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Background. Only a few studies have been conducted with the objective of creating
norms of the Alberta Infant Motor Scale (AIMS) for the assessment of gross motor development
of preterm infants. The AIMS performance of preterm infants has been compared with that of
the Canadian norms of full-term infants, but not with that of full-term infants of the same
nationality. Moreover, the possible impact of prematurity-related morbidity factors on AIMS
performance is unknown.

Objectives. The aims of this study were: (1) to evaluate AIMS trajectory in a large
population of Greek preterm infants and create norms, (2) to compare it with the AIMS
trajectory of Greek full-term infants, and (3) to examine the possible influence of neonatal
morbidity on AIMS scores in the preterm sample.

Design. This was a cross-sectional study.

Methods. Mean AIMS scores were compared, per month (1–19), between 403 preterm
infants (�32 weeks of age, corrected for prematurity) and 1,038 full-term infants. In preterm
infants, the association of AIMS scores with respiratory distress syndrome (RDS), intraventric-
ular hemorrhage (IVH) of grade �III, bronchopulmonary dysplasia (BPD), retinopathy of
prematurity (ROP), and sepsis was assessed by hierarchical regression analysis.

Results. Alberta Infant Motor Scale scores were significantly lower in preterm infants than
in full-term infants. Mean AIMS scores in preterm infants were significantly associated with RDS
(b��1.93; 95% CI��2.70, �1.16), IVH (b��0.97; 95% CI��1.69, �0.25), and ROP
(b��1.12; 95% CI��1.99, �0.24) but not with BPD or sepsis in hierarchical regression
analysis.

Conclusions. Alberta Infant Motor Scale norms were created for Greek preterm infants.
This study confirms that AIMS trajectories of preterm infants are below those of full-term
infants of the same nationality. The influence of morbidity factors, including RDS, IVH, and
ROP, should be taken into account when administering the AIMS in preterm infants.
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Despite the increase in the survival
rate of the smaller and more
immature infants born preterm

with very low birth weight (VLBW) as a
result of improvements in perinatal and
neonatal care over the past 3 decades,1

the neurodevelopment of these “fragile”
babies is still a matter of concern. Health
professionals participating in follow-up
programs of infants born prematurely
pay specific attention to motor develop-
ment, especially in the first year of life, as
it is well known that gross motor devel-
opment during infancy indicates, at least
partly, the integrity and functionality of
the central nervous system.2–4

The Alberta Infant Motor Scale (AIMS) is
a reliable and easy-to-use clinical assess-
ment tool for the evaluation of infant
gross motor development. The AIMS is a
norm-referenced test that assesses, via
observation, the spontaneous motor per-
formance of infants from birth through
independent walking (0–19 months).5 It
has been recognized as a useful tool to
assess gross motor maturation during
infancy, to trace motor delay, and to
identify infants who may benefit from
early intervention.5,6 The AIMS was ini-
tially applied on a Canadian population
of infants born full-term as a norm refer-
ence test; a recent re-evaluation of the
scale showed that the previously
reported normative values remain valid
20 years later.7 In addition to its initial
application on the Canadian population,
the AIMS has been broadly used through-
out the world in many studies and in
daily clinical practice to evaluate, primar-
ily, the motor development of full-term
infants.8–16 The AIMS also has been used
to evaluate the motor development of
preterm infants, especially in the recent
past.17–23

Although the AIMS is largely considered
today as a proper tool for the evaluation
of preterm infants, only a few studies
have been conducted to compare AIMS
performance between preterm and full-
term infants and to create norms for
infants born prematurely.21–23 Indeed,
differences in AIMS scores between
preterm and full-term infants, at ages
corrected for prematurity, have been
reported.21–23 A major limitation of those
studies was the fact that the preterm

infant population was compared with
the original Canadian sample of full-term
infants but not with full-term infants of
the same nationality.21,22 Genetic factors,
extreme climates, or potential cross-
cultural differences across nationalities
might have had an effect on the infants’
motor development.24 It was previously
reported that common child handling
practices in everyday care (ie, holding,
dressing, bathing) may influence the
onset of infants’ motor abilities and their
developmental path and outcome.24

Moreover, in a previous study in full-term
infants,16 we showed that specific cul-
tural characteristics of Greek society
were associated with infant motor devel-
opment; being raised by grandparents
and baby-sitters had a significant effect
on the motor development of infants.16

