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OBJECTIVES: Investigate relationships between aEEG in the first 72 h in extremely preterm infants with 1) infant, medical, and
environmental factors, and 2) infant feeding and neurobehavioral outcomes at term and school-age.
METHODS: Sixty-four preterm infants (≤28 weeks gestation) were enrolled within the first 24-hours of life and had two-channel
aEEG until 72 h of life. Standardized neurobehavioral and feeding assessments were conducted at term, and parent-reported
outcomes were documented at 5–7 years.
RESULTS: Lower aEEG Burdjalov scores (adjusted for gestational age) were related to vaginal delivery (p= 0.04), cerebral injury
(p= 0.01), Black race (p < 0.01) and having unmarried parents (p= 0.02). Lower Burdjalov scores related to less NICU Network
Neurobehavioral Scale arousal (p= 0.002) at term and poorer BRIEF global executive function (p= 0.004), inhibition (p= 0.007),
working memory (p= 0.02), material organization (p= 0.0008), metacognition (p= 0.01), and behavioral regulation (p= 0.02) at
5–7 years. We did not observe relationships of early aEEG to feeding outcomes or sensory processing measures.
CONCLUSION: Early aEEG within the first 72 h of life was related to medical and sociodemographic factors as well as cognitive
outcome at 5–7 years.
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INTRODUCTION
Extremely low birth weight infants are at high risk for cerebral
injury and neurodevelopmental impairment [1]. However, many
infants born at early gestational ages go on to have positive
developmental trajectories with minimal or no impairment [2]. Use
of early neurobehavioral testing, cranial ultrasound, and MRI can
aid in early identification of infants at high risk, but these
measures are imperfect and have known issues with poor positive
predictive value [3–6]. Further confusing providers, some infants
without evidence of injury or impairment demonstrate develop-
mental problems later, while others with moderate or severe
injury develop without impairments. Alternative sources of
predictive information are of great value to providers and parents
to understand brain health and risk of adverse outcomes.
Distinct from static radiographic measures, electrocortical

activity provides functional information about the brain. Electro-
encephalography (EEG) has historically been used to measure
electrocortical activity in infants, children, and adults and has been
demonstrated to have good prognostic accuracy [7]. However,
EEG requires multiple leads to be applied to the scalp, long
periods of monitoring, and expert interpretation by a neurophy-
siologist. An alternative approach is amplitude integrated
encephalography (aEEG), which requires 5 leads (2 central, 2
parietal, 1 ground), can be done at the infant bedside without the
need for extensive infrastructure, and interpretation that does not

rely on an expert neurophysiologist. Although the primary use of
aEEG is for real-time assessment of brain activity and the
identification of suspected seizures, infants also display
maturation-dependent patterns of activity [8, 9], which can be
of particular importance (and potentially an indicator of injury) if
the pattern does not match the postmenstrual age (PMA) at the
time of aEEG recording.
Formal scoring systems have been developed to determine

cerebral maturation from aEEG tracings [10, 11]. The Burdjalov
score is commonly used in the United States [10]. Lower Burdjalov
cerebral maturation scores are associated with earlier PMA. As the
infant matures, the baseline variability rises, bandwidth decreases,
and cyclicity becomes regular so that by the time infants reach
term equivalent age, scores are significantly higher [9]. By
comparing the actual PMA to the estimated PMA by aEEG, these
scores can also provide valuable information related to cerebral
health and well-being.
Variance in the total Burdjalov cerebral maturation score has

been related to medical factors in the NICU such as higher illness
severity at birth, vaginal delivery, sepsis, death, and longer periods
of ventilatory support [12, 13]. In addition to relationships with
medical severity, the Burdjalov cerebral maturation score at
30 weeks PMA has also been related to motor outcome at term
equivalent age [12]. Finally, the Burdjalov cerebral maturation
score at term equivalent age (38-42 weeks PMA) in formerly

Received: 6 October 2023 Revised: 13 March 2024 Accepted: 18 March 2024

1Chan Division of Occupational Science and Occupational Therapy, University of Southern California, Los Angeles, CA, USA. 2Keck School of Medicine, Department of Pediatrics,
Los Angeles, CA, USA. 3Gehr Family Center for Health Systems Science and Innovation, University of Southern California, Los Angeles, CA, USA. 4Program in Occupational Therapy,
Washington University St. Louis, St. Louis, MO, USA. 5Department of Pediatrics, Washington University School of Medicine, St. Louis, MO, USA. 6Department of Pediatrics, St. Louis
University, St. Louis, MO, USA. ✉email: bobbi.pineda@chan.usc.edu

www.nature.com/jpJournal of Perinatology

1
2
3
4
5
6
7
8
9
0
()
;,:

http://crossmark.crossref.org/dialog/?doi=10.1038/s41372-024-01945-z&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41372-024-01945-z&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41372-024-01945-z&domain=pdf
http://crossmark.crossref.org/dialog/?doi=10.1038/s41372-024-01945-z&domain=pdf
http://orcid.org/0000-0001-9240-4798
http://orcid.org/0000-0001-9240-4798
http://orcid.org/0000-0001-9240-4798
http://orcid.org/0000-0001-9240-4798
http://orcid.org/0000-0001-9240-4798
http://orcid.org/0000-0003-3529-7548
http://orcid.org/0000-0003-3529-7548
http://orcid.org/0000-0003-3529-7548
http://orcid.org/0000-0003-3529-7548
http://orcid.org/0000-0003-3529-7548
https://doi.org/10.1038/s41372-024-01945-z
mailto:bobbi.pineda@chan.usc.edu
www.nature.com/jp


extremely preterm infants has been related to brain injury and
motor and cognitive outcomes at 2-3 years of age [14, 15].
Studies of early aEEG, performed in the first 72 h after birth,

have also demonstrated some predictive value. One component
of the total Burdjalov cerebral maturation score, cyclicity, has been
shown to be related to cerebral injury if not present within the first
24 h of birth in full-term infants [16]. When comparing two
classification systems: Burdjalov versus Hellstrom-Westas, both
scoring systems’ determination of cycling were associated with
survival, and Hellstrom-Westas scores were also associated with
Bayley motor and cognition scores at 24 months [17]. In other
studies, Burdjalov cerebral maturation scores in the first 72 h after
preterm birth have been shown to be related to MRI and
outcomes in the first two years of life [18–20], and aEEG measures
within the first 2 weeks of life have been related to outcomes at
age 3 years [21]. Studies investigating relationships of early aEEG
and EEG with school age outcomes are limited. In these studies,
electrocortical activity patterns were related to cognitive outcome,
adaptive behavior, and executive function that extended until
10–12 years [22, 23]. More recently, machine learning-based
models have been used to demonstrate that aEEG in the first days
after birth in extremely preterm infants predict childhood
outcomes [24]. While there is limited knowledge about how early
aEEG relates to school age outcomes, we are not aware of any
studies that have investigated early aEEG related to feeding
outcomes. Therefore, this study aimed to investigate relationships
between aEEG in the first 72 h in extremely preterm infants with 1)
infant, medical, and environmental factors, and 2) infant feeding
and neurobehavioral outcomes at term and school-age.

