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Abstract

IMPORTANCE Adverse long-term outcomes in individuals born before full gestation are not
confined to individuals born at extreme gestational ages. Little is known regarding mortality patterns
among individuals born in the weeks close to ideal gestation, and the exact causes are not well
understood; both of these are crucial for public health, with the potential for modification of risk.

OBJECTIVE To examine the risk of all-cause and noncommunicable diseases (NCD) deaths among
young adults born preterm and early term.

DESIGN, SETTING, AND PARTICIPANTS This multinational population-based cohort study used
nationwide birth cohorts from Norway, Sweden, Denmark, and Finland for individuals born between
1967 and 2002. Individuals identified at birth who had not died or emigrated were followed up for
mortality from age 15 years to 2017. Analyses were performed from June 2019 to May 2020.

EXPOSURES Categories of gestational age (ie, moderate preterm birth and earlier [23-33 weeks],
late preterm [34-36 weeks], early term [37-38 weeks], full term [39-41 weeks] and post term
[42-44 weeks]).

MAIN OUTCOMES AND MEASURES All-cause mortality and cause-specific mortality from NCD,
defined as cancer, diabetes, chronic lung disease, and cardiovascular disease (CVD).

RESULTS A total of 6 263 286 individuals were followed up for mortality from age 15 years. Overall,
339 403 (5.4%) were born preterm, and 3 049 100 (48.7%) were women. Compared with full-
term birth, the adjusted hazard ratios (aHRs) for all-cause mortality were 1.44 (95% CI, 1.34-1.55) for
moderate preterm birth and earlier; 1.23 (95% CI, 1.18-1.29) for late preterm birth; and 1.12 (95% CI,
1.09-1.15) for early-term birth. The association between gestational age and all-cause mortality were
stronger in women than in men (P for interaction = .03). Preterm birth was associated with 2-fold
increased risks of death from CVD (aHR, 1.89; 95% CI, 1.45-2.47), diabetes (aHR, 1.98; 95% CI,
1.44-2.73), and chronic lung disease (aHR, 2.28; 95% CI, 1.36-3.82). The main associations were
replicated across countries and could not be explained by familial or individual confounding factors.

CONCLUSIONS AND RELEVANCE The findings of this study strengthen the evidence of increased
risk of death from NCDs in young adults born preterm. Importantly, the increased death risk was
found across gestational ages up to the ideal term date and includes the much larger group with
early-term birth. Excess mortality associated with shorter gestational age was most pronounced for
CVDs, chronic lung disease, and diabetes.
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Introduction

Globally, 15 million pregnancies each year, 1 in 10, result in preterm birth, ie, birth before 37 weeks of
gestation.1,2 Improved survival after preterm birth is among the most striking advances of modern
health care, and in recent birth cohorts, more than 90% of those born preterm reach adulthood.2

Their lifelong health is of great interest not only to these individuals and their families but also to
health care systems and society. So far, studies investigating long-term health and disease after
preterm birth have mostly been limited to early adulthood among those with the highest risk, namely
those born extremely (<28 weeks) and very (28-32 weeks) preterm.3-5 However, recent reports
suggest that adverse long-term outcomes are not confined to extreme gestational ages, considering
that children born just a few weeks before term or even early term had higher risk.6

The notion that early life is a vulnerable period, when even subtle disruptions in the
development of organ systems may lead to adverse health outcomes in adulthood, is far from new.7,8

While many studies that have followed up individuals born in the mid to late 20th century
demonstrate robust associations between lower birth weight and higher cardiometabolic disease risk
and mortality,9,10 only some could assess preterm birth as a factor associated with these outcomes.
Furthermore, results are mixed, and their generalizability to individuals entering adulthood today
may be limited.9,11,12 A growing body of evidence from clinical follow-up studies associates shorter
gestation with higher levels of risk factors for noncommunicable diseases (NCDs).13-15 For cancer,
studies on associations with gestational age are few,16 while larger birth size has been associated with
higher adult cancer risk.10,17

In most clinical follow-up studies of individuals born preterm, the participants are still too young
for meaningful estimation of NCD risk and premature adult death. However, the nationwide medical
birth registries established in the Nordic countries in the 1960s and 1970s enable follow-up into
adulthood for large groups of individuals born preterm. Reports on gestational age and mortality in
the Swedish population registries18-20 suggest that lower gestational age is associated with increased
mortality in young adulthood. Norwegian data indicate similar patterns.21 The authors of the previous
reports on Swedish data recently reviewed the evidence for preterm birth and adult mortality22 and
found that studies from Sweden, Norway, and Australia had reported an association between
preterm birth and adult mortality but that heterogeneity in analyses and reporting did not allow
aggregation or any in-depth comparison of results.

Here, in what is, to our knowledge, the largest study to date and with a maximal follow-up until
age 50 years, we expand previous findings in aggregated analyses with follow up among more than
6 million young adults from 4 Nordic countries to assess remaining questions and to justify power for
analyses of specific NCD-related causes of death. Our aim was to investigate the association between
gestational age categories across the entire gestational age spectrum and all-cause and NCD
mortality in young adults in Norway, Sweden, Denmark, and Finland.

Methods

This study was based on individual-level data from nationwide registries in Norway, Sweden,
Denmark, and Finland. Data from the medical birth registries (MBRs)23 in each country were linked
with data from the respective national causes of death registries24-27 using unique identifiers. The
study population included all children born alive who were recorded in the Norwegian MBR from
1967 to 2002, the Swedish MBR from 1974 to 2002, the Danish MBR from 1978 to 2001, and the
Finnish MBR from 1987 to 1990. For each country, individuals were excluded if their gestational age
was outside a plausible range (ie, 23-44 weeks); if their birth weight was greater than 6000 g or less
than 350 g; if their birth weight for gestational age was more than 6 SDs from expected28; if maternal
identity could not be ascertained; or if they died or emigrated before age 15 years. Furthermore,
individuals were excluded from the study populations if they had missing information on gestational

JAMA Network Open | Pediatrics Mortality Among Young Adults Born Preterm and Early Term

JAMA Network Open. 2021;4(1):e2032779. doi:10.1001/jamanetworkopen.2020.32779 (Reprinted) January 8, 2021 2/12

Downloaded From: https://jamanetwork.com/ by Piergiorgio Gigliotti on 01/19/2021



age, birth weight, sex, birth year, and maternal age. The study followed the Strengthening the
Reporting of Observational Studies in Epidemiology (STROBE) reporting guideline.