Furthermore, the knowledge of the
impact of prematurity-related morbidity
factors (ie, respiratory distress syndrome
[RDS], intraventricular hemorrhage
[IVH], retinopathy of prematurity [ROP],
bronchopulmonary dysplasia) on AIMS
performance would be useful informa-
tion to improve AIMS interpretation.
Interestingly, although prematurity-
related morbidity factors are expected to
contribute to performance on the AIMS,
in accordance with what is already
known about the impact of neonatal
morbidity on preterm infant motor devel-
opment evaluated with assessment tools
other than the AIMS, only one small-scale
study, to our knowledge, has tried to
address this issue; the results were incon-
clusive due to the small sample.23

The aims of this study were: (1) to com-
pare the AIMS trajectories, from 1 to 19
months of age, between large popula-
tions of very preterm (�32 weeks of ges-
tation) Greek infants and full-term infants
of the same nationality, (2) to create
AIMS norms for Greek preterm infants to
identify (in the future) whether individ-
ual preterm infants are not following the
expected trajectory, and (3) to evaluate
the possible influence of common neo-
natal morbidity factors on AIMS perfor-
mance of the preterm infant population.

Method
Sample
The study population consisted of 403
preterm infants and a control sample of

1,038 healthy full-term infants. The age
range of the infants studied was 1 to 19
months. Preterm infants born before or
at 32 weeks of gestational age, without
major morbidity that might have had a
severe impact on motor development,
were studied. Exclusion criteria included
congenital anomalies or syndromic fea-
tures, severe brain abnormality (periven-
tricular leukomalacia, IVH �III grade,
congenital hydrocephalus) or central
nervous system infection (encephalitis,
meningitis), and necrotizing enterocoli-
tis. In the group of preterm infants, 251
(62.3%) were boys. The mean birth
weight was 1,154.0 g (SD�343.9), and
the mean gestational age was 28.6 weeks
(SD�2.3). Ninety-six (23.8%) of the 403
preterm infants were small for gesta-
tional age (birth weight below the 10th
percentile).

Among the group of full-term infants,
584 (56.3%) were boys. Mean birth
weight was 3,256.6 g (SD�387.3), and
mean gestational age was 38.6 weeks
(SD�0.4). Criteria for eligibility of full-
term infants were reported in our previ-
ous study conducted to standardize AIMS
in a Greek population of full-term
infants.16,25 That study showed that gross
motor development of healthy Greek
full-term infants, assessed with the AIMS
during the first 19 months of age, follows
a similar course to that of the original
Canadian sample.16 There was no differ-
ence between Greek preterm and full-
term infants regarding socioeconomic
parameters, such as parental age, family
educational level, birth order, and num-
ber of siblings.

In preterm infants, the influence of the
most frequent or most common morbid-
ity factors related to prematurity, includ-
ing RDS, IVH of grade �III, bronchopul-
monary dysplasia, ROP, and sepsis, on
AIMS performance was assessed. All pre-
term infants underwent brain ultrasound
and ophthalmologic examination rou-
tinely during hospitalization. Respiratory
distress syndrome was diagnosed follow-
ing clinical and chest radiographic find-
ings. Preterm infants with RDS were sep-
arated into 3 groups, as follows: (1) mild
RDS (no need for conventional mechan-
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ical ventilation), (2) moderate RDS (need
for conventional mechanical ventilation
for �3 days), and (3) severe RDS
(need for conventional mechanical ven-
tilation for �3 days). Intraventricular
hemorrhage was classified according to
Papile classification. Bronchopulmonary
dysplasia was defined as oxygen supple-
mentation required for at least 28 days.
Infants with ROP were divided into 2
groups, depending on the grade of reti-
nopathy (ROP �3 and ROP �3). With
regard to sepsis, only confirmed cases
with positive blood cultures were
selected.

The recruitment of infants began in Jan-
uary 2009 and was completed in Novem-
ber 2013. Evaluation of interrater reliabil-
ity among 3 independent examiners,
who had received adequate training by
the first author (D.S.) prior to the start of
the study, was performed in a random
sample of 87 participants, as reported in
our previous study in full-term infants.25

The full-term sample was derived from
maternity and pediatric clinics, public

and private day care centers, and private
pediatricians’ offices located in various
areas of the Prefecture of Attica. The
preterm infant sample was derived from
the follow-up clinics of the Neonatal Unit
of the First Department of Pediatrics,
Athens University Medical School, and
the First Department of Neonatal Inten-
sive Care Unit of Aghia Sophia Children’s
Hospital, Athens, Greece. The assess-
ment of the infants was performed at
home, in maternity and pediatric clinics,
and in private pediatricians’ offices, but
always in the presence of the parents so
that the infants could feel secure and
relaxed.

