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Respiratory distress syndrome (RDS) remains a major cause of perinatal
morbidity and mortality in premature infants. To avoid iatrogenic RDS,
The American College of Obstetricians and Gynecologists (ACOG) recommends
that obstetricians confirm fetal pulmonary maturity prior to elective delivery
less than 39 weeks’ gestation. However, ACOG based such recommendations
primarily on studies carried out prior to the routine use of antenatal
corticosteroids to accelerate lung maturity and the liberal use of ultrasound
to confirm gestational age. Recent studies suggest that testing for fetal 
lung maturity at more advanced gestational ages is neither reliable nor cost
effective. This article reviews the current literature on the use of amniocente-
sis to confirm fetal lung maturity prior to elective delivery at 36 to 39 weeks’
gestation.
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Neonatal respiratory distress syndrome (RDS) refers to respiratory compro-
mise presenting at or shortly after birth due specifically to a deficiency of
pulmonary surfactant, a naturally occurring phospholipid detergent re-

quired to decrease surface tension within the alveoli thereby preventing alveolar
collapse. Originally described by Avery and Mead in 1959,1 RDS remains a major
cause of neonatal morbidity and mortality. A recent epidemiological study in the
United States estimated that there are 80,000 cases of neonatal RDS each year,
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resulting in 8500 deaths and hospital
costs in excess of $4.4 billion.2

Neonatal RDS affects approximately
1% of all live births2-6; however, not
all infants are at equal risk. Infants
with RDS are nearly always prema-
ture, and it remains a major cause of
perinatal morbidity and mortality in
extremely premature infants. Al-
though preterm delivery may be indi-
cated in many situations, elective de-
livery of fetuses with immature
pulmonary systems should be avoided
whenever possible.

Incidence
As mentioned above, neonatal RDS
affects approximately 1% of all live
births, but affects 10% to 15% of all
infants with a birth weight less than
2500 g.4,5,7-9 In the days before antena-
tal ultrasound to confirm gestational
age, iatrogenic prematurity was respon-
sible for approximately 10% to 20% of
all cases of RDS; however, recent data

demonstrate that this is now an un-
common cause of RDS. Indeed, the in-
creased use of obstetric ultrasound to
confirm gestational age and the routine
use of antenatal corticosteroids to ac-
celerate fetal lung maturity in women
threatening to deliver before 34 weeks’
gestation has resulted in a dramatic
decrease in the incidence of RDS over
the past 30 years (Figure 1).3-5,10,11

Despite these improvements, in-
fants who are born in the late preterm
period (35-37 weeks’ gestation) are at
increased risk of respiratory morbid-
ity compared with infants born at
term. Similarly, infants born at 37
weeks are at increased risk of respira-
tory morbidity compared with infants
born at 39 weeks. For example, in 1
recent prospective observational
study of 34,458 low-risk births in
Denmark, the relative risk of compos-
ite neonatal respiratory morbidity
(which included transitory tachypnea
of the newborn, RDS, and persistent

pulmonary hypertension of the new-
born) for cesarean delivery prior to
the onset of labor during the week
37-0/7 to 37-6/7 compared with the
week 38-0/7 to 38-6/7 was 1.74 (95%
confidence interval [95% CI], 1.1-2.8;
P � .02) and during the week 38-0/7
to 38-6/7 compared with the week
39-0/7 to 39-6/7 was 2.4 (95% CI,
1.2-4.8; P � .02).9

Risk Factors
The pulmonary system is among the
last of the fetal organ systems to be-
come functionally mature. As such,
RDS is primarily—although not exclu-
sively—a disease of premature infants
with an incidence and severity that is
highly dependent on gestational age.
Other factors that are independently
associated with an increased risk of
developing RDS include low birth
weight, advanced maternal age, cesa-
rean delivery prior to the onset of
labor, male sex, maternal diabetes and
hypertension, and ethnicity (Table 1).
In contrast, antenatal steroid admin-
istration, pregnancies complicated by
preeclampsia and intrauterine growth
restriction, maternal smoking, and
documented fetal lung maturity are
associated with a decreased risk of
developing RDS. 

