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Abstract

Objectives

To determine the long-term effects of in utero progesterone exposure in twin children.

Methods

This study evaluated the health and developmental outcomes of all surviving children born to

mothers who participated in a double-blind, placebo-controlled trial of progesterone given for

the prevention of preterm birth in twin pregnancies (STOPPIT, ISRCTN35782581). Follow-

up was performed via record linkage and two parent-completed validated questionnaires, the

Child Development Inventory and theHealth Utilities Index.

Results

Record linkage was successfully performed on at least one record in 759/781 (97%) children

eligible for follow-up. There were no differences between progesterone-exposed and place-

bo-exposed twins with respect to incidence of death, congenital anomalies and hospitalisa-

tion, nor on routine national child health assessments. Questionnaire responses were

received for 324/738 (44%) children. The mean age at questionnaire follow-up was 55.5

months. Delay in at least one developmental domain on theChild Development Inventory
was observed in 107/324 (33%) children, with no evidence of difference between progester-

one-exposed and placebo-exposed twins. There was no evidence of difference between the

progesterone and placebo groups in global health status assessed using the Health Utilities
Index: 89% of children were rated as having ‘excellent’ health and a further 8% as having

‘very good’ health.
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Conclusions

In this cohort of twin children there was no evidence of a detrimental or beneficial impact on

health and developmental outcomes at three to six years of age due to in utero exposure

to progesterone.

Introduction
Preterm birth, defined as birth prior to 37 weeks’ estimated gestation, is a leading cause of peri-
natal mortality and short-term and long-term morbidity. Twin pregnancies contribute dispro-
portionately to preterm birth.

Progesterone, administered either as intramuscular 17 α-hydroxyprogesterone caproate or
vaginal progesterone, has been demonstrated to reduce the rate of preterm birth in women
with high-risk singleton pregnancies [1–7]. In contrast, we and others have shown that neither
progesterone nor 17 α-hydroxyprogesterone caproate prevents preterm birth in multiple preg-
nancies [8–13]. Use of progesterone for prevention of preterm birth in women with a previous
preterm birth and/or with a short cervix is becoming widespread [14]. In 2011, the USA Food
and Drug Administration approved use of 17 α-hydroxyprogesterone caproate for the preven-
tion of preterm birth in women at risk because of previous spontaneous preterm birth [15].

Previous studies have demonstrated that agents given to pregnant women with the aim of
improving pregnancy outcomes can have unexpected effects on children which may not be ap-
parent at birth but harmful long-term [16]. Hence, long-term follow-up data on children ex-
posed to progesterone are needed.

There is emerging but limited evidence on the long-term effects of in utero exposure to pro-
gesterone when given for the prevention of preterm birth. Follow-up of 274 singleton children,
born to mothers participating in a randomised placebo-controlled trial of 17 α-hydroxyproges-
terone caproate in high-risk singleton pregnancies, demonstrated no difference in health status,
physical examination, or mean score on the Ages and Stages Questionnaire at four years of age
despite prolongation of pregnancy [17]. Follow-up of 991 children born to mothers with twin
pregnancies enrolled in the PREDICT randomised control trial comparing progesterone with
placebo revealed no difference in mean score on the Ages and Stages Questionnaire at six
months and at 18 months of age. Progesterone had no effect on duration of pregnancy in the
PREDICT trial [12].

The aim of our study was to determine the potential adverse and/or beneficial effects of pro-
phylactic in utero progesterone on health and developmental outcomes of children at three to
six years of age. We evaluated a cohort of twin pregnancies in which progesterone had no effect
on short-term (obstetric and neonatal) outcomes, thus allowing any direct effects of progester-
one to be determined.

Methods
This study evaluated outcomes of twin children born to mothers who participated in the
STOPPIT trial, a randomised, double-blind, placebo-controlled trial of progesterone given for
the prevention of preterm birth to women with twin pregnancy.

Briefly, the STOPPIT trial (registered clinical trial, ISRCTN35782581), conducted at nine
National Health Service (NHS) hospitals across the United Kingdom, randomised women to
receive either progesterone gel or placebo gel daily from 24 weeks’ gestation for an average
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period of ten weeks. In the original trial, outcome assessment was limited to obstetric and neo-
natal outcomes. These results have previously been reported: there were no differences in the
primary outcome of intrauterine death or preterm delivery prior to 34 weeks and 0 days of ges-
tation, nor any differences in neonatal outcomes between the progesterone and placebo groups
[10]. All participating women were informed of the possibility of follow-up of their children
and were given the opportunity to withdraw consent for future contact from the research team
if they wished.

We aimed to include all children born to mothers resident in Scotland who had been re-
cruited to the STOPPIT trial, and for whom routine health data could therefore be accessed
through Information Services Division, NHS Scotland. Given that such routine health data
were available for twins resident in Scotland, mothers who were resident in England at the time
of the trial, and all those who emigrated out of a Scottish Health Board after the birth of their
babies were not eligible for follow-up. Mothers who were lost to follow-up, and those for
whom there were insufficient data for tracing were excluded from follow-up. Mothers who
withdrew consent for questionnaire follow-up and those who had experienced the death of one
or more twins were also excluded.

