guideline GDM
• Plan early frequent newborn feeding 
• Screen for neonatal hypoglycaemia if:

o ACS 7 days prior to birth
o Woman has GDM or pre-existing 

diabetes

• Consider repeat single dose ACS if:
o More than seven days since prior 

dose of ACS
o Birth expected or planned in next   

7 days
• Most effective at ≤ 32+6 weeks but 

may be considered at any age based 
on clinical scenario

Ongoing risk      
of PTB?

Routine care Repeat ACS 
indicated?

Repeat Dosage

• Single dose of betamethasone 11.4 mg via IM injection 
o If after repeat dose birth has not occured within seven or more days, a 

further single dose may be given 
o Maximum in any one pregnancy is three, single, repeat doses

OR
• Two doses of betamethasone 11.4 mg via IM injection within 24 hours 

o Further repeat courses not recommended

(If pre-existing diabetes or GDM, monitor and manage BGLs)

Yes

No

No

No

Yes

Yes

Yes

Gestation
24+0–34+6 

• Recommend ACS if: 
o Risk of PTB, including multiple 

pregnancy, regardless of 
membrane status

Gestation
35+0–39+0

• Consider ACS if: 
o Planned CS birth indicated 
o Fetal lung immaturity suspected
o High risk of PTB in next 7 days
o Planned PTB indicated 

Gestation
22+0–23+6

• Recommend ACS if: 
o Life sustaining interventions 

planned or may be a possibility
o In-utero transfer recommended
o Maternal request

No

https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en


short GUIDE Queensland Clinical Guidelines 

 

 
Antenatal corticosteroids (ACS) 
Available from: www.health.qld.gov.au/qcg 

© State of Queensland (Queensland Health) 2021  

   