Current Recommendations for
the Prevention of Neonatal RDS
Surfactant refers to the endogenous
detergentlike compounds that reduce
surface tension at the air-water inter-
face within the alveolar spaces. The
pressure needed to distend the lungs
and prevent alveolar collapse is
thereby diminished, allowing for con-
tinuous and maximally effective gas
exchange. Surfactant is composed
primarily of phosphatidylcholine
(lecithin), but also other phospho-
lipids (phosphatidylethanolamine,
phosphatidylglycerol, phosphatidyl-
inositol), cholesterol, and a variety of
proteins. To avoid iatrogenic RDS,
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Figure 1. Incidence of RDS by gestational age. These data offer an estimate of the gestational age–specific inci-
dence of RDS in the postcorticosteroid era. The most likely explanation for the observed decrease in neonatal RDS
over the past 30 years is the increased utilization of antenatal corticosteroids in women at risk for preterm birth
prior to 34 weeks’ gestation, from 0% (data collected 1957-196310) to 20% (data collected 1983-19863) and fi-
nally to 84% (data collected 2003-200511).
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The American College of Obstetricians
and Gynecologists (ACOG) defined a
series of clinical and/or sonographic
criteria that allow an obstetric care
provider to infer fetal pulmonary ma-
turity based on a gestational age
greater than or equal to 39 weeks
prior to elective delivery (Table 2).4,5 If
such criteria are not met and elective
delivery is being considered prior to
39 weeks’ gestation, ACOG recom-
mends that fetal pulmonary maturity
be confirmed prior to delivery.4,5

Fetal pulmonary maturity can be
assessed by the direct or indirect mea-
surement of surfactant phospholipids
secreted by the fetal lungs into amni-

otic fluid. Several such tests have
been developed in an attempt to
prevent iatrogenic neonatal RDS. All
require sampling of amniotic fluid,
usually by amniocentesis. These tests
can be categorized broadly into 2
groups: (1) biochemical tests, includ-
ing lecithin/sphingomyelin ratio (L/S
ratio), phosphatidylglycerol (PG), and
surfactant-to-albumin ratio (TDx FLM
II [Abbott Laboratories, Abbott Park,
IL]); and (2) biophysical tests, includ-
ing the foam stability index (FSI) and
lamellar body count, which tests the
surface-active effects of these bioac-
tive phospholipids. These tests have
equivalent accuracy and are better at
predicting the likely absence rather
than the presence of neonatal RDS.
No test is infallible and all perform
less well at earlier gestational ages,
which should be taken into account
when interpreting results. These tests
are summarized in Table 3.

Lecithin/Sphingomyelin Ratio
The L/S ratio is one of the oldest, best
validated, and most widely used of
these tests. It is based on the original
observations by Gluck and col-

leagues12,13 that lecithin (but not
sphingomyelin) in the fetal pul-
monary secretions increases after 32
to 33 weeks’ gestation, and that
neonatal RDS was uncommon after
the L/S ratio reached 2.0, which oc-
curs around 35 weeks in uncompli-
cated pregnancies. This cutoff has re-
mained an accepted threshold for the
determination of fetal pulmonary ma-
turity in nondiabetic pregnancies re-
gardless of gestational age. That said,
however, a threshold value for predic-
tion of lung maturity should be estab-
lished independently at each tertiary
care center by correlating the L/S
ratio with clinical outcome because
the variation within and between lab-
oratories can be considerable. This
should be done separately for diabetic
and nondiabetic pregnancies. 

The L/S ratio is a thin layer chro-
matography assay, which is difficult
to perform and interpret, and requires
approximately 4 hours of effort from
a dedicated laboratory technician.
Care at each step of sample handling
is critical for consistent results. For
example, if transport to a remote lab-
oratory is required, the amniotic fluid

Table 1
Factors Associated With Neonatal

Respiratory Distress Syndrome

Factors Associated With an Increased
Risk of Respiratory Distress Syndrome

• Prematurity
• Low birth weight
• Advanced maternal age
• Cesarean delivery prior to the

onset of labor
• Male sex
• Maternal diabetes
• Maternal hypertension
• Maternal nonhypertensive renal

disease
• Fetal isoimmunization
• White race

Factors Associated With a Decreased
Risk of Respiratory Distress Syndrome

• Documented fetal lung maturity
• Antenatal corticosteroid

administration
• Preeclampsia
• Intrauterine growth restriction
• Maternal smoking

Factors Associated With No Change
in the Risk of Respiratory Distress
Syndrome

• Multiple pregnancy
• Premature rupture of the

membranes

Table 2
Acceptable Criteria for Confirmation of Gestational Age

Clinical Criteria

1. � 39 weeks of gestation have elapsed since the first day of the last normal
menstrual period in a woman with a regular menstrual cycle and no immediate
antecedent use of oral contraceptives.