The personal identifiers of mothers of eligible children were used to identify mothers’ rec-
ords on the Community Health Index (CHI) database and thus obtain their up to date contact
details to enable questionnaire distribution. The CHI database contains a record of all patients
registered with a General Practitioner in Scotland.

The personal identifiers of mothers were also used to identify the CHI numbers of children
via linkage to statutory birth registration records. CHI numbers of children are documented on
all routine health records in Scotland, and hence record linkage enabled follow-up of twins’
outcomes through examination of routine health data. In addition, statutory death registration
records were searched using children’s personal identifiers to identify any additional deaths of
twins for whom the CHI numbers were unknown.

Records for twins with known CHI numbers were identified on the national child health
programme information systems Health Visitor First Visit, Six to Eight Week Check, Primary-1
Screening, Neonatal Hearing Screening and Preschool Vision Screening records. Subsequent to
April 2005, child health programme records included a Health Plan Indicator assigned to indi-
cate a child’s level of need for ongoing support to achieve good health and developmental
outcomes.

Twin records were also identified on the hospital outpatient attendance (Scottish Morbidity
Record 00—SMR00) and inpatient and day case discharge (SMR01) datasets. For all twins with
hospital attendances, primary diagnoses at time of discharge (coded via World Health Organi-
sation International Classification of Disease, 10th edition (ICD-10)[18]) were examined.
Those with outpatient or inpatient entries with diagnoses ICD-10 codes Q00-Q99 (Chapter
XVII: Congenital malformations, deformations and chromosomal abnormalities) were defined
as having a congenital abnormality.

Twins in the progesterone and placebo groups were heterogeneous with respect to age, sex,
and gestational age at birth. Accordingly, measures of height, weight and head circumference
were converted into z-scores (standard deviations) using freely available LMS software [19]
and UK 1990 growth reference data [20].

We selected two validated parent-completed questionnaires, theHealth Utilities Index
(HUI) [21] and the Child Development Inventory (CDI) [22] from available paediatric develop-
mental assessment tools, purchasing licenses for the use and exact reproduction of each ques-
tionnaire. Mothers were invited by letter to participate in questionnaire follow-up. All letters
were accompanied by a demographic data questionnaire, an information sheet and a written
consent form. Where telephone numbers of mothers were available, a courtesy call was made
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to ensure questionnaires had been received. Questionnaires were mailed out in 2011 and again
in 2012. In the unusual event that a mother replied twice, data from the most recent question-
naire were used. Mothers completed and returned all questionnaires and investigators calculat-
ed aggregate scores prior to any unmasking. Thereafter, treatment allocation was revealed to
four mothers at their request.

We compared baseline demographic characteristics including maternal age at randomisa-
tion, household index of multiple deprivation (quintile), gestation and chorionicity, and the
age of the children at the time of questionnaire completion in the responding and non-re-
sponding groups.

We summarised all baseline characteristics and outcomes using means (standard deviation),
medians (25th and 75th centiles) or frequencies and percentages where relevant. Outcomes
were analysed using generalised linear models (linear or logistic regression) where appropriate,
adjusting for the clustering at the level of the mother. For other outcomes, Fisher’s exact test or
a comparison of medians was used. Where possible, all effect sizes have 95% percent confi-
dence intervals. All analyses were conducted using SAS version 9.2 (SAS Institute, Cary, North
Carolina). There was no imputation of missing data and all analyses were as randomised.

Ethics approval was granted by the South East Scotland Research Committee 02 (reference
number 10/S1102/70).

All women recruited to the original STOPPIT trial had been informed of the possibility of
direct and record-based follow-up of their babies prior to providing written informed consent
for participation. At the conclusion of the trial, women were reminded of the intention to com-
plete a follow-up study in a newsletter and were given the opportunity to withdraw consent for
further contact from the research team.

At the time of the follow-up study, Community Health Index Advisory Group (CHIAG)
and Privacy Advisory Committee (PAC) approvals were obtained in order to update contact
details of mothers of children eligible for follow-up, identify CHI numbers of eligible children,
and perform anonymised record linkage of children’s CHI numbers to national child health
records so that health data could be obtained. Parents were contacted and gave additional writ-
ten informed consent for the completion of questionnaires.

Results
Of the 500 women in the original STOPPIT trial, 68 were excluded from attempted record link-
age as they lived in England (and would therefore not have relevant health records in Scotland),
leaving 432 for whom record linkage was attempted. A further six women were lost to follow-
up at the end of the original trial and ten could not be identified on the CHI database. There-
fore, 416 women were potentially eligible to be sent a questionnaire and had current contact
details available. Linkage to the children’s CHI numbers was performed in March 2013. CHI
numbers of one child (in seven women) and both children (in 22 women) could not be identi-
fied, leaving 781 children whose CHI numbers were submitted for linkage to national child
health records at ISD (386 in the progesterone group and 395 in the placebo group). Record
linkage was successfully performed on at least one record in 759/781 (97%) children. The num-
bers of children for whom records were linked in each group are shown in Fig 1.