METHODS
Study cohort and procedures
The study protocol was reviewed and approved by the Washington
University Human Research Protection Office, with a ceded review at the
University of Southern California, and written informed consent was
obtained by the parents prior to the start of any study procedures. Infants
were enrolled in a prospective aEEG monitoring and MRI imaging study
(aimed at understanding changes in the brain across hospitalization) at a
single center, St. Louis Children’s Hospital, an 85-bed level IV referral NICU.
Because of the use of this convenience sample from an overarching study,
no power analysis was used to determine sample size. Inclusion criteria
were birth at ≤28 weeks estimated gestational age (EGA), no antenatal
diagnosis of congenital or chromosomal anomalies, and enrollment within
the first 24 h of birth. Consecutive NICU admissions of infants born from
2014 to 2016 were recruited.
All enrolled infants underwent bedside two-channel aEEG monitoring as

soon as was practical after enrollment through 72 h of life. Standardized
neurobehavioral and feeding assessments were conducted between
34 weeks PMA and 42 weeks PMA. At 5–7 years of age, parent-report
measures of developmental outcomes were completed. Evaluators of
neurobehavior and feeding at term, as well as the parents completing
questionnaires at 5–7 years, were blinded from aEEG measures taken
within the first 3 days of life.

Maternal and infant factors
Maternal factors that were collected included dichotomous categorical
variables of marital status (married or single), prenatal smoking, prenatal
use of alcohol, prenatal illicit drug use, use of prenatal steroids, mode of
delivery (vaginal or Caesarean), maternal medications (magnesium,
indomethacin), maternal anesthesia (none, general, or spinal), use of
antibiotics during labor, and maternal education (some college or no
college). Most variables were collected from the electronic medical record,
with additional information collected from a questionnaire completed
prior to NICU discharge (prenatal smoking, alcohol use, maternal
education, and illicit drugs).
Infant factors that were collected included the following continuous

variables: EGA, birthweight, occipital-frontal circumference at birth, Apgar
scores at 1 and 5min, Clinical Risk Index for Babies II (CRIB-II) score, cord
gases immediately after birth, total oxygen hours, length of stay, as well as
the number of days on total parenteral nutrition (TPN), high frequency

oscillatory ventilation (HFOV), endotracheal intubation, continuous positive
airway pressure (CPAP), nasal cannula, and breast milk. Categorical
variables included race (Black or not Black), insurance type (public or
private), infant sex (male or female), cerebral injury (defined by cranial
ultrasound and MRI and dichotomized into ‘moderate to severe injury’ –
cerebellar hemorrhage, grades 3-4 intraventricular hemorrhage and/or
cystic periventricular leukomalacia or ‘no to mild injury’– the absence of
the aforementioned injuries throughout the NICU stay), as well as presence
or absence of patent ductus arteriosus - requiring Indomethacin or surgical
ligation [25], necrotizing enterocolitis (NEC) – Bell’s stage IIb or greater [26],
retinopathy of prematurity (ROP)-requiring surgery or Bevacizumab, and
whether the infant expired during their NICU hospitalization.
Environmental factors collected included the NICU room type (private

room or open bay), concurrent (during the aEEG tracing) endotracheal
intubation, and concurrent use of sedatives.

aEEG recording
aEEG was acquired using the BrainZ BRM3 (Natus Medical Incorporated,
Pleasanton, CA), a two-channel bedside aEEG monitor that displays raw
and amplitude-compressed recordings for each cerebral hemisphere.
Hydrogel electrodes (Natus Medical Incorporated, Pleasanton, CA) were
placed on the infant’s scalp in the central (C3-C4) and parietal (P3-P4)
locations. The aEEG recording was started as soon after consent as was
practical and was continued until 72 h after birth.
aEEG recordings were made only in an observational context as part of

the research project and were not used to direct patient care.
Interpretation and analyses of tracings occurred after hospital discharge.
Recordings were retrieved from the monitors and reviewed using
manufacturer supplied software (AnalyZe, Natus Medical Incorporated,
Pleasanton, CA). Recordings with persistent high impedance, defined as
impedance >20 kW were excluded.

aEEG Burdjalov scoring
Using a 4-h long, artifact-free segment near the midpoint of the recording
conducted in the first 72 h, recordings were evaluated for background
pattern, onset and appearance of cyclicity, and lower amplitude border
and bandwidth, which were used to derive a composite Burdjalov score
[10]. The 4-hour long midpoint was selected to standardize the time period
used for aEEG analysis. The Burdjalov score ranges from 0–13 and increases
with higher PMA. Cyclicity, defined as at least one cycle of sinusoidal
variation in minimum amplitude alternating between narrow and broad
bandwidths, was also recorded as present or absent for isolated analyses.
Recordings were analyzed by one trained aEEG analyst, who was blinded
to infant factors. All aEEG data were used in context of the infant’s EGA
(due to infants being within 3 days of birth), as PMA is related to maturity
of the aEEG tracings.

Neurobehavioral outcome
Between 34–42 weeks PMA, infants were assessed with the NICU Network
Neurobehavioral Scale (NNNS) and the Hammersmith Neonatal Neurolo-
gical Evaluation (HNNE). The NNNS is a 115-item comprehensive
assessment that takes approximately 20–25min to assess and provides
summary scores of orientation, arousal, self-regulation, stress, excitability,
lethargy, handling, hypertonia, hypotonia, suboptimal reflexes, quality of
movement, and asymmetry. The habituation items were not scored for this
study, due to the need for a quiet environment, which could not
consistently be achieved in the NICU setting. The NNNS has been used
extensively in research of preterm infants [27], and scores prior to NICU
discharge relate to neurodevelopmental outcomes [28]. The HNNE is a 34-
item assessment that takes approximately 10–15min to complete. We
used the total HNNE score as an outcome, which ranges from 0–34. The
HNNE has also been used extensively in neonatal research and has been
related to later outcomes [29, 30]. Due to the relationship of PMA to early
neurobehavior [31], we have also captured and controlled for PMA at the
time of testing for all analyses investigating relationships with neurobe-
havior and feeding at term.

Feeding outcome
Feeding outcome was defined by performance on the Neonatal Oral Motor
Assessment Scale (NOMAS) between 34–42 weeks PMA, as the infant was
approaching discharge. This 28-item observation of jaw and tongue
movements during the first 2 min of oral feeding defines if the infant is
normal, disorganized, or dysfunctional. Scores have been related to
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long-term feeding outcomes [32, 33]. We also captured the PMA at the
time of feeding assessment.