2. Fetal heart tones have been documented for � 20 weeks’ gestation by
nonelectronic fetoscope or for � 30 weeks by Doppler ultrasound.

Laboratory Criteria

1. � 36 weeks of gestation have elapsed since a positive serum beta human
chorionic gonadotropin pregnancy test result.

2. Ultrasound estimation of gestational age is considered accurate if (a) it is based
on crown-rump measurements obtained at 6-11 weeks’ gestation or (b) it is based
on biparietal diameter measurements obtained before 20 weeks’ gestation.

Data from The American College of Obstetricians and Gynecologists.4
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sample should be maintained on ice
or refrigerated to avoid activation of
enzymes that, at room temperature,
would adversely affect the L/S ratio.
Moreover, the presence of blood or
meconium in amniotic fluid can in-
terfere with test interpretation. 

Phosphatidylglycerol
This test measures the presence or ab-
sence of PG in the amniotic fluid. PG
is a minor constituent of surfactant
that begins to increase appreciably in
amniotic fluid several weeks after the
rise in lecithin. Because PG enhances
the dispersion of phospholipids
throughout the alveoli, its presence
indicates an advanced state of fetal
lung development and function. Al-
though not widely used, 1 advantage
of this test is that PG determination is
not generally affected by blood,
meconium, or other contaminants. 

Surfactant-to-Albumin Ratio
The TDx FLM II assay uses polarized
light to quantify the competitive
binding of a probe to both albumin
and surfactant in amniotic fluid
using an automatic analyzer; thus, it
is a direct measurement of surfactant
concentration. Results are expressed
as milligrams of surfactant per gram
of albumin. An elevated ratio has
been correlated with the presence of
fetal lung maturity, although the
presence of blood and/or meconium
in amniotic fluid can interfere with
the interpretation of the test. Accord-
ing to the recommendations of the
manufacturer, the threshold for lung
maturity is 55 mg/g or higher; a mea-
surement of less than 40 mg/g should
be regarded as immature and levels
of 40 to 54 mg/g should be regarded
as borderline and requiring a sec-
ondary test to decide whether or not

to proceed with delivery (often the
L/S ratio).

Foam Stability Index
This test predicts fetal lung maturity
based upon the ability of surfactant to
generate stable foam in the presence
of ethanol. To perform this test, 0.5
mL of amniotic fluid is added to each
well in the test kit containing serial di-
lutions of ethanol. The amniotic
fluid–ethanol mixture is then shaken.
If surfactant is present, a stable ring of
foam will be evident in the presence of
100% ethanol. The FSI is then read as
the highest value well in which a ring
of stable foam persists. The discrimi-
nating value indicative of lung matu-
rity is usually set at 47 or higher. Be-
cause this is a functional test, a
positive result will virtually exclude
the risk of subsequent neonatal RDS;
however, a negative test can often be

Table 3
Tests Available for Confirmation of Fetal Lung Maturity

Predictive Predictive
Positive Value for Value for
Discriminating Pulmonary Pulmonary Relative

Test Value Maturity (%)* Immaturity (%)* Cost Comments

L/S ratio � 2.0 95-100 33-50 High Time-consuming study (4 h)
Large interlaboratory variation
Affected by blood or meconium
Can use a pooled vaginal sample

PG Present 95-100 23-53 High Not affected by blood or meconium
Can use a pooled vaginal sample

TDx FLM II � 55 mg surfactant/ 96-100 47-61 Moderate Simple, rapid test (10 min)
assay (Abbott 1 g albumin Minimal inter- and intra-assay variability
Laboratories, 
Abbott Park, IL)

Foam stability � 47 95 51 Low Affected by blood or meconium
index Simple, rapid test

Use of silicon tubes can give a
false-positive result

Lamellar � 50,000 lamellar 97-98 29-35 Low Investigational
body count bodies/�L

*Data are reported independent of gestational age.
L/S, lethicin/sphingomyelin ratio; PG, phosphatidylglycerol. 
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seen even in the presence of mature
lungs. The presence of blood or meco-
nium will interfere with the results of
the FSI test, and the test should not be
relied upon in such situations. 