Stillbirth, neonatal or paediatric death was identified in 26 twins in the study cohort: 15
twins in the progesterone group and 11 twins in the placebo group. Two deaths were identified
as having occurred since the findings of the original STOPPIT trial were reported. Deaths, con-
genital malformations, and health service utilisation were similar in the progesterone and
control groups.
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The rate of congenital malformations, identified using data pertaining to primary diagnoses
in children with hospital attendances, was 4% in both the progesterone and placebo groups
(Table 1).

Fig 1. Flow of twins through record linkage at ISD.

doi:10.1371/journal.pone.0122341.g001

Table 1. Health service use and rate of congenital malformations identified in hospital.

Progesterone Placebo
n/N children (%) n/N children (%) Effect size (95% CI), p-value

Hospital outpatient attendance record (SMR-00)

Number of children with any attendance 246/386 (64) 260/395 (66) 0.91 (0.64–1.28), 0.58

Median number of visits per child* 0 [0, 1] 0 [0, 1] p = 0.65

General hospital inpatient record (SMR-01)

Number of children with any admission 159/386 (41) 165/395 (42) 0.97 (0.71–1.33), 0.87

Median cumulative length of stay per admission (days)* 39 [10, 62] 31 [10, 59] p = 0.26**

Congenital malformations (SMR-01)

Number of children with any congenital malformation 17/386 (4) 17/395 (4) 1.04 (0.49–1.21), 0.92

*Data presented as median [IQR]

**Two-sided p value from Wilcoxon Rank Sum test

doi:10.1371/journal.pone.0122341.t001
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Health service utilisation, including outpatient hospital attendances and inpatient hospitali-
sations, was similar for twins in the progesterone and placebo groups. For those who were hos-
pitalised, the median (interquartile range) cumulative length of stay was 39 (10, 62) days in the
progesterone group and 31 (10, 59) days in the placebo group (p = 0.26).

Child Health Surveillance Programme data revealed no differences in terms of developmen-
tal screening between twins in the progesterone and placebo groups (Table 2). There were no
differences in the incidence of developmental concern raised by the parent at theHealth Visitor
First Visit nor in developmental assessment at the Six to Eight Week Check. Height and weight

Table 2. Child Health Surveillance Programme.

Progesterone Placebo

Health Visitor First Visit (0–10 days of life) n/N children
(%)

n/N children
(%)

Effect size (95% CI), p-value

Parental concern*

Number of children with any concern identified 53/307 (17) 77/311 (25) 0.65 (0.40–1.07), 0.09

Health Plan Indicator

Core 183/307 (60) 191/311 (61) 0.043†

Additional 21/307 (7) 26/311 (8)

Intensive 23/307 (7) 8/311 (3)

PH4P# or unknown 80/307 (26) 86/311 (28)

6–8 Week Check (6–8 weeks of life)

Developmental assessment**

Number of children with any domains identified as doubtful/uncertain or
abnormal

8/310 (3) 15/320 (5) 0.55 (0.21–1.46), 0.23

Health Plan Indicator

Core 182/310 (59) 176/320 (55) 0.47†

Additional 48/310 (15) 55/320 (17)

Intensive 10/310 (3) 6/320 (2)

PH4P# or unknown 70/310 (23) 83/320 (26)

Primary 1 Screening (4.5–5.5 years) Mean (SD), n Mean (SD), n Mean difference [95% CI], p-
value

Measurement and growth

Height (cm) 111 (5), 165 112 (5), 189 -0.6 [-2.1, 0.8], 0.41

Weight (kg) 19.4 (3.2), 165 19.7 (2.8), 189 0.2 [-1.0, 1.4], 0.74

BMI 15.6 (2), 165 15.6 (1.5), 189 0.2 [-0.3, 0.4], 0.64

Height centile 42.1 (28), 165 48.5 (28.8), 189 -6.4 [-12.3, -0.4], 0.04

Weight centile 43.5 (29.7), 165 48.6 (29.2), 189 -5.2 [-11.3, 1.0], 0.10

Health Plan Indicator

Core 236/371 (64) 264/388 (68) 0.43†

Additional 50/371 (13) 39/388 (10)

Intensive 3/371 (1) 2/388 (1)

PH4P# or unknown 82/371 (22) 83/388 (21)

* The health visitor records parental concerns relating to the child’s feeding, illness, crying, appearance, weight and sleep.

** The health visitor assesses the following developmental domains: gross motor; hearing and communication; and vision and social awareness.

Development is assessed to be normal; abnormal; doubtful/uncertain; or not assessed/incomplete.
#PH4P (Pre-Hall 4 Programme): The Health for All Children screening and surveillance programme was introduced in Scotland from April 2005. The PH4P

utilises the Health Plan Indicator. Children assessed prior to the introduction of the PH4P at local health care providers were not classified using

this system
† P-value for chi-square test of association.

doi:10.1371/journal.pone.0122341.t002
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data collected at the Primary-1 Screening demonstrated no evidence that progesterone expo-
sure in utero had an important effect on growth in childhood. Both progesterone and placebo
exposed children were near to but less than the 50th centile for weight and height. Although
height centile was marginally significantly lower in the progesterone group compared with the
placebo group, there were no differences in mean height. Hence, the clinical relevance of the
height centile difference is likely to be limited.