The caretakers of the organizations pro-
viding input for our research were
informed about the aim and method of
the study. Parental informed consent also
was obtained.

Assessment Tool
The AIMS consists of 58 items at 4 differ-
ent positions: prone (21 items), supine

(9 items), sitting (12 items), and standing
(16 items). The components tested for
each item are based on 3 elements of
movement: weight bearing, posture, and
antigravity movements. For any item
observed by the examiner, 1 point is
given, whereas 0 points are given when
the item is not observed. The sum of all
items observed gives the total raw score,
ranging from 0 to 58. The total raw score
also can be converted into a percentile
rank. High percentile ranks indicate
maturity of the infant’s gross motor
skills.5,6

Data Analysis
Mean AIMS scores of preterm infants at
postnatal age corrected for prematurity
were compared with those of full-term
infants to identify possible differences in
gross motor development between the 2
groups. Comparisons were performed at
each age level, from 1 to 19 months,
using Student t test. The Kolmogorov-
Smirnov test was used to assess normal-
ity. In the sample of preterm infants,

Figure 1.
Mean values of preterm and full-term infants according to monthly age level for each of the 4 subscales of the Alberta Infant Motor Scale:
(A) prone, (B) supine, (C) sitting, and (D) standing.
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hierarchical regression analysis was used
to test the effects of common morbidity
factors related to prematurity (RDS, IVH
�III grade, bronchopulmonary dyspla-
sia, ROP, sepsis) on total raw AIMS score
independently of the influence of other
predictors. Five regression analysis mod-

els were performed, with total AIMS
score as dependent variable and each
specific neonatal morbidity factor as
independent variable. The neonatal mor-
bidity factors studied could not be
included in the same model due to high
collinearity. Significance level was set at

P�.05. The data were analyzed using
IBM SPSS statistical package, version 19.0
(IBM Corp, Armonk, New York).

Results
The scoring pattern across the 4 sub-
scales of the AIMS (in prone, supine, sit-
ting, and standing positions) for preterm
and full-term infants according to
monthly age level is shown in Figure 1.
In the prone position, the mean AIMS
scores were significantly lower in pre-
term infants than in full-term infants up
to the age of 12 to 13 months. In the
supine position, differences were
recorded up to 8 to 9 months of age,
whereas thereafter both curves reached
a plateau. In the sitting position, the
mean AIMS scores in preterm and full-
term infants were quite close during the
first months of age, but they differed sig-
nificantly thereafter at several age levels
(at 3–4 months, from 5–6 to 9–10
months, and from 11–12 to 12–13
months). In the standing position, mean
AIMS scores were significantly lower in
preterm infants than in full-term infants
throughout the entire study period from
1 to 2 months of age to 18 to 19 months
of age.

As a consequence of the above findings
in AIMS subscales, total AIMS scores
were significantly lower in preterm
infants than in full-term infants
(P�.0001) (Fig. 2). The difference
between groups was significant at each
age category (Tab. 1). Even after per-
forming a Bonferroni correction to adjust
for multiple comparisons, the differ-
ences between preterm and full-term
infants remained significant.

In preterm infants, the motor develop-
mental pattern did not differ significantly
between boys and girls at any monthly
age level or in total trajectory from 1 to
19 months. As expected, postnatal age
correlated positively with total AIMS
score (P�.001). The rate of mean
increase in total AIMS score by monthly
age level did not differ significantly
between preterm infants (3.42 points;
95% confidence interval [CI]�3.27,
3.57) and full-term infants (3.34 points;
95% CI�3.26, 3.43). A negative associa-
tion between total AIMS score and being
born small for gestational age in preterm

Table 1.
Distribution and Mean (SD) AIMS Scores of Full-term and Preterm Greek Infants
According to Monthly Age Level

Age
(mo)a

Full-term (n�1,038) Preterm (n�403)

PbBoys/Girls
AIMS Score
Mean (SD) n (%) Boys/Girls

AIMS Score
Mean (SD)