Lamellar Body Count
This test is a direct measurement of
surfactant production by type II
pneumocyte cells within the fetal
lungs. Because the size of lamellar
bodies is similar to that of platelets, a
standard Coulter counter can be used
to identify and quantify their pres-
ence in amniotic fluid. Lamellar body
counts of less than 15,000 per micro-
liter suggest pulmonary immaturity,
whereas counts of 50,000 per micro-
liter or greater suggest pulmonary
maturity. An intermediate value re-
quires the use of a secondary test to
decide whether to proceed with deliv-
ery (often the L/S ratio).

Revisiting Recommendations for
the Prevention of Neonatal RDS
at 36-39 Weeks of Gestation
Tests on amniotic fluid are designed to
predict pulmonary maturity (viz, the
absence of subsequent neonatal RDS)
with a greater certainty than pul-
monary immaturity (viz, the presence
of subsequent neonatal RDS).2 Indeed,
the reported positive predictive values
of an immature test result range from
less than 20% to over 60%.5,7,14-16 This
wide variation is not unexpected, be-
cause the predictive value of any test
is dependent on the prevalence of the
disease in the population, and the
prevalence of RDS is dependent in
large part on gestational age.

In the absence of clinical condi-
tions that may delay fetal pulmonary
maturation thereby increasing the risk
of neonatal RDS (such as maternal
diabetes, nonhypertensive renal dis-
ease, fetal isoimmunization [Table 1]),
parturients delivering after 36 weeks
represent a population with a very
low risk of delivering a fetus with

RDS.3,4,10 Even in the unlikely event
that an assay for the assessment of
fetal lung maturity was developed
that had a 99% sensitivity and 99%
specificity, the predictive value for
such a test near term would be less
than 50%.17,18 This mathematical
model is borne out by reports show-
ing that around 50% of all fetal lung
maturity test results indicating imma-
turity are inaccurate.4,14 A falsely im-
mature test after 34 weeks’ gestation
may delay an otherwise appropriate
early delivery.

ACOG states that, irrespective of the
test used, the predictive value of a
mature test result is over 95%.4 Stated
differently, if the result of any test in-
dicates pulmonary maturity, the like-
lihood that that infant will develop
RDS is less than 5%. However, this
statement fails to account for gesta-
tional age. Despite extensive data

demonstrating that gestational age is
a major and independent risk factor
for RDS, individual fetal lung matu-
rity tests all have a single recom-
mended cutoff value regardless of
gestational age. The limitations of
such an approach have been elegantly
demonstrated in several recent stud-
ies.18,19 For example, McElrath and
colleagues19 studied 415 mother-
neonate pairs who delivered at the
Brigham and Women’s Hospital
(Boston, MA) between 1998 and 2000
and who had had fetal lung maturity
assessment within 72 hours of deliv-
ery. Fetal lung maturity testing was
by TDx FLM II assay. The overall in-
cidence of RDS in this cohort was
6.7% (28/415). Using these data, lo-
gistic regression model was generated
to predict the probability of RDS for

any combination of gestational age
and TDx FLM II data pairs. The theo-
retic TDx FLM II cutoff for a defined
probability for RDS at any given ges-
tational age was calculated. For ex-
ample, if we assume that the desired
clinical cutoff of predicted probability
for RDS is 15%, this would corre-
spond to a TDx FLM II result of 60
mg/g or higher at 28 weeks, 50 mg/g
or higher at 30 weeks, 40 mg/g or
higher at 33 weeks, 30 mg/g or higher
at 35 weeks, 25 mg/g or higher at 36
weeks, and 20 mg/g or higher at 37
weeks (Table 4).19 These data support
the conclusion that a single cutoff
value for the TDx FLM II assay irre-
spective of gestational age is not ap-
propriate. The same is likely true of
the other fetal lung maturity tests. In-
deed, a meta-analysis published in
1984 reported that an L/S ratio of less
than 2.0 after 34 weeks’ gestation “is

only slightly better than accurate
assessment of gestational age” at pre-
dicting RDS.17 In this meta-analysis,
the positive predictive value of an
immature L/S test at 34 to 37 weeks
was 20% (10/50) with an overall inci-
dence of RDS of 12%; at 37 or more
weeks, the positive predictive value
was 9% (3/35) with an overall inci-
dence of RDS of 2%.17

Although testing for fetal lung ma-
turity may be useful in many clinical
situations, it is not clear from the data
presented above that there is benefit
after 36 weeks’ gestation. Moreover,
although the risks of amniocentesis at
this late gestational age (including
preterm premature rupture of the
membranes, placental abruption,
isoimmunization, infection, direct
trauma to the fetus, and/or fetal

Although testing for fetal lung maturity may be useful in many clinical
situations, it is not clear from the data that there is benefit after 36 weeks’
gestation.
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death) are likely small and, as such,
difficult to quantify, this procedure is
not without risk. 

