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INTRODUCTION

INTRODUCTION

Preterm birth, defined as childbirth occurring at
less than 37 completed weeks or 259 days of

gestation, is a major determinant of neonatal
mortality and morbidity and has long-term adverse
consequences for health (Wang, 2004). The morbidity
associated with preterm birth often extends to later life,
resulting in enormous physical, psychological and
economic costs (Petrou, 2005). Of all early neonatal deaths
(deaths within the first 7 days of life) that are not related to
congenital malformations, 28% are due to preterm birth.
Preterm birth rates have been reported to range from 5% to
7% of live births in some developed countries, but are
estimated to be substantially higher in developing countries
(Lawn, 2006).

Neonatal sepsis is a single most important cause of
neonatal deaths in the community, accounting for over half
of them. If diagnosed early and treated aggressively it is
possible to save most cases of neonatal sepsis
(Balachandran et al, 2006). Neonatal sepsis is defined as a
clinical syndrome characterized by signs and symptoms of
infection with or without accompanying bacteremia in the
first month of life. Incidence of neonatal sepsis in
developed countries is 2.2-8.6 per 1,000 live births
(Shankar, 2008).
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Neonatal sepsis can be classified into two sub-types
depending upon whether the onset of symptoms is before
72 hours of life (early onset) or later (late onset). Early-
onset infections are caused by organisms prevalent in the
maternal genital tract or in the delivery area. Risk factors
for early-onset sepsis include prematurity, low birth weight,
premature and prolonged rupture of membranes, maternal
fever, uroinfection and chorioamnionitis(Chacko, 2005)

Necrotizing enterocolitis  is a medical condition
primarily seen in premature infants, where portions of the
bowel undergo necrosis. It is the second most common
cause of morbidity in premature infants and requires
intensive care over an extended period (Panigrahi, 2006).
Its incidence varies between 0.3 and 2.4 infants/1000 births
and between 7-11% (range 3-22% in individual nursery
data) amongst infants of less than 1500 g. Male and female
are equally affected. There is a sharp decrease in its
incidence around 35-36 weeks of post-conceptional age.
The age of onset is inversely related to birth weight and
gestational age. NEC mortality varies between 9-28%.
(Caplan, 2004). Initial symptoms include feeding
Intolerance, increased gastric residuals, abdominal
distension and bloody stools. Symptoms may progress
rapidly to abdominal discoloration with intestinal
perforation and peritonitis and systemic hypotension
requiring intensive medical support.
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Intraventricular haemorrhage occurs frequently in
premature neonates. Large haemorrhages cause post-
haemorrhagic ventricular dilatation, often requiring
permanent cerebrospinal fluid diversion. Elevated
intracranial pressure, inflammatory cytokines and peri-
ventricular white matter distortion causesignificant and
permanent  neurological  disability.  Intraventricular
haemorrhage (IVH) remains animportant problem in
neonatal care. Improvements inneonatal care have led to a
persistent decline in themortality associated with
prematurity. Althoughadvances in neonatal care have
reduced the incidence of IVH in premature neonates,
overall rates of IVH have generally been in the 20 to 25%
rangeover the last two decades (Horbar, 2002).

The role of laboratory results and their notification of
critical values in diagnosis of different neonatal morbidities
can sometimes be crucial in the management of the
patient.(Plebani, 2010).There are a variety of tests which
are helpful for screening of neonates with sepsis,
necrotizing enterocolitis &intaventericular hemorrhage.

There is a growing body of clinical evidence
suggesting that platelets play an important role in the
inflammatory response. Multiple inflammatory factors such
as chemokines, cytokines and coagulation factors are
secreted by platelets, which increase in size when they are
activated.
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Circulating platelets may differ in size and
hemostatic potential (Van der Loo, 1997). Larger platelets
contain more granules and produce greater amounts of
vasoactive and prothrombotic factors, such as thromboxane
A2, serotonin and ATP; they aggregate more rapidly under
the stimulus of agonists, such as ADP, collagen and
adrenaline; and finally; they express a greater number of
adhesion molecules, such as P-selectin and GplIb11la(Bath,
1996). All this leads to greater hemostatic efficiency: in
fact, increased mean platelet volume (MPV) values are
associated with shortened bleeding times (Martin, 1983).
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The aim of this work is:

70 assess the correlation between mean platelet volume and the

Toccurrence of various morbidities of prematurity; neonatal

sepsis, necrotizing enterocolitis and intraventricular
hemorrhage.



