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Immaturity increases the severity but reduces the 

distinctiveness of the clinical manifestations of most 

neonatal disease. 

Immature organ function, complications of therapy, and 

the specific disorders that caused the premature onset of 

labor contribute to the neonatal 

 



Neuromuscular 

maturity 



Morbidity and mortality associated with 

premature, LBW infants. Among VLBW 

infants, morbidity is inversely related to 

birthweight. Respiratory distress syndrome 

is noted in approximately 80% of infants 

weighing 501-750 g; in 65% of those 

weighing 751-1000 g; in 45% of those 

weighing 1001-1250 g; and in 25% of those 

weighing 1251-1500 g.  



severe intraventricular hemorrhage 

(IVH) is noted in approximately 25% 

of infants weighing 501-750 g; in 12% 

of those weighting 751-1000 g; in 8% 

of those weighing 1001-1250 g; and in 

3% of those weighing 1251-1500 g; 



Overall, the risk of late sepsis (24%), 

bronchopulmonary dysplasia (23%), severe 

IVH (11%), necrotizing enterocolitis (7%), 

and prolonged hospitalization (45-125) in 

high in VLBW infants. Problems associated 

with IUGR LBW infants are noted in Table 

97-5; these added problems are often 

superimposed on those noted in Table 97-6 if 

an infant with IUGR is also premature. Poor 

postnatal growth is an important problem 

for both preterm and IUGR infants.  



Table 97-6: Neonatal Problems associated with premature infants  
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Prognosis 

• Infants born weighing 1,501-2,500 g have a 95% or 

greater chance of survival, but those weighing still 

less have significantly higher mortality .Intensive care 

has extended the period during which a VLBW infant 

is at increased risk of dying of complications of 

prematurity, such as bronchopulmonary dysplasia, 

necrotizing enterocolitis, and nosocomial infection 

(Table 97-8).  



The postdischarge mortality rate of LBW infants is 

higher than that of term infants during the 1st 2 yr of 

life. Because many of the deaths are attributable to 

infection (e.g., respiratory syncytial virus), they are at 

least theoretically preventable.  

 



In addition, premature infants have an increased 

incidence of failure to thrive, sudden infant death 

syndrome, child abuse, and inadequate maternal-infant 

bonding.  



The biologic risk associated with poor cardiorespiratory 

regulation as a result of immaturity or complications of 

underlying perinatal disease and the social risk 

associated with poverty also contribute to the high 

mortality and morbidity of these infants. Congenital 

anomalies are present in approximately 3-7% of LBW 

infants. 



In the absence of congenital abnormalities, central 
nervous system injury, VLBW, or marked IUGR, the 
physical growth of LBW infants tends to approximate 
that of term infants by the 2nd yr; the approxima- tion 
occurs earlier in premature infants with larger birth size. 
VLBW infants may not catch up, especially if they have 
severe chronic sequelae, insufficient nutritional intake, 
or an inadequate caretaking. 

 



Table 97-8: Sequelae of Low Birthweight 