1–�2 14/16 9.1 (8.6) 11 (2.7) 4/7 4.4 (0.7) .006

2–�3 24/26 9.9 (2.0) 51 (12.7) 30/21 7.4 (1.5) �.0001

3–�4 49/26 12.7 (5.9) 43 (10.7) 30/13 9.6 (3.6) .001

4–�5 19/24 17.2 (2.7) 22 (5.5) 9/13 13.7 (3.6) �.0001

5–�6 36/18 23.5 (3.9) 39 (9.7) 26/13 17.9 (4.8) �.0001

6–�7 61/69 27.6 (4.8) 37 (9.2) 24/13 20.9 (7.2) �.0001

7–�8 71/42 32.6 (5.4) 21 (5.2) 10/11 26.2 (7.2) �.0001

8–�9 32/24 38.8 (6.4) 25 (6.2) 15/10 28.5 (9.6) �.0001

9–�10 49/38 44.6 (6.5) 32 (7.9) 22/10 37.8 (7.8) �.0001

10–�11 38/24 48.4 (5.6) 12 (3.0) 6/6 45.7 (7.8) .049

11–�12 26/22 50.6 (4.2) 16 (4.0) 11/5 45.6 (7.1) .015

12–�13 27/15 54.3 (1.8) 19 (4.7) 16/3 43.4 (9.3) �.0001

13–�14 28/12 56.0 (2.1) 12 (3.0) 9/3 51.4 (7.7) .0001

14–�15 21/19 57.1 (1.6) 13 (3.2) 9/4 49.7 (5.7) .0001

15–�16 16/20 57.9 (0.4) 15 (3.7) 12/3 49.1 (12.9) .019

16–�17 24/17 57.7 (0.9) 14 (3.5) 6/8 54.9 (1.8) �.0001

17–�18 22/16 57.9 (0.3) 8 (2.0) 5/3 53.8 (2.9) .005

18–�19 27/26 57.3 (5.2) 13 (3.2) 7/6 53.1 (8.6) .027

a Age was corrected for prematurity in preterm infants.
b Comparison of Alberta Infant Motor Scale (AIMS) scores between preterm and full-term infants.
P values derived by Student t tests.

Figure 2.
Mean total of the Alberta Infant Motor Scale (AIMS) score curves of 403 preterm infants
versus the 1,038 full-term infants.
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infants after adjusting for postnatal age
also was recorded (P�.03).

The distribution of neonatal morbidity
factors in the group of preterm infants is
shown in Table 2. After adjustment for
postnatal age and being born small for
gestational age, 3 neonatal morbidity fac-
tors were found to have a small, but sta-
tistically significant, negative influence
on total AIMS scores in hierarchical
regression analysis: RDS, IVH, and ROP
(Tab. 3). Specifically, the mean AIMS raw
score in preterm infants was decreased
by 1.93 (P�.0001), 0.97 (P�.008), and
1.12 (P�.012) points when there was an
increase of one level in the severity of
RDS, IVH, and ROP, respectively. In all
models studied (Tab. 3), postnatal age

and being born small for gestational age
were recognized as independent predic-
tors of total AIMS scores. Mean total
AIMS scores were not found to be asso-
ciated with bronchopulmonary dysplasia
(P�.900), whereas the association with
sepsis tended toward, but did not reach,
a statistically significant level (P�.075).

Discussion
To our knowledge, this is the first study
in which AIMS performance of a large
cohort of preterm infants was compared
with that of a reference sample of full-
term infants of the same nationality. All
previous relevant studies from other
countries, with the exception of one
small-scale study,23 compared AIMS
scores of preterm infants with Canadian
norm-referenced values derived from
full-term infants.21,22

The largest previous relevant study was
that of van Haastert et al, in 2006, which
included 800 Dutch preterm infants,
�32 weeks of gestational age, between 1
and 18 months of corrected postnatal
age.22 Although the number of infants
studied was approximately 2 times larger
than the number of infants in our study
population, the distribution of children
per month of evaluation was not normal,
with 549 (68.6%) out of 800 infants hav-
ing been assessed at 2 time points (at 6–7
and 15–16 months of corrected age).
Moreover, a number of infants were eval-
uated with the AIMS more than one time
during the 18-month period.22 The
authors concluded that gross motor
developmental trajectories of preterm
infants in the first 18 months of life are
lower compared with those in the origi-
nal Canadian full-term sample.22 In 2010,
Kayenne Martins Roberto Formiga and
Linhares also found lower AIMS scores,
from 1 to 12 months of corrected age, in
308 preterm infants born in Brazil at �37
weeks of gestation in comparison with
the established Canadian normative sam-
ple.21 In that study, preterm infants were
evaluated with the AIMS from birth to 12
months, but not thereafter.21 Only in the
study by Pin et al, in Australia, was the
AIMS performance of preterm infants,
�30 weeks of gestation, compared with
that of full-term infants of the same
nationality.23 The infants were longitudi-
nally assessed at 4, 8, 12, and 18 months