The Norwegian ethical committee on medical research approved this study; data were delivered
and approved by the Norwegian MBR and cause of death registry, both at Norwegian Institute of
Public Health.29 According to Danish legislation, no ethical permission is required for register-based
research; however, this study was approved by the local data protection authorities. This study was
approved by the Swedish ethical review board of Stockholm and the research ethics board of the
Finnish Institute for Health and Welfare.

Exposure information on gestational age was obtained from the 4 MBRs. In Norway, gestational
age was estimated from last menstrual period, ultrasonograph examination, or, in cases of assisted
reproduction, from date of embryo transfer. In Sweden, early second-trimester ultrasonography
examination has been routinely offered since 1990, and more than 95% of women attended;
otherwise, the date of the last menstrual period was used.30 In Denmark, gestational age was
estimated based on last menstrual period, ultrasonography, or clinical examinations.31 In Finland,
gestational age was estimated based on last menstrual period and, from the late 1980s onward,
confirmed by ultrasonography examination. Gestational age in completed weeks was categorized as
moderately preterm or earlier (23-33 weeks), late preterm (34-36 weeks), early term (37-38 weeks),
full term (39-41 weeks), and post term (42-44 weeks). However, for underlying causes of death that
are rare in this relatively young population (ie, diabetes, lung disease, stroke), all individuals born
before 37 weeks were analyzed as 1 preterm group.

Causes and dates of death were obtained from the causes of death registry in each country.
Underlying causes of death were registered according to the International Classification of Disease
(ICD), Eighth, Ninth, and Tenth editions, and codes of primary underlying causes of death were
grouped according to the European Shortlist for Causes of Death (EU short codes) version 1998.32

All-cause mortality and the following primary underlying causes of death were investigated:
cardiovascular disease (CVD; EU short codes, 33, 34-36), divided into noncerebrovascular CVD (EU
short codes, 33-35) and stroke (EU short code, 36); cancer (EU short codes, 06-24), diabetes (EU
short code, 27); chronic lung disease (EU short codes, 40, 41), and NCD (ie, CVD, diabetes, lung
disease, and cancer).

Information on birth year, sex, birth weight, congenital malformations, maternal age, and parity
was obtained from the national registries. Congenital malformations were defined as having 1 or
more congenital malformations registered. Parity was defined as number of previous live births (0
and �1).

Statistical Analysis
Survival time was calculated as time from age 15 years to death, emigration, or end of follow-up
(Norway and Sweden, December 31, 2017; Denmark, January 31, 2016; and Finland, December 31,
2014). The Norwegian and Swedish data were pooled and analyzed together; the Danish and Finnish
data were analyzed separately and combined in a meta-analysis using the inverse-variance method33

for each comparison.34 Analyses were performed from June 2019 to May 2020.
For Norwegian and Swedish data, individual data could be pooled and analyzed in Norway. For

Denmark and Finland, individual data could not be shared, and analyses had to be performed locally
due to restrictions in data sharing regulations. Thus, in Norwegian and Swedish data, more
sophisticated analyses, including sibling analyses and cumulative hazards with interaction of sex,
could be performed.

Relative risk of mortality in categories of gestational age compared with children born in weeks
39 to 41 was estimated by calculating hazard ratios (HRs) and associated 2-sided 95% Wald type CIs
from Cox regression. The HRs were calculated adjusting for potential confounding by maternal age,
parity, birth cohort, sex, and birth weight SD scores. Variables were categorized as presented in
eTable 1 in the Supplement. Empirical estimates of the cumulative hazard were derived according to
Breslow.35 In cause-specific modeling, competing risks (ie, death from other causes) were treated
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as censored.36 The proportional hazards assumption was assessed by plotting the log-cumulative
hazard against the log of survival time. There was no imputation of missing data.

Sensitivity analyses were performed to assess robustness of main findings. Thus, to explore
potential effects from including older populations with longer follow-up in the Norwegian and
Swedish data, study populations were restricted to individuals born from 1974 (earliest Swedish
cohort) and from 1978 (earliest Danish cohort) in sensitivity analyses. To investigate a potential
interaction between sex and gestational age, an interaction term was included in models based on
the joint Norwegian and Swedish study populations. To examine familial confounding in the
association between gestational age and mortality, sibling analyses were conducted in the
Norwegian and Swedish data for the main outcomes (ie, all-cause, NCD, and CVD mortality) using a
stratified Cox model, with mother’s identification number defining the strata. Individuals with
congenital malformations were excluded in an additional sensitivity analysis. Maternal educational
level was included as an additional confounder in sensitivity analyses conducted in the Swedish and
Danish study population. All data handling and analyses were performed in SAS version 9.4 (SAS
Institute). Statistical significance was set at P < .05, and all tests were 2-tailed.

Results

Study Population
Among 6 263 941 individuals identified at birth, a total of 6 263 286 individuals (1 910 365 [30.5%]
born in Norway, 2 759 206 [44.1%] in Sweden, 1 364 867 [21.8%] in Denmark and 228 848 [3.7%] in
Finland) could be followed up after age 15 years. Overall, 339 403 (5.4%) were born preterm, and
3 049 100 (48.7%) were women.

Detailed characteristics of the study population are presented in eTable 1 in the Supplement.
Newborn and maternal characteristics were similar across countries, although the Norwegian
population included a relatively older population (born in 1985 or earlier: Norway, 1 006 219 [52.7%];
Sweden, 1 094 426 [39.7%]; Denmark, 377 616 [27.7%]). Individuals in the Finnish population had
birth years starting in 1987. The moderately preterm and earlier category included 81 727 individuals
(1.3%) and the late preterm category 257 676 (4.1%). Distributions of death, emigration, and missing
information by gestational age categories are shown in eTable 2 in the Supplement. A larger
proportion died before age 15 years in the categories with shorter gestational ages compared with
categories closer to full term. Gestational age distribution did not differ substantially between those
who emigrated before age 15 years and the study population. Those excluded with missing
information was 119 635 (5.7%) in Norway, 16 181 (0.5%) in Sweden, 76 727 (5.3%) in Denmark, and
3797 (1.6%) in Finland, and most of those with missing information lacked information on
gestational age.