There were no differences in the outcomes of sensory screening between the progesterone
and placebo groups (Table 3).

The flow of participants through the questionnaire arm of the study is shown in Fig 2. After
relevant exclusions, 369 families were sent a questionnaire. A positive response was received
from 167 mothers. Data for the primary outcome (CDI and HUI scores) were obtained from
162 mothers (44% of those mailed questionnaires).

The mean age of children at the time of questionnaire response was 55.5 months. S1 Table
(see Supporting Information) shows the characteristics of the responders in comparison with
the non-responders and those who were not sent a questionnaire. Responders tended to be
older, had less social deprivation, had taken more study medication (progesterone and place-
bo), and their children were born at a higher gestational age. Within the group of responders,
there were no differences in demographic characteristics when those allocated to progesterone
were compared to those allocated to placebo. Additionally, within those who responded, there
were no differences in demographic characteristics evaluated in those whose mothers were
originally in the progesterone group compared with those whose mothers were originally in
the placebo group.

Table 4 shows the proportion of children classified as having borderline or delayed develop-
ment on the CDI. No significant difference in risk of abnormal development was seen between
children who received progesterone and those who received placebo.

Table 5 shows global health status in the progesterone and placebo groups. There were no
differences in the global health rating or the individual multi-attribute health status (HUI
Mark II and HUI Mark III) for children in the progesterone group compared with those in the
placebo group.

The proportion of children in each group with a health utilities index of more than one
(indicating some level of impairment) in each developmental domain is shown in S2 Table.
Again, there were no differences in the individual components of the HUI score between
the groups.

Table 3. Sensory Screening.

Progesterone Placebo
n/N children (%) n/N children (%) Effect size (95% CI), p-value

Neonatal hearing screening *

Either ear fail 41/302 (14) 31/301 (10) 1.38 (0.81–2.35), 0.23

Preschool vision screening **

Either eye fail 70/250 (28) 71/263 (27) 1.04 (0.67–1.64), 0.85

*Screeners record the outcome of the first screen of each ear as pass, fail/refer, or not done/incomplete.

**Preschool vision screening includes an assessment of visual acuity and ocular movement. The outcome of screening for each eye is recorded as pass,

refer or ongoing follow-up (both indicating failing screening), or recall (indicating screening could not be satisfactorily completed).

doi:10.1371/journal.pone.0122341.t003
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Discussion
The results of this follow-up evaluation of children exposed in utero to progesterone for the
prevention of preterm birth in women with twin pregnancies suggest that progesterone has no
direct effect on child health and developmental outcomes. These findings complement the
findings of the original STOPPIT trial in which progesterone was found to have no significant
effect on the composite outcome of death or delivery before 34 weeks’ gestation [10].

The use of a cohort of women with twin pregnancies, in which progesterone had no effect
on gestational length, allows the direct effect of progesterone to be determined independent of
any effect of progesterone on preterm birth. Hence, our study provides no significant evidence
that in utero progesterone exposure directly enhances the health of exposed children. This is
perhaps surprising; progesterone has been shown to have anti-inflammatory and neuroprotec-
tive properties in models of adult acquired brain injury, and a direct beneficial effect on neuro-
development is plausible [23]. In our study, the parent reported health status of twin children
was excellent or very good for 98% of children, despite 33% of children having evidence of
some developmental delay. The developmental delay likely relates to prematurity, with 28% of
children having been born before 35 weeks’ gestation.

Fig 2. Flow of participants through questionnaire arm of study.

doi:10.1371/journal.pone.0122341.g002
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The results of this follow-up study additionally provide reassurance that progesterone does
not cause harm to children exposed in utero. No difference was found in the overall rate of con-
genital anomalies in the progesterone and placebo groups. In the absence of an anomaly regis-
ter, detection of congenital anomalies was limited to diagnoses made in children who
presented to hospital. Nevertheless, anomalies that cause hospital admission and early death
are likely to have been well recorded and linked.

Previous studies have suggested that progesterone exposure in early pregnancy might in-
crease the risk of hypospadias in males [24]. In the STOPPIT trial, progesterone therapy was
initiated after 24 weeks’ gestation. Thus, administration occurred after the completion of the
embryological development of the male genitalia at 14 weeks. Current evidence indicates there
is no increase in the risk of hypospadias in males exposed to progesterone after 16 weeks [25].
The results of our follow-up study support this hypothesis.

Table 4. Child Development Inventory score categorisation.