Developmental outcomes at school age
When infants were between 5–7 years, parents were sent a questionnaire
to complete. In the questionnaire there were the following assessments:
Sensory Profile Short Form, Pediatric Eating Assessment Tool (Pedi-EAT),
the Behavioral Pediatric Feeding Assessment Scale (BPFAS), the Behavior
Rating Inventory for Executive Function (BRIEF), and the Receptive
Language Subdomain of the Vineland Adaptive Behavior Scales (VABS).
The Sensory Profile assesses sensory processing, is used in clinical practice
and research, and has good test-retest reliability (α = 0.81–0.90), validity,
and internal consistency (α = 0.83) [34]. The PediEAT is a parent-report
assessment that measures symptoms of feeding problems in young
children aged 6 months to 7 years and has excellent internal consistency,
good to excellent test-retest reliability, and established construct validity
[35, 36]. We also used another measure of feeding outcome that is well-
described in the literature, the BPFAS. The BRIEF is a family of rating scales
that were developed to capture behavioral manifestations of executive
dysfunction from age 2–90 [37]. The BRIEF has strong internal consistency
and high test-retest reliability [37]. Due to the population being close to
school entry and many questions on the BRIEF related to organization of
school materials and doing homework, an option of ‘not applicable’ was
part of the questionnaire. When parents answered, ‘not applicable’, it was
coded as ‘sometimes observed’ in line with how missing items are scored;
however, no limitation on the number of recoded variables was employed.
T-scores for the BRIEF were used as outcomes. The VABS is a standardized
assessment tool that utilizes semi-structured interview or survey to
measure adaptive behavior and support the diagnosis of intellectual and
developmental disabilities, autism, and developmental delays [38]. The
VABS-II has demonstrated moderate to high reliability in terms of
subdomain scores, with the receptive communication domain having
split-half reliability coefficients ranging from 0.78–0.80 for children aged
5–7 years [39, 40].

Death or disability
To define death or disability, one composite score was defined from all of
the outcome assessments at age 5–7 years, based on how each respective
tool defines developmental challenges or disability. This was defined as
death or any of the following: any Sensory Profile score defined as
‘probable difference’ or ‘definite difference’, a PediEat score > 95%
indicating ‘high concern’, BRIEF T-score > 65 indicating ‘clinically elevated’,
VABS receptive language subscale v-score identified as ‘low’ or ‘moderately
low’, or BPFAS total frequency score > 84 indicating significantly higher
than the normative mean.

Statistical analysis
Statistical analyses were conducted using IBM SPSS (version 28). All
medical, sociodemographic, and environmental factors were investigated
for associations with total Burdjalov cerebral maturation scores in the first
72 h, corrected for EGA. All those factors that were related to the aEEG
scores (when p < 0.05) were further considered for inclusion in a
multivariable regression model to investigate relationships of aEEG to
outcomes. When variables that were considered for inclusion in the
multivariable regression model were co-linear, one variable was selected to
include, with rationale given. Relationships between Burdjalov cerebral
maturation scores, corrected for EGA, and neurobehavioral and feeding
outcomes in the NICU (corrected for PMA at the time of testing), as well as
developmental outcomes at ages 5–7 years, were investigated using linear
regression models for continuous outcomes and logistic regression models
for categorical outcomes. A multivariable linear or logistic regression
model was then used to determine the relationships of aEEG scores
(corrected for EGA) and neonatal (corrected for PMA) and school-age
outcomes while controlling for other medical and sociodemographic
factors related to early aEEG. Finally, due to the relationships of
socioeconomic status and outcomes, we re-ran all analyses additionally
controlling for insurance type, as a proxy for socioeconomic status.

RESULTS
Among the consecutive admissions recruited during the study
time periods who met inclusion criteria, 64 were enrolled and
received aEEG in the first 72 h. Nine (14%) expired prior to NICU

discharge. Forty-four (80%) had outcome assessments at term age
prior to NICU discharge. Reasons for not receiving an assessment
included not being medically stable enough to participate or lack
of availability of an assessor. Self-report measures were sent out to
parents of all 55 remaining infants in the study at 5–7 years, and
we are unaware of any infants who expired after discharge. Thirty
(55%) parents completed the questionnaire of self-report mea-
sures on outcomes at age 5–7 years. Reasons for lack of
participation included parent choice or inability to locate the
parent/unknown contact information. See Table 1 for character-
istics of the sample and relationships to aEEG.
The aEEG Burdjalov score timeframe for midpoint analysis

ranged from 25–63 h of life with a mean (SD) of 47.3 (8.4) hours.
See Table 2 for descriptives of the aEEG scores of the sample.

Relationships between aEEG and infant medical, maternal,
and environmental factors
EGA was related to total Burdjalov cerebral maturation scores
(p= 0.02). Medical factors that were related to total Burdjalov
cerebral maturation scores, corrected for EGA, included: type of
delivery (p= 0.04), infant race (p < 0.01), marital status (p= 0.02),
and cerebral injury (p= 0.04). Relationships between Burdjalov
cerebral maturation scores and number of days of endotracheal
intubation failed to reach significance (p= 0.056). There were no
other relationships between Burdjalov cerebral maturation scores
and medical, social, or environmental factors.
Although EGA, type of delivery, infant race, marital status, and

cerebral injury were all considered for inclusion in the multi-
variable regression model due to their relationship with aEEG
scores, several variables were colinear. Therefore, further selection
of appropriate variables to go in the multivariable model was
warranted. Race and marital status were related (p < 0.001), which
could be expected based on past research [41]. Therefore, a
combined variable indicating if the infant was either Black race or
from a single parent was included in the multivariable model in an
effort to include both factors. Brain injury and EGA were related to
each other (p= 0.04), so only EGA was maintained in the model as
a critical component related to maturation of the Burdjalov score.
Therefore, the multivariable model controlled for EGA, delivery
type, and a combined variable representing race and marital
status. Analyses of outcomes at term age also controlled for PMA
at the time of testing.

Relationships between aEEG and neurobehavioral and
feeding outcomes
See Table 3 for relationships between Burdjalov scores and
neurobehavioral and feeding outcomes during NICU hospitalization
as well as relationships between Burdjalov scores and develop-
mental outcomes at 5–7 years of age. After re-running all analyses
additionally controlling for insurance type, as a proxy for socio-
economic status, the significant findings remained unchanged.

DISCUSSION
In this study, vaginal birth as well as adverse medical factors such
as cerebral injury were associated with worse aEEG markers in the
first 72 h of life for extremely preterm infants. Lower aEEG scores
were also noted among infants who were born to unmarried
parents and who were Black. Lower Burdjalov cerebral maturation
scores on early aEEG within the first 72 h after extremely preterm
birth were also related to poorer arousal on neurobehavioral
assessment at term and executive dysfunction at 5–7 years of age.
We did not observe relationships of early aEEG to feeding
outcomes or sensory processing measures.
The first 72 h after extremely preterm birth is a critical period

where the infant must undergo significant physiological adaptation
to cope with changes in the environment. Failed or inadequate
compensation is associated with increased risk of cerebral injury [42]
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Table 1. Sample characteristics and relationships to aEEG total Burdjalov score.