Outcomes
During follow-up, 46 936 (0.7%) individuals died. Median (range) age at death was 28.8 (15.0-50.9)
years. A total of 10 430 (22.2%) deaths were from NCDs and 2880 (6.2%) deaths were from CVDs.
The cause of death was not registered for 608 of 21 706 (2.8%) in Norway, 36 of 18 138 (0.2%) in
Sweden, 204 of 5717 (3.6%) in Denmark, and 5 of 1375 (0.4%) in Finland. The most common cause of
death category not included in the NCDs studied was external causes of death (accidents and
suicides). The median (interquartile range) survival time for those who survived until the end of
follow-up was 32.8 (23.6-43.0) years in Norway, 28.7 (22.6-36.3) years in Sweden, 25.5 (20.3-31.5)
years in Denmark, and 26.1 (25.1-27.0) years in Finland.

All-Cause Mortality
The adjusted HR (aHR) for all-cause death after age 15 years in individuals born before week 34
compared with individuals born full term was 1.44 (95% CI, 1.34-1.55); the corresponding aHR for
those born moderately preterm and earlier was 1.23 (95% CI, 1.18-1.29), and for those born early term,
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it was 1.12 (95% CI, 1.09-1.15) (Figure 1). Thus, an inverse dose-response association was found across
the preterm and early term gestational age categories. For those born post term, the findings were
inconsistent between countries. Cumulative hazard estimates for all-cause mortality in the joint
Norwegian and Swedish population are displayed by sex and gestational age categories in Figure 2
and show that total mortality was higher in men compared with women in all gestational age
categories. However, the association of gestational age with all-cause mortality were stronger in
women than in men (P for interaction = .03). The aHRs for all-cause mortality in the moderate
preterm group or earlier compared with full term was 1.63 (95% CI, 1.41-1.88) in women and 1.25
(95% CI, 1.13-1.38) in men (eFigure 1 in the Supplement).

Figure 1. All-Cause Mortality
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Figure 2. Cumulative Hazard of Death by Sex and Gestational Age Category in Data Sets
from Norway and Sweden
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NCD Mortality
Results for NCD-related deaths were similar to those for all-cause mortality. A dose-response
association across the preterm and early term groups was observed (Figure 3).

Cancer mortality was modestly increased for individuals born moderately preterm and earlier as
well as for the postterm group compared with the full-term group. However, precision was low owing
to few cancer deaths, especially in the group born moderately preterm and earlier (eFigure 2 in the
Supplement).

The results for CVD deaths in Norway, Sweden, and Denmark are shown in Figure 4. Finnish
numbers were too low to be displayed. Gestational age was inversely associated with CVD mortality,
and associations were stronger than those for all-cause and NCD mortality. For those born
moderately preterm and earlier, the risk of CVD was nearly twice that of the full-term group (aHR,
1.80; 95% CI, 1.45-2.47).

We assessed associations for mortality from diabetes, chronic lung disease, stroke, and CVDs
not related to stroke in the joint Norwegian and Swedish population (Table). The aHRs with 95% CIs
for all preterm groups compared with the full-term group were 1.98 (95% CI, 1.44-2.73) for diabetes,
2.28 (95% CI, 1.36-3.82) for chronic lung disease, 1.89 (95% CI, 1.45-2.47) for CVD, and 1.55 (95% CI,
1.31-1.83) for noncerebrovascular CVDs. For stroke, we found no clear association with preterm or
early term birth.

Sensitivity Analyses
There were no indications of nonproportional hazards. Sensitivity analyses excluding congenital
malformations (eTable 3 in the Supplement) confirmed that higher mortality in the preterm group
remained after exclusion. In the Swedish (born after 1990) and Danish (born after 1978) data,
adjustment for maternal education marginally attenuated the estimates. In the Danish data, the aHR
for all-cause mortality in those born before 34 weeks vs those born full term was 1.71 (95% CI, 1.43-
2.05) when maternal education was included (data not shown).

We explored the potential effect of the Norwegian and Swedish cohorts being older than the
other cohorts by including only the later birth years in the follow-up (ie, all born after 1974, which was

Figure 3. Noncommunicable Disease Mortality
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the start of the Swedish MBR, and all born after 1978, which was the start of the Danish MBR)
(eFigures 3-9 in the Supplement). Results show similar associations as the complete follow-up. For
CVD mortality, both the overall estimate and the Norwegian estimate for those born moderately
preterm and earlier increased (aHR, 2.22; 95% CI, 1.65-2.98; aHR, 2.00; 95% CI, 1.09-2.65,
respectively, when excluding the earliest birth years).

Figure 4. Cardiovascular Disease Mortality
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(95% CI)

34-36 v 39-41 wk
Norway (1967-2002)
Sweden (1974-2002)
Denmark (1978-2001)

71/76 942
66/118 145
17/53 275

154/248 362
967/1 293 010
690/1 881 788
220/975 698

1877/4 150 496
1.33 (1.05-1.70)
1.55 (1.20-1.99)
1.51 (0.92-2.48)

1.44 (1.22-1.70)

37-38 v 39-41 wk
Norway (1967-2002)
Sweden (1974-2002)
Denmark (1978-2001)

211/253 308
186/491 660
45/197 353

442/942 321
967/1 293 010
690/1 881 788
220/975 698

1877/4 150 496
1.21 (1.04-1.40)
1.11 (0.94-1.31)
1.15 (0.84-1.59)

1.16 (1.05-1.29)

42-44 v 39-41 wk
Norway (1967-2002)
Sweden (1974-2002)
Denmark (1978-2001)

211/249 053
113/232 269
27/119 623

351/600 945
967/1 293 010
690/1 881 788
220/975 698

1877/4 150 496
1.01 (0.87-1.18)
1.09 (0.89-1.33)
1.02 (0.68-1.52)

1.04 (0.93-1.17)

Table. Associations Between Categories of Gestational Age at Birth and Specific Causes of NCD Deaths, Norwegian and Swedish Data