Progesterone Placebo
n/N children (%) n/N children (%) OR (95% CI), p-value

Borderline development 18/140 (13) 39/184 (21) 0.55 (0.26–1.19), 0.13

(25 to <30% below age range)

Delayed development 42/140 (30) 65/184 (35) 0.87 (0.46–1.63), 0.66

(�30% below age range)

Borderline/delayed development 60/140 (43) 104/184 (57) 0.67 (0.35–1.28), 0.23

(�25% below age range)

The CDI is normed so that a child who performs at the level of a child that is �30% younger than their chronological age is classed as having delayed

development. This equates to a developmental performance �2.0 standard deviations below the mean. Around 2% of children would be expected to be in

this category. A child that performs at a level of a child 25 to <30% younger is between 1.5 and <3.0 SD below the mean for developmental performance

and is classed as having borderline development. Around a further 3% of children would be expected to be in this category. An odds ratio less than one

indicates a beneficial effect of progesterone.

doi:10.1371/journal.pone.0122341.t004

Table 5. Health Utilities Indexmulti-attribute health status and global health rating.

Progesterone Placebo
Mean (SD), n Mean (SD), n Mean difference

[95% CI], p-value

Multi-attribute health status

HUI Mark II 0.96 (0.10), 147 0.96 (0.09), 184 0.00 [-0.03, 0.02], 0.70

HUI Mark III 0.96 (0.12), 147 0.97 (0.07), 184 -0.01 [-0.03, 0.02], 0.57

n/N children (%) n/N children (%) p-value

Global health rating

Excellent 129/147 (88) 166/184 (90) 0.51

Very good 14/147 (10) 14/184 (8)

Good 4/147 (3) 4/184 (2)

The Health Utilities Index includes two complementary systems of classification of multi-attribute health status in children. HUI Mark II measures health

status as a function of seven attributes: sensation, ambulation, self-care, cognition, emotion, pain and fertility. The HUI Mark III assesses eight attributes:

vision, hearing, speech, ambulation, dexterity, cognition, emotion and pain. Parental responses to questionnaire items are combined and ascribed a multi-

attribute utility score between 0.00 and 1.00 (where 1.00 describes perfect health), calculated using standard formulas for the HUI Mark II and for the HUI

Mark III. Additionally, parents give a global rating of child health on a 5-point Likert-type scale (excellent, very good, good, fair, poor).

doi:10.1371/journal.pone.0122341.t005
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Other studies have raised concerns regarding behavioural outcomes in children exposed in
utero to progesterone [26]. We reported no significant differences between the progesterone
and placebo groups with respect to social development (reported on the CDI), emotion and
cognition (reported on the HUI).

This follow-up did not include a formal evaluation of intelligence and school performance.
Future linkage to educational records could demonstrate whether the apparently high inci-
dence of some developmental delay has any adverse effects on educational attainment.

Our study extends the duration of follow-up of a twin cohort exposed to progesterone in
utero to a mean age of 55.5 months. To date, limited evidence has been published regarding the
long-term (post neonatal) effects of exposure in utero to vaginal progesterone in twins. Only
one published study has evaluated the effects of vaginal progesterone. The previously published
study had a larger sample size (n = 991), but the duration of postnatal follow-up was 18 months
[12]. The duration of follow-up in our study is comparable with that in a study of intrauterine
exposure to an alternative formulation of progesterone, 17 α-hydroxyprogesterone caproate
[17]. This latter study of 274 singleton children, born to mothers participating in a randomised
placebo-controlled trial of 17 α-hydroxyprogesterone caproate in high-risk singleton pregnan-
cies, demonstrated no difference in child health measures despite prolongation of pregnancy
(Table 6).

Given that the accuracy and reliability of paediatric developmental assessment is improved
over time, the longer-term follow-up in our study is important. The relative neuroplasticity of
the immature brain limits the capacity to ascertain a child’s neurodevelopmental status and
prognosis until the age of at least two years [27]. Moreover, subtle delays are more easily identi-
fied as children become social and are exposed to environments where they are directly

Table 6. Studies examining the long-term effects of prophylactic progesterone exposure in utero on childhood outcomes.

Author,
year

Study
population

Progesterone Gestational
age given

Delivery
<34
weeks

Follow-
up rate

Follow-
up age

Congenital
anomalies

Assessment
tool 1
Progesterone
vs. placebo

Assessment
tool 2
Progesterone
vs. placebo

Northen
et al 2007
USA

Singletons
(prior PTB)

Intramuscular
17 α-OHPC
250 mg/week

16–20
weeks to 36
weeks

RR 0.67
(0.48–
0.93)#

80% Mean 48
months

Genital /
reproductive
(2.1% vs.
1.2%; p = 1.0)

ASQ score
below cut-off on
at least one area
(27.5% vs. 28%;
p = 0.92)

PAI mean score
(Boys: 66.5 vs.
67.3; p = 0.3.
Girls: 32 vs. 33;
p = 0.5)

Rode et al
2011
Austria/
Denmark
(PREDICT)

Twins Vaginal natural
progesterone
200 mg/day

20–24
weeks to 34
weeks

OR 0.80
(0.5–1.2)

79.2%
and
74.8%*

6
months,
18
months

Congenital /
chromosomal
(3.8% vs.
4.0%; OR 1.0,
0.5–1.7)

ASQ mean
score at 6
months of age
(215 vs. 218;
p = 0.45)

ASQ mean score
at 18 months of
age (193 vs. 194;
p = 0.89)

McNamara
et al 2015
United
Kingdom
(STOPPIT)

Twins Vaginal natural
progesterone
90 mg/day

24 to 34
weeks

OR 1.36
(0.89–
2.09)

97%
and
44%**

Mean 55
months

Congenital
(4.0% vs.
4.0%; p = 0.92)

CDI score below
cut-off on at
least one area
(30% vs. 35%;
p = 0.66)

HUI global health
rating‘Excellent’
(88% vs. 90%;
p = 0.51)

PTB = preterm birth. 17 α -OHPC = 17 α -hydroxyprogesterone caproate. RR = relative risk (95% confidence interval). OR = odds ratio (95% confidence

interval).

