
Primitive Reflexes: When They Appear and Fade

What primitive reflexes are

Primitive reflexes are stereotyped, involuntary motor responses to particular
stimuli. They are mediated largely by the brainstem and spinal cord, although
their expression also depends on muscle tone, sensory input, arousal state, and
the integrity of higher motor pathways. In a healthy newborn, these responses
support survival and early interaction: rooting and sucking help with feeding,
grasping promotes contact, and the Moro response rapidly mobilizes the infant
after a perceived loss of support.

These reflexes are not evidence that a baby is choosing to move in a particular
way. A newborn may briefly open the hands, flex the limbs, or turn toward a
touch without conscious intent. As cortical control and coordinated motor
pathways mature, spontaneous movement becomes more varied and purposeful.
Reflex responses may then be inhibited or incorporated into voluntary actions
rather than simply disappearing in an absolute sense.

Clinicians assess primitive reflexes as part of a broader neurologic
examination. They consider whether a response is present, appropriately
coordinated, symmetrical on both sides, and consistent with the infant’s
gestational and postnatal age. A single observation is rarely meaningful in



isolation. Crying, hunger, fatigue, illness, medications, temperature, and the
examination technique can all influence how a reflex appears.

Common reflexes and their usual timing

The following ranges describe typical patterns, not rigid deadlines. Healthy
infants can show considerable variation, and the timing of integration should
be interpreted in context.

Rooting reflex: Touching the cheek or corner of the mouth usually causes the
infant to turn toward the stimulus and open the mouth. It is present at birth
and generally becomes less prominent by about 3 to 4 months, although
feeding-related responses continue to develop.
Sucking reflex: Contact with the palate or nipple triggers rhythmic sucking. It
is present from birth, though coordination of sucking, swallowing, and
breathing may be less mature in preterm infants. Reflexive sucking becomes
increasingly integrated with voluntary feeding during the first months.
Moro reflex: A sudden change in support or unexpected stimulus can cause arm
extension and abduction, opening of the hands, followed by flexion and
adduction, sometimes with crying. It is present at birth and usually fades by
approximately 4 to 6 months.
Palmar grasp: Pressure in the palm produces finger flexion around the object or
finger. This response is present at birth and commonly diminishes by about 4 to
6 months as reaching and intentional grasping develop.
Stepping reflex: When held upright with the soles lightly contacting a firm
surface, a newborn may make alternating stepping movements. It is present early
in life but often fades during the first 1 to 2 months, before later
reappearing as a voluntary walking-related skill.
Babinski response: Stroking the lateral sole may produce extension of the great
toe and fanning of the other toes. An extensor response can be normal in
infants because corticospinal pathways are still maturing. It often becomes
flexor, or less clearly extensor, by roughly 12 to 24 months.

These ranges overlap and should not be used as a home-based pass-or-fail
checklist. The same reflex may be difficult to elicit on one occasion and
readily visible on another.

Why reflexes fade as babies mature



Reflex integration reflects neurologic maturation rather than the loss of an
important function overnight. Early motor behavior is dominated by automatic
responses. Over time, descending pathways from the cerebral cortex exert
greater inhibitory and organizing control over brainstem and spinal circuits.
Muscle tone becomes better regulated, the infant gains head and trunk control,
and movements become more selective.

This transition can be seen in everyday behavior. A newborn’s grasp may
initially close around an adult finger without intentional release. Later, the
infant begins to look at an object, reach toward it, hold it, and release it
deliberately. Similarly, the Moro response becomes less obvious as the baby
develops improved postural control and can respond to sudden changes with more
organized movements.

Reflexes do not need to vanish from every movement for development to be
normal. A baby may startle occasionally well beyond the period when a full Moro
pattern is expected, especially in response to a loud sound or sudden handling.
The clinical question is usually whether a clearly primitive pattern remains
dominant, is unusually strong, or interferes with emerging skills.