Cause of death by
gestational age, wka

Norway (1967-2002) Sweden (1974-2002) Combined

Deaths/total No. aHR (95% CI)b Deaths/total No. aHR (95% CI)b Deaths/total No. aHR (95% CI)b

Diabetes

23-36 27/101 777 1.96 (1.31-2.93) 16/153 489 2.05 (1.21-3.49) 43/255 266 1.98 (1.44-2.73)

37-38 45/253 308 1.30 (0.94-1.81) 49/491 660 2.04 (1.45-2.88) 94/744 968 1.60 (1.27-2.02)

39-41 189/1 293 010 1 [Reference] 97/1 881 788 1 [Reference] 286/3 174 798 1 [Reference]

42-44 47/249 053 1.13 (0.82-1.56) 13/232 269 0.89 (0.49-1.59) 60/481 322 1.08 (0.81-1.43)

Chronic lung diseases

23-36 11/101 777 2.37 (1.25-4.48) 6/153 489 2.25 (0.94-5.39) 17/255 266 2.28 (1.36-3.82)

37-38 12/253 308 1.00 (0.54-1.85) 10/491 660 1.25 (0.62-2.55) 22/744 968 1.10 (0.69-1.75)

39-41 68/1 293 010 1 [Reference] 33/1 881 788 1 [Reference] 101/3 174 798 1 [Reference]

42-44 11/249 053 0.72 (0.38-1.37) 4/232 269 0.78 (0.27-2.21) 15/481 322 0.74 (0.43-1.27)

Stroke

23-36 18/101 777 1.31 (0.81-2.13) 9/153 489 1.02 (0.52-2.02) 27/255 266 1.21 (0.81-1.79)

37-38 27/253 308 0.78 (0.52-1.16) 21/491 660 0.82 (0.51-1.31) 48/744 968 0.80 (0.59-1.08)

39-41 199/1 293 010 1 [Reference] 107/1 881 788 1 [Reference] 306/3 174 798 1 [Reference]

42-44 42/249 053 0.95 (0.68-1.34) 18/232 269 1.03 (0.62-1.70) 60/481 322 0.97 (0.73-1.28)

Other CVD

23-36 74/101 777 1.34 (1.05-1.70) 83/153 489 1.82 (1.45-2.30) 157/255 266 1.55 (1.31-1.83)

37-38 184/253 308 1.31 (1.12-1.54) 165/491 660 1.16 (0.97-1.38) 349/744 968 1.24 (1.10-1.39)

39-41 768/1 293 010 1 [Reference] 583/1 881 788 1 [Reference] 1351/3 174 798 1 [Reference]

42-44 169/249 053 1.05 (0.89-1.25) 95/232 269 1.08 (0.87-1.35) 264/481 322 1.06 (0.93-1.21)

Abbreviations: aHR, adjusted hazard ratio; CVD, cardiovascular disease.
a Causes of death determined by European Shortlist for Causes of Death, as follows:

diabetes, code 27; chronic lung disease, codes 40 and 41; stroke, code 36; other CVD,
codes 33 to 35. Cause-specific hazard36 was calculated.

b Cox regression adjusting for birth cohort (�1985, >1985), sex, birth weight (SD), and
maternal parity (0, �1).
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Additional analyses in the Norwegian and Swedish data for comparisons within sibling groups,
using maternal identity as strata, showed similar patterns across the categories as in the main
analyses, but with some attenuation of estimated HRs and with lower precision (eTable 4 in the
Supplement). Thus, in the sibling analysis, the aHR for all causes of deaths for individuals born
moderately preterm or earlier was 1.34 (95% CI, 1.14-1.57), the corresponding aHRs were 1.29 (95%
CI, 0.90-1.84) for NCD and 1.75 (95% CI, 0.91-3.34) for CVD.

Discussion

Adults born preterm or early term were at increased risk of death from all causes and NCDs, and
findings were replicated across 4 Nordic countries. Importantly, the association was not restricted to
the group with the lowest gestational age but was observed across all groups born before full-term
gestation, including the much larger early-term group, who were born close to the ideal timing of
birth. The association of gestational age with all-cause mortality was stronger in women. The
associations could not be explained by individual confounding factors, genetic and environmental
factors shared between family members, congenital malformations, or socioeconomic factors.
Mortality from NCD and from specific categories of chronic diseases showed similar patterns as for
all-cause mortality, with a 2-fold higher risk of mortality from CVD, diabetes, and chronic lung disease
for individuals born preterm and with increased risk of mortality from CVD or diabetes in individuals
born early term compared with those born full term.

Swedish studies from 201118 and 201320 showed an inverse association between increasing
gestational age and mortality in young adulthood. A reanalysis19 showed that preterm birth was
associated with 40% increased all-cause mortality in the group aged 20 to 29 years and 30%
increase in the group aged 30 to 42 years. In a Norwegian study21 with follow-up to 2011 (ie,
maximum of 45 years of age) similar results were observed. In the current study, we pooled updated
Norwegian and Swedish data through 2017 and included Danish and Finnish birth cohorts in a
meta-analysis approach to present the largest study to date to our knowledge, with a maximal
follow-up until 50 years of age, to assess remaining questions and to justify power for analyses of
specific NCD-related causes of death. The results are mainly homogenous across the countries
displayed. Our data support the finding that the risk of premature death in individuals born preterm
compared with those born full term is higher in women than in men. Because women with
cardiometabolic risk patterns and less favorable socioeconomic conditions are at a higher risk of both
pregnancy complications and preterm birth,37 it could seem plausible that the association of shorter
gestation with adult mortality could be confounded by maternal and socioeconomic factors.
Similarly, offspring with congenital malformations are more frequently born before term and have
long-term morbidities that may influence mortality.38,39 Nevertheless, both the current and previous
studies that have been able to take these factors into account18,19,21 indicate that the increased adult
mortality in individuals born after shorter gestation cannot be attributed to any of these factors. A
tendency of marginally strengthened estimates associated with preterm birth if birth years are
restricted to births after the late 1970s (rather than including the late 1960s and the early 1970s) was
evident for CVD. Weaker estimates for adult mortality in the groups with the most preterm birth in
the earliest birth cohorts could be explained by lower follow-up rates due to higher child mortality in
this group. Also, a higher proportion of gestational age estimations based on last menstrual period
(rather than based on ultrasonography) in the earlier cohorts may decrease precision and thus
attenuate associations for the earliest years.