 Page 6 of 6 

References 
1.  American College of Obstetricians and Gynaecologists. Antenatal corticosteroid therapy for fetal maturation. Practice Bulletin No. #713. Obstetrics & Gynecology 
2017;130(2):101-9. 
2.  Paola A, Quy TN, Naomi HG, Kimberly DG. Can we accurately time the administration of antenatal corticosteroids for preterm labor? Obstetrics and Gynecology 
International. [Internet]. 2016 [cited 2020 June 23]; 2016 DOI:10.1155/2016/5054037. 
3.  McDonald SD. Antenatal corticosteroids for women at risk of preterm delivery. British Medical Journal (Clinical research ed.). [Internet]. 2017 [cited 2020 August 24]; 
356:j1467 DOI:10.1136/bmj.j1467. 
4.  McGoldrick E, Stewart F, Parker R, Dalziel SR. Antenatal corticosteroids for accelerating fetal lung maturation for women at risk of preterm birth. Cochrane Database of 
Systematic Reviews. [Internet]. 2020 [cited 2021 January 5]; (12) DOI:10.1002/14651858.CD004454.pub4. 
5.  Crowther CA, Middleton PF, Voysey M, Askie L, Zhang S, Martlow TK, et al. Effects of repeat prenatal corticosteroids given to women at risk of preterm birth: an individual 
participant data meta-analysis. PLoS Medicine. [Internet]. 2019 [cited 2020 June 23]; 16(4):1-25 DOI:10.1371/journal.pmed.1002771. 
6.  FIGO Working Group on Good Clinical Practice in Maternal–Fetal Medicine. Good clinical practice advice: antenatal corticosteroids for fetal lung maturation. [Internet]. 
2019 [cited 2020 June 23]; 144(3):352-5 DOI:10.1002/ijgo.12746. 
7.  Australian Institute of Health and Welfare. Australia's mothers and babies 2017-in brief. [Internet]. 2019 [cited 2020 July 1]. Available from: https://www.aihw.gov.au. 
8.  Haviv HR, Said J, Mol BW. The place of antenatal corticosteroids in late preterm and early term births. Seminars in fetal & neonatal medicine. [Internet]. 2019 [cited 2020 
July 1]; 24(1):37-42 DOI:10.1016/j.siny.2018.10.001. 
9.  Queensland Clinical Guidelines. Respiratory distress and CPAP. Guideline No. MN20.3-V8-R25. [Internet]. Queensland Health. 2020. [cited 2020 September 16]. 
Available from: https://www.health.qld.gov.au/qcg 
10.  Krispin E, Borovich A, Hochberg A, Salman L, Chen R, Wiznitzer A, et al. Neonatal outcomes in term pregnancies treated with antenatal corticosteroids for suspected 
pre-term labor. Archives of Gynecology & Obstetrics. [Internet]. 2019 [cited 2020 August 3]; 299(2):403-9 DOI:10.1007/s00404-018-4976-1. 
11.  Magann EF, Haram K, Ounpraseuth S, Mortensen JH, Spencer HJ, Morrison JC. Use of antenatal corticosteroids in special circumstances: a comprehensive review. 
[Internet]. 2017 [cited 2021 May 14]; 96(4):395-409 DOI:10.1111/aogs.13104. 
12.  Rodriguez A, Wang Y, Ali Khan A, Cartwright R, Gissler M, Järvelin MR. Antenatal corticosteroid therapy (ACT) and size at birth: a population-based analysis using the 
Finnish Medical Birth Register. PLoS Med. [internet]. 2019 [cited 2021 May 14]; 16(2):e1002746 DOI:10.1371/journal.pmed.1002746. 
13.  Queensland Clinical Guidelines. Perinatal care of the extremely preterm baby. Guideline No. MN20.32-V2-R25 [Internet]. Queensland Health. 2020. [cited 2020 
September 9]. Available from: https://www.health.qld.gov.au/qcg 
14.  Ireland S, Larkins S, Ray R, Woodward L, Devine K. Adequacy of antenatal steroids, rather than place of birth, determines survival to discharge in extreme prematurity in 
North Queensland. Journal of Paediatrics and Child Health. [Internet]. 2019 [cited 2020 July 13]; 55:205-12 DOI:10.1111/jpc.14184. 
15.  Queensland Clinical Guidelines. Preterm labour and birth. Guideline No. MN20.6-V9-R25. [Internet]. Queensland Health. 2020. [cited 2020 June 30]. Available from: 
https://www.health.qld.gov.au/qcg 
16.  Räikkönen K, Gissle M, Kajantie E. Associations between maternal antenatal corticosteroid treatment and mental and behavioral disorders in children. Journal of the 
American Medical Association. [Internet]. 2020 [cited 2020 July 20]; 323(19):1924-33 DOI:10.1001/jama.2020.3937. 
17.  Souter V, Kauffman E, Marshall AJ, Katon JG. Assessing the potential impact of extending antenatal steroids to the late preterm period. American Journal of Obstetrics 
and Gynecology. [Internet]. 2017 [cited 2020 July 16]; 217(4):461- DOI:10.1016/j.ajog.2017.04.029. 
18.  Saccone G, Berghella V. Antenatal corticosteroids for maturity of term or near term fetuses: systematic review and meta-analysis of randomized controlled trials. British 
Medical Journal 2016;355(1):5044. 
19.  Vohr B. Long-term outcomes of moderately preterm, late preterm, and early term infants. Clinics in Perinatology 2013;40(4):739-51. 
20.  Amiya RM, Mlunde LB, Ota E, Swa T, Oladapo OT, Mori R. Antenatal corticosteroids for reducing adverse maternal and child outcomes in special populations of women 
at risk of imminent preterm birth: a systematic review and meta-analysis. PLoS ONE. [Internet]. 2016 [cited 2020 June 23]; 11(2):1-31 DOI:10.1371/journal.pone.0147604. 
21.  The Royal Australian and New Zealand College of Obstetricians and Gynaecologists. Timing of elective caesarean section at term. College Statement C-Obs 23. 
[Internet]. 2018. Available from: https://ranzcog.edu.au/. 
22.  Antenatal corticosteroid clinical practice guidelines panel. Antenatal corticosteroids given to women prior to birth to improve fetal, infant, child and adult health: clinical 
practice guidelines. [Internet]. 2015 [cited 2020 July 07]. Available from: https://www.ranzcog.edu.au/. 
23.  Htun ZT, Hairston JC, Gyamfi-Bannerman C, Marasch J, Duarte Ribeiro AP. Antenatal corticosteroids: extending the practice for late-preterm and scheduled early-term 
deliveries? [Internet]. 2021 [cited 2021 May 14]; 8(4):272 DOI:doi:10.3390/children8040272. 