Caregivers observing newborn reflexes and behavior may notice that responses
vary according to sleep-wake state. A quiet, alert infant may move differently
from a crying or deeply sleeping infant. This variability is expected and is
one reason trained examination is more useful than repeated informal testing.

Prematurity and corrected age

Gestational age matters when considering primitive reflexes. A premature infant
may have less mature tone, weaker coordination, or a different reflex profile
than a term newborn of the same chronological age. The nervous system continues
to mature after birth, so clinicians may use corrected age, calculated from the
estimated due date, when discussing developmental expectations during early
infancy.

Research involving premature healthy newborns has found that the disappearance
of some primitive reflexes can occur later than in term infants, with timing
also varying between individual reflexes. A delayed pattern does not



automatically indicate neurologic disease. Feeding history, respiratory course,
birth complications, growth, tone, spontaneous movement, and the infant’s
overall developmental trajectory are all relevant.

Parents and clinicians should therefore distinguish chronological age from
corrected age for preterm babies. A pediatrician, neonatologist, pediatric
neurologist, or developmental specialist can explain which age reference is
being used and whether follow-up is appropriate. Developmental surveillance is
particularly valuable for infants who were very premature or had a complicated
neonatal course.

Variation is also possible among full-term infants. Some babies have a strong
startle response, while others show subtle movements. What matters most is the
pattern over time and whether both sides of the body participate similarly.

When an atypical reflex pattern needs attention

Primitive reflex findings can be clinically important when they are absent when
expected, persist well beyond the usual window, are markedly exaggerated, or
are clearly asymmetric. An absent response may reflect an issue with sensory
input, peripheral nerves, muscles, spinal pathways, brainstem function, or the
infant’s state during examination. Persistence may indicate delayed maturation
or dysfunction affecting descending motor control. These possibilities cannot
be determined from a caregiver’s observation alone.

Asymmetry is especially worth reporting. For example, the arms may not move
equally during a startle response, or one hand may remain consistently more
closed than the other. Persistent infant movement asymmetry can have many
explanations, including positioning, discomfort, an injury, or a neurologic
problem. It should be assessed rather than interpreted through online age
charts.

Contact the baby’s healthcare professional if you notice a reflex that is
absent on repeated routine observations, consistently differs between sides,
seems unusually forceful, or continues to interfere with feeding or movement.
Prompt medical attention is appropriate if unusual movements occur with
breathing difficulty, blue or gray coloration, loss of responsiveness, repeated
stiffening or jerking, marked weakness, or a sudden loss of previously acquired



abilities.

A clinician may repeat the neurologic examination, review birth and medical
history, assess tone and spontaneous movement, and monitor progress over time.
Depending on the findings, the next step may be routine surveillance, a
developmental evaluation, or referral to a specialist. A concern about one
reflex does not by itself establish a diagnosis.

How caregivers can observe safely

Caregivers do not need to reproduce clinical maneuvers at home. Deliberately
startling a baby, pulling on the arms, pressing the soles, or placing an infant
in an unsafe upright position can cause distress or injury and may produce
misleading results. Instead, observe naturally during feeding, dressing,
carrying, and supervised floor play while the baby is awake and comfortable.

Useful observations include whether the baby turns toward a feed, coordinates
sucking and swallowing, moves both arms and legs, opens and closes the hands,
and gradually develops more purposeful reaching. Note the date, situation, side
involved, and whether the behavior recurs. A short video captured during an
ordinary episode may help a clinician, provided recording does not delay urgent
care.

Routine visits provide opportunities for pediatric developmental screening and
neurologic examination. Bring questions even when the infant otherwise seems
well. Clinicians can place a reflex finding within the larger sequence of head
control, rolling, reaching, feeding, social responsiveness, and growth. This
broader view is more informative than focusing on a single reflex age.

Supportive care includes safe handling, responsive feeding, adequate
opportunities for awake movement, and supervised tummy time while awake when
recommended by the baby’s healthcare professional. These activities do not
force reflexes to disappear; they give the developing nervous system
opportunities to practice strength, coordination, and postural control.