Strengths and Limitations
In the current analyses, we have overcome regulatory barriers that often preclude aggregated
analyses of sensitive registry data across countries.40 By pooling analyses across the Nordic
countries, we are in a unique position to address limitations of previous studies on surviving
individuals who were born preterm, are still relatively young, and for whom death from NCDs is still a
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relatively rare outcome. The longitudinal nature of the Nordic registries and the opportunity to link
data between the national registries enabled us to follow up individuals from birth into adulthood (to
a maximum of 50 years) in 4 Nordic countries. The 4 large populations allowed analyses to include
specific groups of NCD mortality. The use of nationwide population registries also reduced selection
and ascertainment biases. The data from Norway and Sweden were combined on an individual level,
and this enabled the investigation of familial confounding, the investigation of interactions between
sex and degree of prematurity, and the investigation of rare causes of death. Findings from the
Swedish and Danish population, where information on maternal education was available, did not
suggest that socioeconomic status could explain the association of gestational age with adult
mortality.

There are important limitations to the study as well. The cohort is still relatively young, and
despite a large sample size, the number of outcomes limited assessment of more narrowly defined
preterm categories for the specific outcomes. Furthermore, different methods of estimating
gestational age may have influenced the accuracy of the estimates of gestational age. Compared with
estimates of gestational age based on last menstrual period, it has been found that estimates based
on ultrasonography shifted the distribution of gestational age lower.41 Consequently, this could have
produced less contrast and more conservative estimates, particularly in the earlier years of the study
period, when ultrasonography was not used routinely. Lower neonatal and childhood survival in the
earliest birth cohort may have introduced survivor bias, with only the healthiest reaching adulthood.
Neonatal survival and treatment has changed substantially from the beginning of the study period42;
therefore, it is unclear to what extent our findings are generalizable to children born today and to
children in other settings with fewer resources. It remains to be observed whether these patterns of
higher mortality in individuals born before term persist later in adulthood and whether they apply
to more recent birth cohorts with increased neonatal survival.

Conclusions

The current findings add evidence of higher risk of young adult death from all causes and from
chronic diseases in individuals born before full gestation. Importantly, the altered risk included the
late preterm and early-term groups, who were born close to ideal birth timing. This may have
implications not only for tailoring chronic disease risk assessments in individuals born before full term
but also for the interpretation of the rich literature regarding the association between birth weight
and mortality, in which gestational age has not been taken into account.

ARTICLE INFORMATION
Accepted for Publication: November 16, 2020.

Published: January 8, 2021. doi:10.1001/jamanetworkopen.2020.32779

Open Access: This is an open access article distributed under the terms of the CC-BY License. © 2021 Risnes K et al.
JAMA Network Open.

Corresponding Author: Kari Risnes, MD, PhD, Department of Clinical and Molecular Medicine, Faculty of Medicine
and Health Science, Norwegian University of Science and Technology, 7491 Trondheim, Norway (kari.
risnes@ntnu.no).

Author Affiliations: Department of Clinical and Molecular Medicine, Faculty of Medicine and Health Science,
Norwegian University of Science and Technology, Trondheim, Norway (Risnes, Brown, Kajantie); Department of
Research, Innovation, and Education, Children’s Clinic, St Olavs Hospital, Trondheim University Hospital,
Trondheim, Norway (Risnes); Department of Paediatrics, Hvidovre University Hospital, Hvidovre, Denmark
(Bilsteen); Section of Epidemiology, Department of Public Health, University of Copenhagen, Copenhagen,
Denmark (Bilsteen, Andersen); Department of Public Health Solutions, Finnish Institute for Health and Welfare,
Helsinki and Oulu, Finland (Pulakka, Kajantie); Department of Public Health and Nursing, Faculty of Medicine and
Health Science, Norwegian University of Science and Technology, Trondheim, Norway (Opdahl); Research Unit for

JAMA Network Open | Pediatrics Mortality Among Young Adults Born Preterm and Early Term

JAMA Network Open. 2021;4(1):e2032779. doi:10.1001/jamanetworkopen.2020.32779 (Reprinted) January 8, 2021 9/12

Downloaded From: https://jamanetwork.com/ by Piergiorgio Gigliotti on 01/19/2021

https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamanetworkopen.2020.32779&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779
https://jamanetwork.com/pages/cc-by-license-permissions/?utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779
mailto:kari.risnes@ntnu.no
mailto:kari.risnes@ntnu.no


Pediatrics, Pediatric Neurology, Pediatric Surgery, Child Psychiatry, Dermatology, Clinical Genetics, Obstetrics and
Gynecology, Otorhinolaryngology, and Ophthalmology, Medical Research Center Oulu, Oulu University Hospital
and University of Oulu, Oulu, Finland (Kajantie); Children’s Hospital, Helsinki University Hospital, University of
Helsinki, Helsinki, Finland (Kajantie); Department of Medical Epidemiology and Biostatistics, Karolinska Institutet,
Stockholm, Sweden (Sandin); Jockey Club School of Public Health and Primary Care, The Chinese University of
Hong Kong, Hong Kong Special Administrative Region (Sandin); Department of Psychiatry, Icahn School of
Medicine at Mount Sinai, New York, New York (Sandin); Seaver Autism Center for Research and Treatment at
Mount Sinai, New York, New York (Sandin).

Author Contributions: Ms Bilsteen and Dr Brown had full access to all of the data in the study and take
responsibility for the integrity of the data and the accuracy of the data analysis. Dr Risnes and Ms Bilsteen
contributed equally as co–first authors. Drs Kajantie and Sandin contributed equally as co–last authors.

Concept and design: Risnes, Opdahl, Kajantie, Sandin.

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

Drafting of the manuscript: Risnes, Bilsteen, Brown, Pulakka.

Critical revision of the manuscript for important intellectual content: Risnes, Bilsteen, Pulakka, Nybo Andersen,
Opdahl, Kajantie, Sandin.

Statistical analysis: Bilsteen, Brown, Pulakka, Opdahl, Sandin.