Categorical variables (n= 64) n Percentage p-valuea

Maternal factors

Maternal marital status, married 27 42% 0.02

Maternal prenatal smoking 13 20% 0.29

Maternal prenatal use of alcohol 0 0% b

Maternal prenatal illicit drug use 4 6% 0.50

Maternal education, Some college (n= 62) 28 45% 0.34

Prenatal steroids 48 75% 0.41

Delivery, Cesarean 37 58% 0.04

Prenatal magnesium 37 58% 0.29

Prenatal Indomethacin 0 0% b

Maternal spinal anesthesia 36 56% 0.49

Maternal general anesthesia 13 20% 0.61

No spinal or general anesthesia 15 23% 0.59

Labor antibiotics 30 47% 0.41

Infant factors

Race (African-American/Black) 34 53% <0.01

Insurance type, public (n= 46) 28 61% 0.66

Infant sex, female 25 39% 0.84

Cerebral injury (IVH grade III or IV or cystic PVL) 25 39% 0.04

PDA (n= 63) 44 70% 0.90

NEC (n= 61) 12 20% 0.32

ROP (n= 61) 13 21% 0.55

Expired 9 14% 0.69

Environment

NICU room type, single patient room 30 47% 0.61

Concurrent endotracheal intubation 45 70% 0.56

Concurrent use of sedatives 24 38% 0.34

Continuous variables Mean or median Standard deviation or
interquartile range

p-valuea

Maternal factors

Maternal age, yrs 26.9 5.6 0.31

Number of prenatal visits (n= 63) 4.1 2.3 0.46

Infant factors

*EGA, wks 25.5 1.35 0.02

Birth weight, grams 830.6 191.8 0.17

Occipital-frontal circumference at birth, cm 23.2 1.7 0.81

Apgar, 1 min 3.5 2.3 0.84

Apgar, 5 min 5.8 1.8 0.59

CRIB II score 11 (10–13) 0.29

Cord gases (n= 40) 7.32 0.08 0.63

Number of days on TPN, days 18 (11.25–33) 0.89

Number of days on HFOV, days 0 (0–5) 0.34

Number of days with endotracheal intubation, days 9 (1–34) 0.056

Number of days on CPAP, days 13 (4–35) 0.23

Number of days on nasal cannula, days 19 (7.5–30) 0.92

Total oxygen hours, hrs 2256 (1380–2760) 0.85

Total number of days on breast milk, days 40 (26–74) 0.91

Length of stay, days 104 (76–126.5) 0.97

IVH intraventricular hemorrhage, PDA patent ductus arteriosus (requiring Indomethacin or surgical ligation), NEC necrotizing enterocolitis (Bell’s stage IIb or
higher), ROP retinopathy of prematurity (requiring surgery or Bevacizumab treatment), EGA estimated gestational age, CRIB-II Clinical Risk Index for Babies II,
TPN total parenteral nutrition, HFOV high frequency oscillatory ventilation, CPAP continuous positive airway pressure.
aP-value is from investigating the relationships of each factor with total Burdjalov cerebral maturation score, while controlling for EGA using linear regression
analyses. Bolded values indicate significance (p < 0.05).
bUnable to calculate due to variable being a constant.
*The relationship between EGA and total Burdjalov cerebral maturation score was assessed using a univariate model.
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and is reflected in functional measures such as the aEEG Burdjalov
cerebral maturation score, with poorer scores among infants with
cerebral injury having been previously defined [18–20] as well as
identified in the current study. However, the directionality of this
relationship is unclear; such alterations in brain activity on aEEG may
be a signal of existing cerebral injury or may be a marker that injury
is about to occur. Either direction would be important clinical
information, yet with different implications.
Poorer aEEG scores were observed among preterm infants who

had a vaginal delivery. A previous systematic review and meta-
analysis identified higher risk of death following vaginal delivery
among extremely low birth weight infants, but did not appreciate an
increased risk of intraventricular hemorrhage [43]. However, there is
also mixed evidence on type of delivery with some studies
identifying no differences in brain outcomes or mortality based on
delivery mode [43–45], and still others observing decreased risk of
mortality and lower rates of intraventricular hemorrhage with
Cesarean delivery in very low birth weight infants [46–48]. Although
our study demonstrated relationships between vaginal delivery and
lower Burdjalov scores, causal relationships cannot be established
from this observational study. Further, there has been increased
interest in use of aEEG during the perinatal period to assess cerebral
activity during the transition from the intrauterine to the
extrauterine environment [49]. The use of such monitoring of
electrocortical activity may provide useful and potentially more
discriminative insights to aid our understanding of concurrent brain
activity that puts the infant at a higher risk of subsequent alterations
[50, 51]. This could improve our understanding of concurrent effects
on the brain, compared to other studies that may be limited by the
sensitivity of brain injury measures and the longitudinal nature of
waiting for neurodevelopmental outcomes to unfold.
Unexpectedly, poorer Burdjalov scores were also associated

with sociodemographic factors including having unmarried
parents and Black race. Although there is a high percentage of
children born to unmarried parents in the study sample [52], there
is colinearity between the variables of marital status and race.
While there is an increasing recognition of worse outcomes for
Black very low birth weight infants, including an increased risk of
cerebral palsy [53] and death [54], there has been relatively limited
study of potential contributions due to differences within the
NICU environment itself. The poorer Burdjalov scores identified in
this study may reflect a greater level of medical illness in these
infants or may reflect toxic stress [55] during pregnancy, as brain
immaturity has been previously associated with poverty and
pregnancy stress [56, 57]. It will be important in future studies to
prospectively capture measures of race/ethnicity, poverty, and
detailed maternal health parameters to better disentangle the
potential roles of health disparities, medical illness, and the impact
of care practices on infant health, while identifying differences in
functional maturation and outcomes.
Burdjalov scores shortly after birth were related to poorer

arousal at term age, just prior to NICU discharge, which occurs on
average approximately 3 months after extremely preterm birth
(median length of stay was 104 days). There are no other studies,
that we are aware of, that have investigated the relationship
between early aEEG within the first 72 h and neurobehavior at

term. However, aEEG at 30 weeks PMA has been related to motor
outcomes at term equivalent age [12]. Burdjalov scores in this
sample were not related to death prior to discharge, which is
inconsistent with other research that has demonstrated both
Burdjalov and Hellstrom-Westas scoring systems for cyclicity as
being related to survival [17]. It is also possible that the later PMA
of EEG recording in that study led to a biased study population
(those that survived the first week of life, when mortality is
greatest for very low birthweight infants).
EEG measures have been used to identify differences in children