of corrected age. The preterm group
scored significantly lower at all 4 age
levels compared with the group of full-
term infants. However, the study popu-
lation consisted of only 46 preterm and
48 full-term infants, whereas preterm
infants with severe morbidity, such as
IVH of grade�III, ventriculoperitoneal
shunt insertion, seizures, or necrotizing
enterocolitis with abdominal surgery,
also were included.

As expected, the results of our study con-
firm that gross motor mobility, assessed
with the AIMS, is indeed inferior in pre-
term babies than in full-term babies, even
after correcting for the degree of prema-
turity. This finding is further strength-
ened by the fact that our preterm infants
were relatively “healthy,” as we
excluded neonatal diseases known to be
associated with increased risk for abnor-
mal motor development. Preterm infants
scored lower than full-term infants in all
4 AIMS subscales in the prone, supine,
sitting, and standing positions. They first
reached the full-term score in the supine
position and then in the prone and sit-
ting positions, whereas they scored sig-
nificantly lower in the standing position
up to the end of the evaluation period, at
19 months of corrected age. From the
above, it seems that preterm babies fol-
low the normal gross motor develop-
ment of full-term infants, but at a slower
pace. We suggest that adjusted AIMS
norms ideally should be used for proper
evaluation of preterm infants. Whether
each country should use AIMS norms
derived from its own preterm infant pop-
ulation or whether preterm infant norms
from other countries also would be
appropriate should be further studied.
Otherwise, the original Canadian sample
could be used, but preterm infants
should be expected to follow at least
their own lower percentile rank.

The evaluation of the impact of common
medical complications of prematurity on
AIMS performance in a large population
of preterm infants is also an original
aspect of this study. The negative associ-
ation of neonatal morbidity factors on
gross motor development of preterm
infants is in accordance with previous
studies that did not use Alberta assess-
ment tools.26,27 Although the change in

Table 2.
Distribution of Neonatal Morbidity Factors
in the Group of 403 Preterm Infantsa

Variable n %

Respiratory distress
syndrome

None 26 6.5

Grade I (no need
for intubation)

39 9.7

Grade II (CMV for
�3 d)

90 22.3

Grade III (CMV for
�3 d)

248 61.5

Intraventricular
hemorrhage

None 246 61.1

Grade I 86 21.3

Grade II 38 9.4

Grade III 33 8.2

Retinopathy of
prematurity

None 196 48.7

ROP �3 119 29.5

ROP �3 88 21.8

Bronchopulmonary
dysplasia

No 219 54.3

Yes 184 45.7

Sepsis

No 391 97

Yes 12 3

a CMV�conventional mechanical ventilation,
ROP�retinopathy of prematurity.
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R-square value, a way to evaluate how
much predictive power was added to the
model, was not large enough by the addi-
tion of RDS, IVH of grade �III, or ROP
(Tab. 3), it was statistically significant.
Postnatal age and being born small for
gestational age explained the largest per-
centage of variability in total AIMS scores
(Tab. 3).

Bronchopulmonary dysplasia was not
found to be significantly associated with
the motor outcome of the infants stud-
ied. Although it appears in the literature
that preterm infants with bronchopul-
monary dysplasia are at risk for neurode-
velopmental compromise,26 it also has
been reported that bronchopulmonary
dysplasia is not independently associated
with adverse neurodevelopmental out-
come, as its association with disability
was no longer apparent after adjusting
for the presence of other neonatal mor-
bidity factors related to prematurity.28,29

With regard to sepsis, its association with
motor development, in our study popu-
lation, tended toward, but did not reach,
a statistically significant level (P�.075).
Previous studies have shown that neona-
tal sepsis has a significant negative
impact on neurodevelopment.30,31 The
absence of a significant association
between sepsis and AIMS scores in our
study can possibly be attributed to the
small number of infants with sepsis, as
only cases of sepsis confirmed by posi-
tive blood culture were selected. In addi-
tion to morbidity factors found to be
associated with AIMS performance, the
differences in AIMS scores between our
preterm and full-term infants could pos-
sibly be attributed to other causes related
to hospitalization of preterm babies in
neonatal units, such as abnormal posi-
tion (ie, increased body extension),
reduction in movements as a result of
mechanical ventilation, invasive proce-
dures, and episodes of pain and stress,
which may contribute to altered
neurodevelopment.32–34