Reexamining the Severity
of Neonatal RDS
Neonatal RDS has typically been re-
garded as a binary clinical event (viz,
present or absent). As such, little has
been published on the gestational
age–specific severity of neonatal RDS.
Existing data suggest that there is an
almost linear decline in mechanical
ventilatory support and oxygen ther-
apy 24 and 28 weeks’ gestation,
which decreases even further between
29 and 35 weeks, and thereafter ap-
proaches 0.20 These data demonstrate
a dramatic fall in the severity of RDS
between 24 and 28 weeks of gestation.
After 28 weeks, the severity of RDS
appears to be mild and changes little

with increasing gestational age. These
observations suggest that a physio-
logic developmental milestone may
be reached within the pulmonary sys-
tem at around 27 to 28 weeks. This
represents the early alveolar (terminal
sac) period of fetal pulmonary devel-
opment, which follows the canalicular
period (16-24 weeks) and is charac-
terized by bronchiolar division lead-
ing to the development of thin spher-
ical saccules (alveoli) that are lined by
type II pneumocytes, the cells respon-
sible for surfactant production.

Cost-Effectiveness of Amniocen-
tesis at 36 to 39 Weeks of
Gestation to Prevent Iatrogenic
Neonatal RDS
In addition to performance, other test
characteristics—such as cost, ease of
test performance, availability, and re-

producibility—are important factors in
considering whether or not to proceed
with amniocentesis and fetal lung ma-
turity testing (Table 3).4,15 Unfortu-
nately, the data on cost-effectiveness
of fetal lung maturity testing are lim-
ited. Using a Markov decision analytic
model, Myers and colleagues14 inves-
tigated the cost-effectiveness of 3 sep-
arate strategies for the prevention of
RDS resulting from preterm labor:
(a) routine tocolysis and corticosteroid
therapy (TREATALL); (b) amniocente-
sis and testing for fetal lung maturity
using the TDx FLM II assay with treat-
ment based on test results (TESTALL);
and (c) no treatment. The probabilities
of delivery and subsequent RDS over
the 7-day time frame of the analysis
demonstrated that the most cost-
effective strategy varied with the
probability of RDS and, as such, with

Table 4
Predicted Risk of RDS by Gestational Age and TDx FLM II Surfactant-to-Albumin Ratio II Value

Gestational TDx FLM II Surfactant-to-Albumin Ratio Cutoff Value

Age (mg Surfactant/g Albumin)