Obtained funding: Risnes, Kajantie, Sandin.

Administrative, technical, or material support: Risnes, Bilsteen, Nybo Andersen, Kajantie, Sandin.

Supervision: Risnes, Nybo Andersen.

Conflict of Interest Disclosures: Dr Kajantie reported receiving grants from the Signe and Ane Gyllenberg
Foundation, the Novo Nordisk Foundation, the Foundation for Cardiovascular Research, and the Diabetes
Research Foundation outside the submitted work. No other disclosures were reported.

Funding/Support: This project received funding from the European Union Horizon 2020 research and innovation
program under grant agreement 733280 Research on Children and Adults Born Preterm (RECAP). The project has
also received funding from Academy of Finland (project 315690), Norface DIAL Programme (Project 462-16-040
Premlife), the Foundation for Pediatric Research, the Sigrid Jusélius Foundation, and the Signe and Ane Gyllenberg
Foundation.

Role of the Funder/Sponsor: The funders 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. Chawanpaiboon S, Vogel JP, Moller AB, et al. Global, regional, and national estimates of levels of preterm birth
in 2014: a systematic review and modelling analysis. Lancet Glob Health. 2019;7(1):e37-e46. doi:10.1016/S2214-
109X(18)30451-0

2. March of Dimes; Partnership for Maternal, Newborn, and Child Health; Save the Children; World Health
Organization. Born too soon: the global action report on preterm birth. Published 2012. Accessed December 7,
2020. https://www.who.int/pmnch/media/news/2012/201204_borntoosoon-report.pdf

3. Moster D, Lie RT, Markestad T. Long-term medical and social consequences of preterm birth. N Engl J Med.
2008;359(3):262-273. doi:10.1056/NEJMoa0706475

4. Allotey J, Zamora J, Cheong-See F, et al. Cognitive, motor, behavioural and academic performances of children
born preterm: a meta-analysis and systematic review involving 64 061 children. BJOG. 2018;125(1):16-25. doi:10.
1111/1471-0528.14832

5. Crump C, Sundquist K, Sundquist J. Adult outcomes of preterm birth. Prev Med. 2016;91:400-401. doi:10.1016/
j.ypmed.2016.08.024

6. Kajantie E, Strang-Karlsson S, Evensen KAI, Haaramo P. Adult outcomes of being born late preterm or early
term—what do we know? Semin Fetal Neonatal Med. 2019;24(1):66-83. doi:10.1016/j.siny.2018.11.001

7. Gluckman PD, Hanson MA. Living with the past: evolution, development, and patterns of disease. Science.
2004;305(5691):1733-1736. doi:10.1126/science.1095292

8. Hidayat K, Du X, Shi BM, Qin LQ. Foetal and childhood exposure to famine and the risks of cardiometabolic
conditions in adulthood: a systematic review and meta-analysis of observational studies. Obes Rev. 2020;21(5):
e12981. doi:10.1111/obr.12981

9. Kajantie E, Osmond C, Eriksson JG. Coronary heart disease and stroke in adults born preterm—the Helsinki Birth
Cohort Study. Paediatr Perinat Epidemiol. 2015;29(6):515-519. doi:10.1111/ppe.12219

JAMA Network Open | Pediatrics Mortality Among Young Adults Born Preterm and Early Term

JAMA Network Open. 2021;4(1):e2032779. doi:10.1001/jamanetworkopen.2020.32779 (Reprinted) January 8, 2021 10/12

Downloaded From: https://jamanetwork.com/ by Piergiorgio Gigliotti on 01/19/2021

https://dx.doi.org/10.1016/S2214-109X(18)30451-0
https://dx.doi.org/10.1016/S2214-109X(18)30451-0
https://www.who.int/pmnch/media/news/2012/201204_borntoosoon-report.pdf
https://dx.doi.org/10.1056/NEJMoa0706475
https://dx.doi.org/10.1111/1471-0528.14832
https://dx.doi.org/10.1111/1471-0528.14832
https://dx.doi.org/10.1016/j.ypmed.2016.08.024
https://dx.doi.org/10.1016/j.ypmed.2016.08.024
https://dx.doi.org/10.1016/j.siny.2018.11.001
https://dx.doi.org/10.1126/science.1095292
https://dx.doi.org/10.1111/obr.12981
https://dx.doi.org/10.1111/ppe.12219


10. Risnes KR, Vatten LJ, Baker JL, et al. Birthweight and mortality in adulthood: a systematic review and meta-
analysis. Int J Epidemiol. 2011;40(3):647-661. doi:10.1093/ije/dyq267

11. Lawlor DA, Ronalds G, Clark H, Smith GD, Leon DA. Birth weight is inversely associated with incident coronary
heart disease and stroke among individuals born in the 1950s: findings from the Aberdeen Children of the 1950s
prospective cohort study. Circulation. 2005;112(10):1414-1418. doi:10.1161/CIRCULATIONAHA.104.528356

12. Kaijser M, Bonamy AK, Akre O, et al. Perinatal risk factors for ischemic heart disease: disentangling the roles of
birth weight and preterm birth. Circulation. 2008;117(3):405-410. doi:10.1161/CIRCULATIONAHA.107.710715

13. Kajantie E, Hovi P. Is very preterm birth a risk factor for adult cardiometabolic disease? Semin Fetal Neonatal
Med. 2014;19(2):112-117. doi:10.1016/j.siny.2013.11.006

14. Sipola-Leppänen M, Vääräsmäki M, Tikanmäki M, et al. Cardiometabolic risk factors in young adults who were
born preterm. Am J Epidemiol. 2015;181(11):861-873. doi:10.1093/aje/kwu443

15. Doyle LW, Andersson S, Bush A, et al; Adults born Preterm International Collaboration. Expiratory airflow in
late adolescence and early adulthood in individuals born very preterm or with very low birthweight compared with
controls born at term or with normal birthweight: a meta-analysis of individual participant data. Lancet Respir
Med. 2019;7(8):677-686. doi:10.1016/S2213-2600(18)30530-7

16. Paquette K, Coltin H, Boivin A, Amre D, Nuyt AM, Luu TM. Cancer risk in children and young adults born
preterm: a systematic review and meta-analysis. PLoS One. 2019;14(1):e0210366. doi:10.1371/journal.pone.
0210366