ASQ = Ages and Stages Questionnaire. PAI = Preschool Activities Inventory. CDI = Child Development Inventory. HUI = Health Utilities Index.
#Delivery <35 weeks’ gestation.

*In the PREDICT study, follow-up was achieved for 79.2% of twins at 6 months of age and 74.8% of twins at 18 months of age.

**In our study, follow-up was achieved for 97% of twins via record linkage of at least one health record and 44% of twins via parental questionnaire.

doi:10.1371/journal.pone.0122341.t006
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compared to peers [28]. This is particularly relevant where parent report is used as the method
of assessment.

The rigour of our findings is enhanced by the use of record linkage, which avoids the selec-
tion bias inherent in questionnaire-based studies. Our ability to trace records on 97% of eligible
children using record linkage demonstrates that in the Scottish population, record linkage is an
economical and effective strategy for follow-up of children of women recruited to clinical trials
in pregnancy. We believe that it is unlikely that lack of linkage to the 3% of missing children
would have altered the overall findings.

Questionnaire data supported data from the record linkage and provided more detail on
specific individual outcomes. However, the success rate of questionnaire follow-up was lower,
with only 44% of eligible parents responding. Nevertheless, the questionnaire data supported
the findings of our record linkage study (where the percentage of women and children followed
up was excellent); exposure in utero to progesterone after 20 weeks’ gestation had no adverse
effects.

The power of our follow-up study was dictated by the original sample of the STOPPIT trial.
Additionally, the effective sample size of the follow-up study was reduced by the non-indepen-
dence of data collected for each twin. Clustering was accounted for with multi-level modelling
in our statistical analysis. If the impact of clustering is ignored, our study had 80% power to de-
tect an absolute increase of 10% in hospital admissions, and 95% power to detect an absolute
increase of 13% in hospital admissions in the progesterone group compared with the placebo
group.

Conclusions
In conclusion, we have found that exposure in utero to progesterone, given in twin pregnancies
for the prevention of preterm birth, has no significant impact on child health and developmen-
tal outcomes at three to six years. We demonstrate that, in the absence of an effect on gestation-
al length, progesterone has no beneficial or adverse effects on childhood development. The
limitations of our study are acknowledged and the strengths asserted.

In women with high-risk singleton pregnancies because of short cervix or preterm delivery,
progesterone administration (vaginal progesterone or intramuscular 17 α-hydroxyprogester-
one caproate respectively) has been shown to reduce the rate of preterm birth. An ongoing ran-
domised trial (OPPTIMUM, ISRCTN14568373) will determine whether vaginal progesterone
administration to women at risk because of either a previous preterm birth or a short cervix is
associated with long-term gains in terms of child health and development.

Supporting Information
S1 Table. Demographic characteristics of responders and non-responders and those not
sent a follow-up questionnaire.
(DOCX)

S2 Table. Health Utilities Index individual domains.
(DOCX)

Acknowledgments
We would like to thank Andrew Duffy who performed record linkage with assistance from
Diane Thom, Judith Tait and Lynne Jarvis, Information Services Division, Scotland, and Lor-
raine Adamson (administrator) who sent out questionnaires and derived summary values from

STOPPIT Baby Follow-Up Study

PLOS ONE | DOI:10.1371/journal.pone.0122341 April 16, 2015 11 / 13

http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0122341.s001
http://www.plosone.org/article/fetchSingleRepresentation.action?uri=info:doi/10.1371/journal.pone.0122341.s002


returned questionnaires. We are grateful to the original collaborators in the STOPPIT trial and
especially to all the parents and children who participated in this follow-up study.

Author Contributions
Conceived and designed the experiments: JEN RW JC NM JN G. McPherson G. MacLennan.
Analyzed the data: G. MacLennan CB HCM. Wrote the paper: HCM. Coordinated the record
linkage: JC RW. Proposed the design of the follow-up study: JEN. Made comments and con-
tributed to subsequent drafts of the manuscript: CB JEN RW JC NM JN G. McPherson G.
MacLennan.