with sensory processing disorders [58, 59]. However, we are not
aware of studies that have investigated the risk of sensory
processing problems or alterations to the development of sensory
processing through the use of aEEG. In this study, early Burdjalov
scores were not related to any of the sensory processing scores
obtained at ages 5–7 years. Early functional differences would be
anticipated to relate to foundational differences in sensory-motor
development, especially given the aEEG electrode placement over
the motor strip. However, the aEEG does not reflect all of the same
factors as EEG, such as rhythm and frequency, which could add to
discriminative capability. Further, the time compressed nature of
aEEG may limit visualizations of dynamic and functional changes.
It is also possible that the sensory processing measure that was
used is not sensitive enough to detect subtle differences in
sensory processing or that there was too much time between the
aEEG measure and sensory processing outcome to account for
other influences. We also were not able to demonstrate a
relationship between aEEG and childhood feeding.
This is one of only a few studies to investigate measures of

executive functioning in extremely preterm infants, with the
current study having outcomes at ages 5–7 years in relation to
aEEG cerebral maturation scores taken within the first 72 h of life.
Executive functioning includes complex cognitive processes that
allow us to plan, organize, implement, evaluate, and restructure
our behaviors. It includes cognitive skills such as working memory,
flexible thinking, and self-control. Executive functioning arises
predominantly from the prefrontal cortex, an area of the brain not
covered well by conventional C3-P3, C4-P4 electrode placement in
typical aEEG recording. However, injury (including white matter
injury [60]) is associated with decreased executive functioning at
preschool age, highlighting the importance of connectivity
throughout the brain to support complex cognitive and motor
tasks. In this context, it is interesting, but not surprising to see that
such aEEG Burdjalov scores, as a global marker of cerebral function,
were related to multiple areas of executive function under the
metacognitive and behavioral regulation indexes, including inhibi-
tion, working memory, and organization of materials. These all
require coordinated activity throughout the brain. Our findings are
consistent with other studies that have identified aEEG or EEG to
relate to cognitive outcomes at school age [22–24].
This study has several limitations. First, it is an observational

study with a small sample size that was part of an overarching
study, meaning it was not powered for these analyses. Future
investigations can use larger samples defined by a power analysis.
This study used aEEG in the first 72 h of life, a time in which
significant artifact can be introduced due to the complex medical
environment, reducing the total time available for optimal analysis
of the aEEG tracing. The EGA may not have been precise, which
could have impacted the findings. Not all maternal and infant
medications were documented and could have impacted aEEG
scores. Other factors within the NICU environment, such as the
volume of auditory exposure or other sensory exposures, were not
captured in the current study and would be important areas for
future inquiry. It remains unclear if the part of the tracing that was
analyzed represented the infant’s function globally. This study was
limited to the first 72 h of life and did not account for changes in
cerebral function which may have occurred over the remainder of
NICU hospitalization. Future investigation may benefit from serial

Table 2. aEEG cerebral maturation scores from the sample.

aEEG Burdjalov cerebral maturation scores (n= 64) Median
(IQR)

Total score 3.0 (2.0–5.8)

Continuity 1.0 (0.0–1.0)

Cycling 0.0 (0.0–1.0)

Amplitude of lower border 1.0 (1.0–2.0)

Bandwidth span 1.0 (1.0–2.0)
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Table 3. Relationships of total Burdjalov cerebral maturation scores, corrected for EGA, and outcomes.

Test statistic (t) Standardized beta ap-value bMultivariable p-value

Infant outcome at term

Death prior to NICU discharge 0.02 0.89

HNNE 0.44 0.09 0.66

NNNS Orientation 0.59 0.13 0.56

NNNS Handling 1.31 0.26 0.20

NNNS Quality of Movement −1.27 −0.24 0.21

NNNS Self-Regulation 0.05 0.01 0.96

NNNS Non-optimal Reflexes −1.73 −0.34 0.09

NNNS Stress −186 −0.34 0.07

NNNS Arousal 2.38 0.48 0.03 0.02

NNNS Hypertonicity 0.69 0.13 0.10

NNNS Hypotonicity −1.80 −0.35 0.08

NNNS Asymmetric Reflexes −0.62 −0.13 0.54

NNNS Excitability 1.31 0.29 0.14

NNNS Lethargy −1.34 −0.26 0.19

NOMAS Feeding 0.44 0.16

Childhood outcomes at 5–7 years

BRIEF Inhibit −2.98 −0.60 0.02 0.007

BRIEF Shift −1.96 −0.39 0.06

BRIEF Emotional Control −1.63 −0.35 0.12

BRIEF Initiate −1.78 −0.39 0.09

BRIEF Working Memory −2.61 −0.55 0.007 0.02

BRIEF Plan/Organize −1.81 −0.37 0.08

BRIEF Organization of Materials −2.92 −0.58 0.002 0.008

BRIEF Monitor −1.96 −0.39 0.06

BRIEF Metacognitive −2.85 −0.58 0.01 0.01

BRIEF Behavioral Regulation −2.49 −0.51 0.03 0.02

BRIEF Global Executive −3.17 −0.62 0.002 0.004

Sensory Profile Tactile Sensitivity 1.25 0.27 0.22

Sensory Profile Taste/Smell Sensitivity 0.29 0.06 0.77

Sensory Profile Movement Sensitivity −1.77 −0.35 0.09

Sensory Profile: Under-responsive/Seeks Sensation 0.94 0.19 0.35

Sensory Profile: Auditory Filtering 1.43 0.29 0.16

Sensory Profile: Low Energy/Weak 0.64 0.13 0.53

Sensory Profile: Visual/Auditory Sensitivity 1.81 0.34 0.08

Pedi-EAT −0.91 −0.19 0.38

BPFAS −1.43 −0.29 0.17

VABS - Receptive Language 1.04 0.21 0.31

Death or disability 0.22 0.04 0.83

Outcomes at term age also control for PMA at the time of testing. Categorical outcomes (death in NICU, NOMAS feeding, and death or disability) investigated
using multivariable logistic regression models. Death or disability was defined from all of the outcome assessments at age 5–7 years, based on how each
respective tool defines developmental challenges or disability. This was defined as death or any of the following: Any Sensory Profile score defined as
‘probable difference or ‘definite difference’, Pedi-Eat score > 95% indicating ‘high concern’, BRIEF t score > 65 indicating ‘clinically elevated’, VABS receptive
language subscale v-score identified as ‘low’ or ‘moderately low’, or BPFAS total frequency score > 84 indicating significantly higher than normative mean.
Bolded values are significant (p < 0.05).
NNNS NICU Network Neurobehavioral Scale, HNNE Hammersmith Neonatal Neurological Evaluation, NOMAS Neonatal Oral Motor Assessment Scale, Pedi-EAT
Pediatric Eating Assessment Tool, BRIEF Behavior Rating Inventory for Executive Function, BPFAS Behavioral Pediatric Feeding Assessment Scale, VABS Vineland
Adaptive Behavior Scales.
aP-value is from investigating relationships between Burdjalov total scores in the first 3 days of life and outcome at term and 5–7 years using linear regression
models while controlling for EGA.
bMultivariable p-value is from multivariable linear regression controlling for EGA, PMA at the time of testing (for outcomes at term age), in addition to delivery
type and a combined variable representing race and parent marital status.