17. Paltiel O, Tikellis G, Linet M, et al; International Childhood Cancer Cohort Consortium. Birthweight and
childhood cancer: preliminary findings from the International Childhood Cancer Cohort Consortium (I4C). Paediatr
Perinat Epidemiol. 2015;29(4):335-345. doi:10.1111/ppe.12193

18. Crump C, Sundquist K, Sundquist J, Winkleby MA. Gestational age at birth and mortality in young adulthood.
JAMA. 2011;306(11):1233-1240. doi:10.1001/jama.2011.1331

19. Crump C, Sundquist J, Winkleby MA, Sundquist K. Gestational age at birth and mortality from infancy into
mid-adulthood: a national cohort study. Lancet Child Adolesc Health. 2019;3(6):408-417. doi:10.1016/S2352-4642
(19)30108-7

20. D’Onofrio BM, Class QA, Rickert ME, Larsson H, Långström N, Lichtenstein P. Preterm birth and mortality and
morbidity: a population-based quasi-experimental study. JAMA Psychiatry. 2013;70(11):1231-1240. doi:10.1001/
jamapsychiatry.2013.2107

21. Risnes KR, Pape K, Bjørngaard JH, Moster D, Bracken MB, Romundstad PR. Premature adult death in
individuals born preterm: a sibling comparison in a prospective nationwide follow-up study. PLoS One. 2016;11(11):
e0165051. doi:10.1371/journal.pone.0165051

22. Crump C. Preterm birth and mortality in adulthood: a systematic review. J Perinatol. 2020;40(6):833-843.
doi:10.1038/s41372-41019-40563-y

23. Langhoff-Roos J, Krebs L, Klungsøyr K, et al. The Nordic medical birth registers—a potential goldmine for
clinical research. Acta Obstet Gynecol Scand. 2014;93(2):132-137. doi:10.1111/aogs.12302

24. Helweg-Larsen K. The Danish register of causes of death. Scand J Public Health. 2011;39(7)(suppl):26-29. doi:
10.1177/1403494811399958

25. Bakken IJ, Ellingsen CL, Pedersen AG, et al. Comparison of data from the cause of death registry and the
Norwegian patient register. Tidsskr Nor Laegeforen. 2015;135(21):1949-1953. doi:10.4045/tidsskr.14.0847

26. Brooke HL, Talbäck M, Hörnblad J, et al. The Swedish cause of death register. Eur J Epidemiol. 2017;32(9):
765-773. doi:10.1007/s10654-017-0316-1

27. Lahti RA, Penttilä A. The validity of death certificates: routine validation of death certification and its effects on
mortality statistics. Forensic Sci Int. 2001;115(1-2):15-32. doi:10.1016/S0379-0738(00)00300-5

28. Marsál K, Persson PH, Larsen T, Lilja H, Selbing A, Sultan B. Intrauterine growth curves based on ultrasonically
estimated foetal weights. Acta Paediatr. 1996;85(7):843-848. doi:10.1111/j.1651-2227.1996.tb14164.x

29. Folkehelseinstituttet. Accessed December 10, 2020. https://www.fhi.no/en/hn/health-registries.%BB

30. Liu X, Olsen J, Agerbo E, et al. Birth weight, gestational age, fetal growth and childhood asthma
hospitalization. Allergy Asthma Clin Immunol. 2014;10(1):13. doi:10.1186/1710-1492-10-13

31. Kristensen J, Langhoff-Roos J, Skovgaard LT, Kristensen FB. Validation of the Danish birth registration. J Clin
Epidemiol. 1996;49(8):893-897. doi:10.1016/0895-4356(96)00018-2

32. Eurostat. European shortlist for causes of death, 1998. Accessed December 10, 2020. https://ec.europa.eu/
eurostat/ramon/nomenclatures/index.cfm?TargetUrl=LST_NOM_DTL_LINEAR&StrNom=COD_1998&
StrLanguageCode=EN

JAMA Network Open | Pediatrics Mortality Among Young Adults Born Preterm and Early Term

JAMA Network Open. 2021;4(1):e2032779. doi:10.1001/jamanetworkopen.2020.32779 (Reprinted) January 8, 2021 11/12

Downloaded From: https://jamanetwork.com/ by Piergiorgio Gigliotti on 01/19/2021

https://dx.doi.org/10.1093/ije/dyq267
https://dx.doi.org/10.1161/CIRCULATIONAHA.104.528356
https://dx.doi.org/10.1161/CIRCULATIONAHA.107.710715
https://dx.doi.org/10.1016/j.siny.2013.11.006
https://dx.doi.org/10.1093/aje/kwu443
https://dx.doi.org/10.1016/S2213-2600(18)30530-7
https://dx.doi.org/10.1371/journal.pone.0210366
https://dx.doi.org/10.1371/journal.pone.0210366
https://dx.doi.org/10.1111/ppe.12193
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2011.1331&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779
https://dx.doi.org/10.1016/S2352-4642(19)30108-7
https://dx.doi.org/10.1016/S2352-4642(19)30108-7
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamapsychiatry.2013.2107&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jamapsychiatry.2013.2107&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779
https://dx.doi.org/10.1371/journal.pone.0165051
https://dx.doi.org/10.1038/s41372-41019-40563-y
https://dx.doi.org/10.1111/aogs.12302
https://dx.doi.org/10.1177/1403494811399958
https://dx.doi.org/10.4045/tidsskr.14.0847
https://dx.doi.org/10.1007/s10654-017-0316-1
https://dx.doi.org/10.1016/S0379-0738(00)00300-5
https://dx.doi.org/10.1111/j.1651-2227.1996.tb14164.x
https://www.fhi.no/en/hn/health-registries.%BB
https://dx.doi.org/10.1186/1710-1492-10-13
https://dx.doi.org/10.1016/0895-4356(96)00018-2
https://ec.europa.eu/eurostat/ramon/nomenclatures/index.cfm?TargetUrl=LST_NOM_DTL_LINEAR&StrNom=COD_1998&StrLanguageCode=EN
https://ec.europa.eu/eurostat/ramon/nomenclatures/index.cfm?TargetUrl=LST_NOM_DTL_LINEAR&StrNom=COD_1998&StrLanguageCode=EN
https://ec.europa.eu/eurostat/ramon/nomenclatures/index.cfm?TargetUrl=LST_NOM_DTL_LINEAR&StrNom=COD_1998&StrLanguageCode=EN