References
1. da Fonseca EB, Bittar RE, Carvalho MH, Zugaib M (2003) Prophylactic administration of progesterone

by vaginal suppository to reduce the incidence of spontaneous preterm birth in women at increased
risk: a randomized placebo-controlled double-blind study. Am J Obstet Gynecol 188: 419–424. PMID:
12592250

2. Meis PJ, Klebanoff M, Thom E, Dombrowski MP, Sibai B, et al. (2003) Prevention of recurrent preterm
delivery by 17 alpha-hydroxyprogesterone caproate. N Engl J Med 348: 2379–2385. PMID: 12802023

3. Fonseca EB, Celik E, Parra M, Singh M, Nicolaides KH, et al. (2007) Progesterone and the risk of pre-
term birth among women with a short cervix. N Engl J Med 357: 462–469. PMID: 17671254

4. Hassan SS, Romero R, Vidyadhari D, Fusey S, Baxter JK, et al. (2011) Vaginal progesterone reduces
the rate of preterm birth in women with a sonographic short cervix: a multicenter, randomized, double-
blind, placebo-controlled trial. Ultrasound Obstet Gynecol 38: 18–31. doi: 10.1002/uog.9017 PMID:
21472815

5. Dodd JM, Flenady V, Cincotta R, Crowther CA (2006) Prenatal administration of progesterone for pre-
venting preterm birth in women considered to be at risk of preterm birth. Cochrane Database of System-
atic Reviews Issue 1. Art. No.: CD004947. doi: 10.1002/14651858.CD004947.pub2

6. Dodd JM, Flenady VJ, Cincotta R, Crowther CA (2008) Progesterone for the prevention of preterm
birth: a systematic review. Obstet Gynecol 112: 127–134. doi: 10.1097/AOG.0b013e31817d0262
PMID: 18591318

7. Romero R, Nicolaides K, Conde-Agudelo A, Tabor A, O'Brien JM, et al. (2012) Vaginal progesterone in
women with an asymptomatic sonographic short cervix in the midtrimester decreases preterm delivery
and neonatal morbidity: a systematic review and metaanalysis of individual patient data. Am J Obstet
Gynecol 206: 124.e1–124.e19. doi: 10.1016/j.ajog.2011.12.003 PMID: 22284156

8. Rouse DJ, Caritis SN, Peaceman AM, Sciscione A, Thom EA, et al. (2007) A trial of 17 alpha-hydroxy-
progesterone caproate to prevent prematurity in twins. N Engl J Med 357: 454–461. PMID: 17671253

9. Combs CA, Garite T, Maurel K, Das A, Porto M, et al. (2011) 17-hydroxyprogesterone caproate for twin
pregnancy: a double-blind, randomized clinical trial. Am J Obstet Gynecol 204: 221.e1–221.e8. doi:
10.1016/j.ajog.2010.12.042 PMID: 21376161

10. Norman JE, Mackenzie F, Owen P, Mactier H, Hanretty K, et al. (2009) Progesterone for the prevention
of preterm birth in twin pregnancy (STOPPIT): a randomised, double-blind, placebo-controlled study
and meta-analysis. Lancet 373: 2034–2040. doi: 10.1016/S0140-6736(09)60947-8 PMID: 19523680

11. Wood S, Ross S, Tang S, Miller L, Sauve R, et al. (2012) Vaginal progesterone to prevent preterm birth
in multiple pregnancy: a randomized controlled trial. J Perinat Med 40: 593–599.

12. Rode L, Klein K, Nicolaides KH, Krampl-Bettelheim E, Tabor A, et al. (2011) Prevention of preterm de-
livery in twin gestations (PREDICT): a multicenter, randomized, placebo-controlled trial on the effect of
vaginal micronized progesterone. Ultrasound Obstet Gynecol 38: 272–280. doi: 10.1002/uog.9093
PMID: 21739497

13. Serra V, Perales A, Meseguer J, Parrilla JJ, Lara C, et al. (2013) Increased doses of vaginal progester-
one for the prevention of preterm birth in twin pregnancies: a randomised controlled double-blind multi-
centre trial. BJOG 120: 50–57. doi: 10.1111/j.1471-0528.2012.03448.x PMID: 22882759

14. Ness A, Dias T, Damus K, Burd I, Berghella V (2006) Impact of the recent randomized trials on the use
of progesterone to prevent preterm birth: a 2005 follow-up survey. Am J Obstet Gynecol 195: 1174–
1179. PMID: 17000251

15. U.S. Food and Drug Administration (2011) FDA approves drug to reduce risk of preterm birth in at-risk
pregnant women. U.S. Food and Drug Administration.

STOPPIT Baby Follow-Up Study

PLOS ONE | DOI:10.1371/journal.pone.0122341 April 16, 2015 12 / 13

http://www.ncbi.nlm.nih.gov/pubmed/12592250
http://www.ncbi.nlm.nih.gov/pubmed/12802023
http://www.ncbi.nlm.nih.gov/pubmed/17671254
http://dx.doi.org/10.1002/uog.9017
http://www.ncbi.nlm.nih.gov/pubmed/21472815
http://dx.doi.org/10.1002/14651858.CD004947.pub2
http://dx.doi.org/10.1097/AOG.0b013e31817d0262
http://www.ncbi.nlm.nih.gov/pubmed/18591318
http://dx.doi.org/10.1016/j.ajog.2011.12.003
http://www.ncbi.nlm.nih.gov/pubmed/22284156
http://www.ncbi.nlm.nih.gov/pubmed/17671253
http://dx.doi.org/10.1016/j.ajog.2010.12.042
http://www.ncbi.nlm.nih.gov/pubmed/21376161
http://dx.doi.org/10.1016/S0140-6736(09)60947-8
http://www.ncbi.nlm.nih.gov/pubmed/19523680
http://dx.doi.org/10.1002/uog.9093
http://www.ncbi.nlm.nih.gov/pubmed/21739497
http://dx.doi.org/10.1111/j.1471-0528.2012.03448.x
http://www.ncbi.nlm.nih.gov/pubmed/22882759
http://www.ncbi.nlm.nih.gov/pubmed/17000251