R. Pineda et al.

6

Journal of Perinatology



assessments across time. Further, the timing of cranial ultrasounds
to screen for cerebral injury and term-equivalent MRI necessarily
means that the exact timing of brain injury (inclusive of IVH, white
matter injury, and cerebellar hemorrhage) cannot be determined
with a high degree of certainty. Thus, the directionality of aEEG
changes and injury cannot be assessed. This study used parent-
report measures of outcome at 5–7 years of age, which can yield
different information than observational evaluation. Specifically,
poor relationships between observational and parent report
measures, such as the BRIEF, have been reported [61, 62]. This
study also is unable to fully capture nor disentangle the significant
number of medical, sociodemographic, and environmental factors
that can impact both aEEG as well as outcomes. It also did not
capture or classify other developmental challenges that could
better represent the child’s outcomes. In addition, not all infants
could be assessed at term nor did all families complete the self-
report measures at 5–7 year follow-up, which could introduce bias.
Finally, this investigation relied on multiple statistical analyses
across many outcome variables, which could have increased the
risk of a Type I error.
The use of aEEG in the neonatal intensive care unit continues to

expand. It provides a relatively low-cost bedside evaluation of
cerebral health that can be interpreted by trained personnel.
Although the primary clinical focus of aEEG use is real-time
monitoring for seizures and brain function, the accessibility of this
modality lends itself well to investigations of other markers of short-
and long-term brain health. The results of this study confirm the
findings of others that aEEG markers can indicate concurrent
medical conditions, such as cerebral injury [16], and also provides
insight into novel use, demonstrating a link between early
dysfunction and executive function deficits at school age (5–7 years).
Further research to expand this preliminary work should aim to

better define the trajectory of cerebral maturation scores over the
entire NICU course and assess the relationship with later
functional outcomes. An improved understanding of this connec-
tion will help to select and implement targeted interventions with
the aim of improving outcomes for infants at greater risk.
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The datasets generated during and analyzed during the current study are available
from the corresponding author on reasonable request.

REFERENCES
1. Pascal A, Govaert P, Oostra A, Naulaers G, Ortibus E, Van den Broeck C. Neuro-

developmental outcome in very preterm and very-low-birthweight infants born
over the past decade: a meta-analytic review. Dev Med Child Neurol.
2018;60:342–55.

2. Asztalos EV, Church PT, Riley P, Fajardo C, Shah PS, Canadian Neonatal N, et al.
Neonatal Factors Associated with a Good Neurodevelopmental Outcome in Very
Preterm Infants. Am J Perinatol. 2017;34:388–96.

3. Ho T, Dukhovny D, Zupancic JA, Goldmann DA, Horbar JD, Pursley DM. Choosing
Wisely in Newborn Medicine: Five Opportunities to Increase Value. Pediatrics.
2015;136:e482–9.

4. Setänen S, Haataja L, Parkkola R, Lind A, Lehtonen L. Predictive value of neonatal
brain MRI on the neurodevelopmental outcome of preterm infants by 5 years of
age. Acta Paediatr. 2013;102:492–7.

5. Maas YG, Mirmiran M, Hart AA, Koppe JG, Ariagno RL, Spekreijse H. Predictive
value of neonatal neurological tests for developmental outcome of preterm
infants. J Pediatr. 2000;137:100–6.

6. Hammerl M, Zagler M, Zimmermann M, Griesmaier E, Janjic T, Gizewski ER, et al.
Supratentorial Brain Metrics Predict Neurodevelopmental Outcome in Very Pre-
term Infants without Brain Injury at Age 2 Years. Neonatology. 2020;117:287–93.

7. Fogtmann EP, Plomgaard AM, Greisen G, Gluud C. Prognostic accuracy of elec-
troencephalograms in preterm infants: a systematic review. Pediatrics.
2017;139:e20161951.

8. Hellstrom-Westas L, Rosen I, de Vries L, Greisen G. Amplitude-integrated EEG
classification and interpretation in preterm and term infants. NeoReviews.
2006;7:e76–e87.

9. Sisman J, Campbell DE, Brion LP. Amplitude-integrated EEG in preterm infants:
maturation of background pattern and amplitude voltage with postmenstrual
age and gestational age. J Perinatol. 2005;25:391–6.

10. Burdjalov VF, Baumgart S, Spitzer AR. Cerebral function monitoring: a new
scoring system for the evaluation of brain maturation in neonates. Pediatrics.
2003;112:855–61.

11. Hellström-Westas L, Rosén I. Continuous brain-function monitoring: state of the
art in clinical practice. Semin Fetal Neonatal Med. 2006;11:503–11.

12. Reynolds LC, Pineda RG, Mathur A, Vavasseur C, Shah DK, Liao S, et al. Cerebral
maturation on amplitude-integrated electroencephalography and perinatal
exposures in preterm infants. Acta Paediatr. 2014;103:e96–e100.

13. Hintz SR, Gould JB, Bennett MV, Lu T, Gray EE, Jocson MAL, et al. Factors Asso-
ciated with Successful First High-Risk Infant Clinic Visit for Very Low Birth Weight
Infants in California. J Pediatr. 2019;210:91–8. e1

14. El Ters NM, Vesoulis ZA, Liao SM, Smyser CD, Mathur AM. Term-equivalent
functional brain maturational measures predict neurodevelopmental outcomes
in premature infants. Early Hum Dev. 2018;119:68–72.

15. Griesmaier E, Schreiner C, Winkler I, Posod A, Sappler M, Kiechl-Kohlendorfer U,
et al. Association of aEEG and brain injury severity on MRI at term-equivalent age
in preterm infants. Acta Paediatr. 2024;113:229–38.

16. Kidokoro H, Kubota T, Hayashi N, Hayakawa M, Takemoto K, Kato Y, et al. Absent
cyclicity on aEEG within the first 24 h is associated with brain damage in preterm
infants. Neuropediatrics. 2010;41:241–5.

17. Bruns N, Dransfeld F, Huning B, Hobrecht J, Storbeck T, Weiss C, et al. Comparison
of two common aEEG classifications for the prediction of neurodevelopmental
outcome in preterm infants. Eur J Pediatr. 2017;176:163–71.