24.  Nada AM, Shafeek MM, El Maraghy MA, Nageeb AH, Salah El Din AS, Awad MH. Antenatal corticosteroid administration before elective caesarean section at term to 
prevent neonatal respiratory morbidity: a randomized controlled trial. European Journal of Obstetrics, Gynecology, Reproduction and  Biology 2016;199:88-91. 
25.  Stutchfield P, Whitaker R, Russell I. Antenatal betamethasone and incidence of neonatal respiratory distress after elective caesarean section: pragmatic randomised trial. 
British Journal of Medicine. [Internet]. 2005 [cited 2020 August 26]; 331(7518):662 DOI:10.1136/bmj.38547.416493.06. 
26.  Queensland Clinical Guidelines. Gestational diabetes mellitus (GDM). Guideline No. MN21.33-V4-R26. [Internet]. Queensland Health. 2021. [cited 2021 April 4]. 
Available from: https://www.health.qld.gov.au/qcg 
27.  World Health Organization. WHO recommendations on interventions to improve preterm birth outcomes. 2015. Available from: https://who.int. 
28.  Queensland Clinical Guidelines. Hypertension and pregnancy. Guideline No. MN21.13-V9-R26. [Internet]. Queensland Health. 2021. [cited 2021 April 4]. Available from: 
https://www.health.qld.gov.au/qcg 
29.  Riskin-Mashiah S, Riskin A, Bader D, Kugelman A, Boyko V, Lerner-Geva L, et al. Antenatal corticosteroid treatment in singleton, small-for-gestational-age infants born at 
24–31 weeks’ gestation: a population-based study. [Internet]. 2016 [cited 2021 May 14]; 123(11):1779-86 DOI:doi.org/10.1111/1471-0528.13723. 
30.  Melamed N, Pittini A, Barrett J, Shah J, Yoon EW, Lemyre B, et al. Antenatal corticosteroids and outcomes of small-for-gestational-age neonates. [Internet]. 2016 [cited 
2021 May 14]; 128(5):1001-8 DOI:10.1097/aog.0000000000001674. 
31.  Blankenship SA, Brown KE, Simon LE, Stout MJ, Tuuli MG. Antenatal corticosteroids in preterm small-for-gestational age infants: a systematic review and meta-analysis. 
American Journal of Obstetrics & Gynecology (Maternal Fetal Medicine). [Internet]. 2020 [cited 2021 May 14]; 2(4):100215 DOI:10.1016/j.ajogmf.2020.100215. 
32.  Queensland Clinical Guidelines. Standard care. Guideline No. MN18.50-V1-R23. [Internet]. Queensland Health. 2018. [cited 2020 September 22]. Available from: 
https://www.health.qld.gov.au/qcg 
33.  Queensland Clinical Guidelines. Preterm prelabour rupture of membranes (PPROM). Guideline No. MN18.48-V1-R23. [Internet]. Queensland Health. 2018. [cited 2020 
September 22]. Available from: https://www.health.qld.gov.au/qcg 
34.  Roberts D, Brown J, Medley N, Dalziel SR. Antenatal corticosteroids for accelerating fetal lung maturation for women at risk of preterm birth. Cochrane Database of 
Systematic Reviews. [Internet]. 2017 [cited 2020 July 27]; (3) DOI:10.1002/14651858.CD004454.pub3. 
35.  National Institute for Health and Clinical Excellence (NICE). Diabetes in pregnancy: management from preconception to the postnatal period. Clinical Guidelines 3. 
[Internet]. 2019 [cited 2020 August 3]. Available from: http://www.nice.org.uk. 
36.  Queensland Clinical Guidelines. Hypoglycaemia-newborn. Guideline No. MN19.8-V8-R24. [Internet]. Queensland Health. 2019. [cited 2021 April 20]. Available from: 
https://www.health.qld.gov.au/qcg 
37.  National Institute for Health and Clinical Excellence (NICE). Preterm labour and birth. Clinical Guidelines 25. [Internet]. 2015 [cited 2020 August 3]. Available from: 
http://www.nice.org.uk. 
38.  Chawla S, Natarajan G, Shankaran S, Pappas A, Stoll BJ, Carlo WA, et al. Association of neurodevelopmental outcomes and neonatal morbidities of extremely 
premature infants with differential exposure to antenatal steroids. JAMA Pediatrics. [Internet]. 2016 [cited 2020 August 3]; 170(12):1164-72 
DOI:10.1001/jamapediatrics.2016.1936 %J JAMA Pediatrics. 
39.  Carlo WA, McDonald SA, Fanaroff AA, Vohr BR, Stoll BJ, Ehrenkranz RA, et al. Association of antenatal corticosteroids with mortality and neurodevelopmental outcomes 
among infants born at 22 to 25 weeks' gestation. JAMA Network. [Internet]. 2011 [cited 2020 August 28]; 306(21):2348-58 DOI:10.1001/jama.2011.1752. 
40.  Gyamfi-Bannerman C, Thom EA, Blackwell SC, Tita ATN, Reddy UM, Saade GR, et al. Antenatal betamethasone for women at risk for late preterm delivery. [Internet]. 
2016 [cited 2020 July 07]; 374(14):1311-20 DOI:10.1056/NEJMoa1516783. 
41.  Melamed N, Asztalos E, Murphy K, Zaltz A, Redelmeier D, Shah BR, et al. Neurodevelopmental disorders among term infants exposed to antenatal corticosteroids during 
pregnancy: a population-based study. British Medical Journal. [Internet]. 2019 [cited 2020 August 25]; 9(9):e031197 DOI:10.1136/bmjopen-2019-031197 %J BMJ Open. 
42.  Dalziel SR, Walker NK, Parag V, Mantell C, Rea HH, Rodgers A, et al. Cardiovascular risk factors after antenatal exposure to betamethasone: 30-year follow-up of a 
randomised controlled trial. Lancet. [Internet]. 2005 [cited 2020 August 26]; 365 North American Edition(9474):1856-62 DOI:10.1016/s0140-6736(05)66617-2. 
 

https://creativecommons.org/licenses/by-nc-nd/4.0/deed.en
https://www.aihw.gov.au/
https://www.health.qld.gov.au/qcg
https://www.health.qld.gov.au/qcg
https://www.health.qld.gov.au/qcg
https://ranzcog.edu.au/
https://www.ranzcog.edu.au/
https://www.health.qld.gov.au/qcg
https://who.int/
https://www.health.qld.gov.au/qcg
https://www.health.qld.gov.au/qcg
https://www.health.qld.gov.au/qcg
http://www.nice.org.uk/
https://www.health.qld.gov.au/qcg
http://www.nice.org.uk/

	Antenatal corticosteroids (ACS)
	Background
	Gestational considerations
	Special circumstances
	Assessment, administration timing and transfer
	Dosing and administration
	Benefits
	Risks
	Flowchart: Administration of ACS
	References