16. Kenyon S, Pike K, Jones DR, Brocklehurst P, Marlow N, et al. (2008) Childhood outcomes after pre-
scription of antibiotics to pregnant women with preterm rupture of the membranes: 7-year follow-up of
the ORACLE I trial. Lancet 372: 1310–1318. doi: 10.1016/S0140-6736(08)61202-7 PMID: 18804274

17. Northen AT, Norman GS, Anderson K, Moseley L, Divito M, et al. (2007) Follow-up of children exposed
in utero to 17 alpha-hydroxyprogesterone caproate compared with placebo. Obstet Gynecol 110: 865–
872. PMID: 17906021

18. World Health Organisation (2009) International statistical classification of diseases and health related
problems, 10th revision (ICD-10). 2008 ed. Geneva: World Health Organisation.

19. iGrow (2011) LMS growth, a Microsoft Excel add-in to access growth references based on the LMS
method. Version 2.74. (Accessed at http://www.healthforallchildren.co.uk).

20. Freeman JV, Cole TJ, Chinn S, Jones PR, White EM, et al. (1995) Cross sectional stature and weight
reference curves for the UK, 1990. Arch Dis Child 73: 17–24. PMID: 7639543

21. FurlongWJ, Feeny DH, Torrance GW, Barr RD (2001) The Health Utilities Index (HUI) system for as-
sessing health-related quality of life in clinical studies. Ann Med 33: 375–384. PMID: 11491197

22. Ireton H (2005) Child Development Inventory manual. Minneapolis, Minnesota: Child Development
Review, Behaviour Science Systems Inc.

23. Xiao G, Wei J, YanW, WangW, Lu Z (2008) Improved outcomes from the administration of progester-
one for patients with acute severe traumatic brain injury: a randomized controlled trial. Crit Care 12:
R61. doi: 10.1186/cc6887 PMID: 18447940

24. Carmichael SL, Shaw GM, Laurent C, Croughan MS, Olney RS, et al. (2005) Maternal progestin intake
and risk of hypospadias. Arch Pediatr Adolesc Med 159: 957–962. PMID: 16203941

25. Hemminki E, Gissler M, Toukomaa H (1999) Exposure to female hormone drugs during pregnancy: ef-
fect on malformations and cancer. Br J Cancer 80: 1092–1097. PMID: 10362122

26. Nicol MB, Hirst JJ, Walker D (1999) Effects of pregnanolone on behavioural parameters and the re-
sponses to GABA(A) receptor antagonists in the late gestation fetal sheep. Neuropharmacology 38:
49–63. PMID: 10193898

27. Claas MJ, de Vries LS, Bruinse HW, van Haastert IC, Uniken VenemaMM, et al. (2011) Neurodevelop-
mental outcome over time of preterm born children�750g at birth. Early HumDev 87: 183–191. doi:
10.1016/j.earlhumdev.2010.12.002 PMID: 21220192

28. Dall'oglio AM, Rossiello B, Coletti MF, Bultrini M, De Marchis C, et al. (2010) Do healthy preterm chil-
dren need neuropsychological follow-up? Preschool outcomes compared with term peers. Dev Med
Child Neurol 52: 955–961. doi: 10.1111/j.1469-8749.2010.03730.x PMID: 20722666

STOPPIT Baby Follow-Up Study

PLOS ONE | DOI:10.1371/journal.pone.0122341 April 16, 2015 13 / 13

http://dx.doi.org/10.1016/S0140-6736(08)61202-7
http://www.ncbi.nlm.nih.gov/pubmed/18804274
http://www.ncbi.nlm.nih.gov/pubmed/17906021
http://www.healthforallchildren.co.uk
http://www.ncbi.nlm.nih.gov/pubmed/7639543
http://www.ncbi.nlm.nih.gov/pubmed/11491197
http://dx.doi.org/10.1186/cc6887
http://www.ncbi.nlm.nih.gov/pubmed/18447940
http://www.ncbi.nlm.nih.gov/pubmed/16203941
http://www.ncbi.nlm.nih.gov/pubmed/10362122
http://www.ncbi.nlm.nih.gov/pubmed/10193898
http://dx.doi.org/10.1016/j.earlhumdev.2010.12.002
http://www.ncbi.nlm.nih.gov/pubmed/21220192
http://dx.doi.org/10.1111/j.1469-8749.2010.03730.x
http://www.ncbi.nlm.nih.gov/pubmed/20722666


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