18. Wikstrom S, Pupp IH, Rosen I, Norman E, Fellman V, Ley D, et al. Early single-
channel aEEG/EEG predicts outcome in very preterm infants. Acta Paediatr.
2012;101:719–26.

19. Hüning B, Storbeck T, Bruns N, Dransfeld F, Hobrecht J, Karpienski J, et al. Rela-
tionship between brain function (aEEG) and brain structure (MRI) and their pre-
dictive value for neurodevelopmental outcome of preterm infants. Eur J Pediatr.
2018;177:1181–9.

20. Song J, Xu F, Wang L, Gao L, Guo J, Xia L, et al. Early amplitude-integrated
electroencephalography predicts brain injury and neurological outcome in very
preterm infants. Sci Rep. 2015;5:13810.

21. Klebermass K, Olischar M, Waldhoer T, Fuiko R, Pollak A, Weninger M. Amplitude-
integrated EEG pattern predicts further outcome in preterm infants. Pediatric
research. 2011;70:102–8.

22. Nordvik T, Schumacher EM, Larsson PG, Pripp AH, Lohaugen GC, Stiris T. Early
spectral EEG in preterm infants correlates with neurocognitive outcomes in late
childhood. Pediatr Res. 2022;92:1132–9.

23. Middel RG, Brandenbarg N, Van Braeckel K, Bos AF, Ter Horst HJ. The Predictive Value
of Amplitude-Integrated Electroencephalography in Preterm Infants for IQ and Other
Neuropsychological Outcomes at Early School Age. Neonatology. 2018;113:287–95.

24. Wang X, Trabatti C, Weeke L, Dudink J, Swanenburg de Veye H, Eijsermans R,
et al. Early qualitative and quantitative amplitude-integrated electro-
encephalogram and raw electroencephalogram for predicting long-term neuro-
developmental outcomes in extremely preterm infants in the Netherlands: a 10-
year cohort study. Lancet Digit Health. 2023;5:e895–e904.

25. Pineda R, Liszka L, Inder T. Early neurobehavior at 30 weeks postmenstrual age is
related to outcome at term equivalent age. Early Hum Dev. 2020;146:105057.

26. Dorner RA, Allen MC, Robinson S, Soares BP, Perin J, Ramos E, et al. Early neu-
rodevelopmental outcome in preterm posthemorrhagic ventricular dilatation and
hydrocephalus: Neonatal ICU Network Neurobehavioral Scale and imaging pre-
dict 3-6-month motor quotients and Capute Scales. J Neurosurg Pediatr.
2019:1–11 (Epub ahead of print).

27. El-Dib M, Massaro AN, Glass P, Aly H. Neurobehavioral assessment as a predictor of
neurodevelopmental outcome in preterm infants. J Perinatol. 2012;32:299–303.

28. Lester BM, Tronick EZ. History and description of the Neonatal Intensive Care Unit
Network Neurobehavioral Scale. Pediatrics. 2004;113:634–40.

29. Eeles AL, Walsh JM, Olsen JE, Cuzzilla R, Thompson DK, Anderson PJ, et al.
Continuum of neurobehaviour and its associations with brain MRI in infants born
preterm. BMJ Paediatr Open. 2017;1:e000136.

30. Venkata SKRG, Pournami F, Prabhakar J, Nandakumar A, Jain N. Disability Pre-
diction by Early Hammersmith Neonatal Neurological Examination: A Diagnostic
Study. J Child Neurol. 2020;35:731–6.

31. Reynolds LC, Duncan MM, Smith GC, Mathur A, Neil J, Inder T, et al. Parental
presence and holding in the neonatal intensive care unit and associations with
early neurobehavior. J Perinatol. 2013;33:636–41.

32. Zarem C, Kidokoro H, Neil J, Wallendorf M, Inder T, Pineda R. Psychometrics of the
neonatal oral motor assessment scale. Dev Med Child Neurol. 2013;55:1115–20.

33. Palmer MM, Crawley K, Blanco IA. Neonatal Oral-Motor Assessment scale: a
reliability study. J Perinatol. 1993;13:28–35.

34. DunnW. Infant/Toddler Sensory Profile 2. San Antonio: Pearson Education, Inc.; 2014.

R. Pineda et al.

7

Journal of Perinatology



35. Thoyre SM, Pados BF, Park J, Estrem H, Hodges EA, McComish C, et al. Devel-
opment and content validation of the Pediatric Eating Assessment Tool (Pedi-
EAT). Am J Speech Lang Pathol. 2014;23:46–59.

36. Thoyre SM, Pados BF, Park J, Estrem H, McComish C, Hodges EA. The Pediatric
Eating Assessment Tool: Factor Structure and Psychometric Properties. J Pediatr
Gastroenterol Nutr. 2018;66:299–305.

37. Roth RM, Isquith PK, Gioia GA. Assessment of executive functioning using the
Behavior Rating Inventory of Executive Function (BRIEF). In: Handbook of
executive functioning. American Psychological Association, Washington DC:
Springer; 2014. p. 301-31.

38. Sparrow SS, Cicchetti DV. The Vineland adaptive behavior scales. American Psycho-
logical Association, Washington DC: Allyn & Bacon; 1989.

39. de Bildt A, Kraijer D, Sytema S, Minderaa R. The psychometric properties of the
Vineland Adaptive Behavior Scales in children and adolescents with mental
retardation. J Autism Dev Disord. 2005;35:53–62.

40. Sparrow SS, Cicchetti D, Balla DA. Vineland Adaptive Behavior Scales. Second
Edition. Vineland-II: PsycTests A; 2005.

41. Cramer JC. Social factors and infant mortality: identifying high-risk groups and
proximate causes. Demography. 1987;24:299–322.

42. Lien R. Neurocritical care of premature infants. Biomed J. 2020;43:259–67.
43. Jarde A, Feng YY, Viaje KA, Shah PS, McDonald SD. Vaginal birth vs caesarean

section for extremely preterm vertex infants: a systematic review and meta-
analyses. Arch. Gynecol. Obstetrics. 2020;301:447–58.

44. Kayiga H, Achanda Genevive D, Amuge PM, Byamugisha J, Nakimuli A, Jones A.
Incidence, associated risk factors, and the ideal mode of delivery following pre-
term labour between 24 to 28 weeks of gestation in a low resource setting. PLoS
One. 2021;16:e0254801.

45. Luca A, Vinturache A, Ilea C, Avasiloaiei A, Paduraru L, Carauleanu A, et al. Birth
trauma in preterm spontaneous vaginal and cesarean section deliveries: A 10-
years retrospective study. PLoS One. 2022;17:e0275726.

46. Costa STB, Costa P, Graca AM, Abrantes M. Portuguese National Registry of very
low birth weight i. Delivery Mode and Neurological Complications in Very Low
Birth Weight Infants. Am J Perinatol. 2022 (Epub ahead of print).