In conclusion, norms for Greek preterm
infants, �32 weeks of gestation, using
the AIMS, prove that preterm infants
exhibit inferior motor trajectories, from
1 to 19 months of corrected age, com-
pared with full-term peers of the same
nationality. Thus, adjusted AIMS norms

Table 3.
Results of Hierarchical Multiple Regression Analysis Showing Changes in AIMS Score by
Neonatal Morbidity Factorsa

Variable
Category or
Increment

Coefficient
b (95% CI) P R2 R2 Change

Significant
F Change

Model 1A �.0001 .843

Age 1 mo more 3.39 (3.24, 3.54) �.0001

SGA �10th vs �10th
percentile

–1.35 (–2.45, –0.24) .017

Model 1B �.0001 .853 .009 �.0001

Age 1 mo more 3.46 (3.32, 3.61) �.0001

SGA �10th vs �10th
percentile

–1.50 (–2.57, –0.43) .006

RDS 1 level more –1.93 (–2.70, –1.16) �.0001

Model 2A �.0001 .841

Age 1 mo more 3.39 (3.24, 3.54) �.0001

SGA �10th vs �10th
percentile

–1.52 (–2.63, –0.39) .008

Model 2B �.0001 .844 .003 .008

Age 1 mo more 3.40 (3.26, 3.55) �.0001

SGA �10th vs �10th
percentile

–1.54 (–2.65, –0.43) .007

IVH 1 level more �0.97 (–1.69, –0.25) .008

Model 3A �.0001 .842

Age 1 mo more 3.40 (3.26, 3.55) �.0001

SGA �10th vs �10th
percentile

–1.30 (–2.40, –0.20) .020

Model 3B �.0001 .845 .003 .012

Age 1 mo more 3.41 (3.27, 3.56) �.0001

SGA �10th vs �10th
percentile

–1.39 (–2.48, –0.29) .013

ROP 1 level more –1.12 (–1.99, –0.24) .012

Model 4A �.0001 .838

Age 1 mo more 3.39 (3.24, 3.54) �.0001

SGA �10th vs �10th
percentile

–1.37 (–2.48, –0.26) .016

Model 4B �.0001 .838 .000 .900

Age 1 mo more 3.39 (3.24, 3.54) �.0001

SGA �10th vs �10th
percentile

–1.37 (–2.48, –0.25) .016

BPD Yes vs No –0.09 (–1.36, 1.54) .900

Model 5A �.0001 .835

Age 1 mo more 3.40 (3.25, 3.55) �.0001

SGA �10th vs �10th
percentile

–1.46 (–2.57, –0.34) .01

Model 5B �.0001 .837 .001 .075

Age 1 mo more 3.39 (3.24, 3.53) �.0001

SGA �10th vs �10th
percentile

–1.37 (–2.48, –0.25) .017

Sepsis Yes vs no 3.83 (–0.38, 8.03) .075

a Including RDS (model 1), IVH (model 2), ROP (model 3), BPD (model 4), and sepsis (model 5), after
adjustment for postnatal age and being born small for gestational age (SGA), in the group of 403
preterm infants. AIMS�Alberta Infant Motor Scale, CI�confidence interval, RDS�respiratory distress
syndrome, IVH�intraventricular hemorrhage, ROP�retinopathy of prematurity,
BPD�bronchopulmonary dysplasia.
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ideally should be used for proper evalu-
ation of preterm infants. It is possible
that adjusted norms for the evaluation of
preterm infants should be derived from
each country’s own preterm infant pop-
ulation, but this issue needs to be further
studied. The significantly lower gross
motor maturity of preterm infants is asso-
ciated with some neonatal morbidity fac-
tors, including RDS, IVH, ROP, and being
born small for gestational age. Clinicians
should expect that common or mild mor-
bidity during hospitalization in the neo-
natal intensive care unit may affect
motor development of even “healthy”
preterm infants. Morbidity factors should
be taken into account in decision making
for early intervention or physical therapy
in these infants.
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