33. Whitehead A, Whitehead J. A general parametric approach to the meta-analysis of randomized clinical trials.
Stat Med. 1991;10(11):1665-1677. doi:10.1002/sim.4780101105

34. Borenstein M HL, Higgins JPT, Rothstein HR. Introduction to Meta-Analysis. John Wiley & Sons 2009:
239-242. doi:10.1002/9780470743386.ch25

35. Discussion on Professor Cox's Paper. J R Stat Soc Series B Stat Methodol. 1972;34:202-220. doi:10.1111/j.2517-
6161.1972.tb00900.x

36. Wolbers M, Koller MT, Stel VS, et al. Competing risks analyses: objectives and approaches. Eur Heart J. 2014;
35(42):2936-2941. doi:10.1093/eurheartj/ehu131

37. Petersen CB, Mortensen LH, Morgen CS, et al. Socio-economic inequality in preterm birth: a comparative
study of the Nordic countries from 1981 to 2000. Paediatr Perinat Epidemiol. 2009;23(1):66-75. doi:10.1111/j.1365-
3016.2008.00977.x

38. Swanson JR, Sinkin RA. Early births and congenital birth defects: a complex interaction. Clin Perinatol. 2013;
40(4):629-644. doi:10.1016/j.clp.2013.07.009

39. Cuypers JA, Utens EM, Roos-Hesselink JW. Health in adults with congenital heart disease. Maturitas. 2016;
91:69-73. doi:10.1016/j.maturitas.2016.06.005

40. Van Der Wel KA, Östergren O, Lundberg O, et al. A gold mine, but still no Klondike: Nordic register data in
health inequalities research. Scand J Public Health. 2019;47(6):618-630. doi:10.1177/1403494819858046

41. Yang H, Kramer MS, Platt RW, et al. How does early ultrasound scan estimation of gestational age lead to higher
rates of preterm birth? Am J Obstet Gynecol. 2002;186(3):433-437. doi:10.1067/mob.2002.120487

42. Stoll BJ, Hansen NI, Bell EF, et al; Eunice Kennedy Shriver National Institute of Child Health and Human
Development Neonatal Research Network. Trends in care practices, morbidity, and mortality of extremely preterm
neonates, 1993-2012. JAMA. 2015;314(10):1039-1051. doi:10.1001/jama.2015.10244

SUPPLEMENT.
eTable 1. Baseline Characteristics by Gestational Age Categories in 4 Nordic Countries
eTable 2. Excluded and Included Individuals According to Gestational Age by Country
eFigure 1. Hazard Ratio and 95% CI for Sex Differences in All-Cause Mortality and Noncommunicable Disease
Mortality According to Gestat ional Age Categories for Norway and Sweden Combined
eFigure 2. Cancer Mortality by Country and Overall: Hazard Ratios (HRs) and 95% CIs by Categories of Gestational
Age
eTable 3. Mortality From Specific NCDs by Country and Overall, Excluding Individuals With Congenital Anomalies,
Hazard Ratios (HRs) and 95% CIs by Categories of Gestational Age
eFigure 3. All-Cause Mortality by Country and Overall, Restricting Birth Year to 1974 and Onward, Hazard Ratios
(HRs) and 95% CIs by Categories of Gestational Age
eFigure 4. All-Cause Mortality by Country and Overall, Restricting Birth Year to 1978 and Onwards, Hazard Ratios
(HRs) and 95% CIs by Categories of Gestational Age
eFigure 5. All-Cause Mortality by Country and Overall, Restricting Birth Year to 1978 and Onwards, Hazard Ratios
(HRs) and 95% CIs by Categories of Gestational Age
eFigure 6. Noncommunicable Disease Mortality by Country and Overall, Restricting Birth Year to 1974 and
Onward, Hazard Ratios (HRs) and 95% CIs by Categories of Gestational Age
eFigure 7. Noncommunicable Disease Mortality by Country and Overall, Restricting Birth Year to 1978 and
Onwards, Hazard Ratios (HRs) and 95% CIs by Categories of Gestational Age
eFigure 8. Cardiovascular Disease Mortality by Country and Overall, Restricting Birth Year to 1974 and Onward,
Hazard Ratios (HRs) and 95% CIs by Categories of Gestational Age
eFigure 9. Cardiovascular Disease Mortality by Country and Overall, Restricting Birth Year to 1978 and Onwards,
Hazard Ratios (HRs) and 95% CIs by Categories of Gestational Age
eTable 4. Hazard Ratio (95% CI) for Sibling Analysis

JAMA Network Open | Pediatrics Mortality Among Young Adults Born Preterm and Early Term

JAMA Network Open. 2021;4(1):e2032779. doi:10.1001/jamanetworkopen.2020.32779 (Reprinted) January 8, 2021 12/12

Downloaded From: https://jamanetwork.com/ by Piergiorgio Gigliotti on 01/19/2021

https://dx.doi.org/10.1002/sim.4780101105
https://dx.doi.org/10.1002/9780470743386.ch25
https://dx.doi.org/10.1111/j.2517-6161.1972.tb00900.x
https://dx.doi.org/10.1111/j.2517-6161.1972.tb00900.x
https://dx.doi.org/10.1093/eurheartj/ehu131
https://dx.doi.org/10.1111/j.1365-3016.2008.00977.x
https://dx.doi.org/10.1111/j.1365-3016.2008.00977.x
https://dx.doi.org/10.1016/j.clp.2013.07.009
https://dx.doi.org/10.1016/j.maturitas.2016.06.005
https://dx.doi.org/10.1177/1403494819858046
https://dx.doi.org/10.1067/mob.2002.120487
https://jama.jamanetwork.com/article.aspx?doi=10.1001/jama.2015.10244&utm_campaign=articlePDF%26utm_medium=articlePDFlink%26utm_source=articlePDF%26utm_content=jamanetworkopen.2020.32779