47. Gamaleldin I, Harding D, Siassakos D, Draycott T, Odd D. Significant intraven-
tricular hemorrhage is more likely in very preterm infants born by vaginal
delivery: a multi-centre retrospective cohort study. J Matern Fetal Neonatal Med.
2019;32:477–82.

48. Humberg A, Hartel C, Paul P, Hanke K, Bossung V, Hartz A, et al. Delivery mode
and intraventricular hemorrhage risk in very-low-birth-weight infants: Observa-
tional data of the German Neonatal Network. Eur J Obstet Gynecol Reprod Biol.
2017;212:144–9.

49. Pichler G, Avian A, Binder C, Zotter H, Schmölzer GM, Morris N, et al. aEEG and
NIRS during transition and resuscitation after birth: Promising additional tools; an
observational study. Resuscitation. 2013;84:974–8.

50. Pichler G, Baumgartner S, Biermayr M, Dempsey E, Fuchs H, Goos TG, et al.
Cerebral regional tissue Oxygen Saturation to Guide Oxygen Delivery in preterm
neonates during immediate transition after birth (COSGOD III): an investigator-
initiated, randomized, multi-center, multi-national, clinical trial on additional
cerebral tissue oxygen saturation monitoring combined with defined treatment
guidelines versus standard monitoring and treatment as usual in premature
infants during immediate transition: study protocol for a randomized controlled
trial. Trials. 2019;20:178.

51. Finn D, Dempsey EM, Boylan GB. Lost in Transition: A Systematic Review of
Neonatal Electroencephalography in the Delivery Room-Are We Forgetting an
Important Biomarker for Newborn Brain Health? Front Pediatr. 2017;5:173.

52. Osterman M, Hamilton B, Martin JA, Driscoll AK, Valenzuela CP. Births: final data
for 2020. Natl Vital Stat Rep. 2021;70:1–50.

53. Wu YW, Xing G, Fuentes-Afflick E, Danielson B, Smith LH, Gilbert WM. Racial,
ethnic, and socioeconomic disparities in the prevalence of cerebral palsy.
Pediatrics. 2011;127:e674–e81.

54. Matoba N, Collins Jr JW. Racial disparity in infant mortality. Semin Perinatol.
2017;41:354–9.

55. Gross D, Beeber L, DeSocio J, Brennaman L. Toxic stress: Urgent action needed to
reduce exposure to toxic stress in pregnant women and young children. Nursing
Outlook. 2016;64:513–5.

56. Beauregard JL, Drews-Botsch C, Sales JM, Flanders WD, Kramer MR. Preterm birth,
poverty, and cognitive development. Pediatrics. 2018;141:e20170509.

57. Royce J. The Effects of Poverty on Childhood Development. J Ment Health Soc
Behav. 2021;3:132.

58. De Ridder J, Lavanga M, Verhelle B, Vervisch J, Lemmens K, Kotulska K, et al.
Prediction of neurodevelopment in infants with tuberous sclerosis complex using
early EEG characteristics. Front Neurol. 2020;11:582891.

59. Pierce S, Kadlaskar G, Edmondson DA, McNally Keehn R, Dydak U, Keehn B.
Associations between sensory processing and electrophysiological and

neurochemical measures in children with ASD: an EEG-MRS study. J Neurodev
Disorders. 2021;13:1–11.

60. Edgin JO, Inder TE, Anderson PJ, Hood KM, Clark CA, Woodward LJ. Executive
functioning in preschool children born very preterm: relationship with early
white matter pathology. J Int Neuropsychol Soc. 2008;14:90–101.

61. Toplak ME, West RF, Stanovich KE. Practitioner review: do performance-based
measures and ratings of executive function assess the same construct? J Child
Psychol Psychiatry. 2013;54:131–43.

62. Ten Eycke KD, Dewey D. [Formula: see text]Parent-report and performance-based
measures of executive function assess different constructs. Child Neuropsychol.
2016;22:889–906.

ACKNOWLEDGEMENTS
We wish to acknowledge Wendy Mack, Anthony Barton, Jessica Roussin, Lauren
Reynolds, Polly Kellner, Maquela Noel, Sharon Han, Marinthea Richter, Bethany
Gruskin, Camilla Catignas, and Delaney Smith.

AUTHOR CONTRIBUTIONS
Roberta Pineda was involved with idea conception, acquiring data, data analysis, data
interpretation, drafting the manuscript, and final approval of the manuscript
submitted. Zachary Vesoulis was involved in idea conception, acquiring data, data
analysis, data interpretation, drafting the manuscript, and final approval of the
manuscript submitted. Nathalie El Ters was involved in acquiring data, data
interpretation, drafting the manuscript, and final approval of the manuscript
submitted. Amit Mathur was involved in acquiring data, data interpretation, drafting
the manuscript, and final approval of the manuscript submitted.

FUNDING
This study was funded by grants: K12 HD055931/HD/NICHD NIH HHS, P30 HD062171/
HD/NICHD NIH HHS/, and UL1 TR000448/TR/NCATS NIH HHS. This work was also
supported by grants UL1TR001855 from the National Center for Advancing
Translational Science (NCATS) of the U.S. National Institutes of Health. Open access
funding provided by SCELC, Statewide California Electronic Library Consortium.

ETHICS APPROVAL AND CONSENT TO PARTICIPATE
This study was approved by the Washington University Human Research Protection
Office with a ceded review by the University of Southern California.

COMPETING INTERESTS
The authors declare no competing interests.

ADDITIONAL INFORMATION
Correspondence and requests for materials should be addressed to Roberta Pineda.

Reprints and permission information is available at http://www.nature.com/
reprints

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims
in published maps and institutional affiliations.

Open Access This article is licensed under a Creative Commons
Attribution 4.0 International License, which permits use, sharing,

adaptation, distribution and reproduction in anymedium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative
Commons licence, and indicate if changes were made. The images or other third party
material in this article are included in the article’s Creative Commons licence, unless
indicated otherwise in a credit line to the material. If material is not included in the
article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit http://
creativecommons.org/licenses/by/4.0/.

© The Author(s) 2024

R. Pineda et al.

8

Journal of Perinatology

http://www.nature.com/reprints
http://www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/

	aEEG in the first 3 days after extremely preterm delivery relates to neurodevelopmental outcomes
	Introduction
	Methods
	Study cohort and procedures
	Maternal and infant factors
	aEEG recording
	aEEG Burdjalov scoring
	Neurobehavioral outcome
	Feeding outcome
	Developmental outcomes at school�age
	Death or disability
	Statistical analysis

	Results
	Relationships between aEEG and infant medical, maternal, and environmental factors
	Relationships between aEEG and neurobehavioral and feeding outcomes

	Discussion
	References
	Acknowledgements
	Author contributions
	Funding
	Ethics approval and consent to participate
	Competing interests
	ADDITIONAL INFORMATION