(Weeks) 0 20 30 40 50 60 70 80 90 100

28 88% 67% 53% 38% 25% 15% 9% 5% 3% 2%

29 84% 61% 46% 32% 20% 12% 7% 4% 2% 1%

30 81% 55% 40% 26% 16% 10% 5% 3% 2% 1%

31 76% 48% 34% 22% 13% 7% 4% 2% 1% 1%

32 71% 42% 28% 18% 10% 6% 3% 2% 1% 1%

33 66% 36% 23% 14% 8% 5% 3% 1% 1% �1%

34 59% 30% 19% 11% 6% 4% 2% 1% 1% �1%

35 53% 25% 15% 9% 5% 3% 2% 1% �1% �1%

36 46% 20% 12% 7% 4% 2% 1% 1% �1% �1%

37 40% 16% 10% 5% 3% 2% 1% �1% �1% �1%

38 34% 13% 8% 4% 2% 1% 1% �1% �1% �1%

39 28% 10% 6% 3% 2% 1% 1% �1% �1% �1%

40 23% 8% 5% 3% 1% 1% �1% �1% �1% �1%

A single TDx FLM II value cutoff is currently recommended to predict risk for neonatal RDS for all pregnancies regardless of gestational age.
This is clearly inappropriate. The TDx FLM II cutoff value to predict a risk of neonatal RDS of approximately 15% at each gestational age is
highlighted.
RDS, respiratory distress syndrome.
Reprinted with permission from McElrath TF et al.19
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gestational age. TREATALL was the
most cost-effective strategy when the
probability of developing RDS was
greater than 17% (before 34 weeks),
whereas TESTALL was most cost effec-
tive when the probability was 2% to
17% (34-36 weeks). Both TREATALL
and TESTALL were cost saving as
compared with no treatment when the
probability was higher than 2% (be-
fore 36 weeks). However, even in this
model, where the gestational age–
specific risks of RDS were likely over-
estimated due to the use of older
literature to obtain the probability
variables, it was most cost effective to
use no fetal lung maturity testing and
no treatment when the probability of
developing RDS was 2% or less (after
36 weeks).14 A similar cost-effective-
ness analysis published in 1984 showed
no benefit to treatment after 34
weeks’ gestation, although this report
did not use formal decision analysis
techniques.21

Two alternative approaches should
be considered: first, the use of a prob-
abilistic model or formula that incor-
porates both gestational age and the
results of the fetal lung maturity test
to more accurately predict the risk of

neonatal RDS. Such a model has been
developed,19 but has not yet been
tested prospectively. Second, existing
data suggest that it would be reason-
able to proceed with delivery at 36 to
39 weeks’ gestation after a detailed
discussion with the patient and her
family regarding the risks and benefits
of amniocentesis for documentation
of fetal lung maturity. This discussion
should include such issues as the risks
of amniocentesis (rupture of mem-
branes, bleeding, injury to the fetus,
isoimmunization) as well as the ab-
solute risk of developing RDS at this
gestational age (� 5%), and the sever-
ity of RDS at this gestational age
should it develop (on average, 1 day
of respiratory support with no long-
term sequelae). The discussion and in-
formed consent should be documented
in the patient’s medical record.

Conclusions
Optimal timing of delivery is a critical
determinant of perinatal outcome.
When faced with a pregnancy compli-
cation and possibility of a premature
birth, the obstetric care provider's
knowledge of the lung maturity status
of the fetus may assist in deciding

about timing of delivery. Amniocente-
sis and use of one or more biochemi-
cal tests to measure the surface-active
properties of surfactant phospholipids
secreted by the fetal lungs into the
amniotic fluid remains the only
reliable technique for predicting risk
for neonatal RDS. If elective delivery
is being considered prior to 39 weeks’
gestation, ACOG currently recom-
mends that fetal pulmonary maturity
be confirmed to minimize the inci-
dence of iatrogenic RDS.4,5 However,
such recommendations are based pri-
marily on studies carried out prior to
the routine use of antenatal corticos-
teroids to accelerate lung maturity
and the liberal use of ultrasound to
confirm gestational age. Moreover,
despite technological advances in the
field, recent studies suggest that
testing for fetal lung maturity at a
more advanced gestational age (� 36
weeks) is neither reliable17,18 nor cost
effective.14 Taken together, these
data mandate reconsideration of our
current recommendation of amnio-
centesis to confirm fetal lung matu-
rity prior to elective delivery at 36 to
39 weeks’ gestation in well-dated
pregnancies.

Main Points
• Neonatal respiratory distress syndrome (RDS) is a major cause of neonatal morbidity and mortality.

• Infants who are born in the late preterm period (35-37 weeks’ gestation) are at increased risk of respiratory morbidity compared
with infants born at term.

• RDS is primarily a disease of premature infants with an incidence and severity that is highly dependent on gestational age. Other
factors that are independently associated with an increased risk of developing RDS include low birth weight, advanced maternal
age, cesarean delivery prior to the onset of labor, male sex, maternal diabetes and hypertension, and ethnicity.

• Several tests have been developed in an attempt to prevent iatrogenic neonatal RDS. All require sampling of amniotic fluid, usu-
ally by amniocentesis. These tests can be categorized into 2 groups: (1) biochemical tests, including lecithin/sphingomyelin ratio,
phosphatidylglycerol, and surfactant-to-albumin ratio; and (2) biophysical tests, including the foam stability index and lamellar
body count.

• Despite extensive data demonstrating that gestational age is a major and independent risk factor for RDS, individual fetal lung
maturity tests all have a single recommended cutoff value regardless of gestational age.

• Despite technological advances in the field, recent studies suggest that testing for fetal lung maturity at a more advanced gesta-
tional age (� 36 weeks) is neither reliable nor cost effective. Data mandate reconsideration of our current recommendation of
amniocentesis to confirm fetal lung maturity prior to elective delivery at 36 to 39 weeks’ gestation in well-dated pregnancies. 
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