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Abstract

The study was conducted to study the clinical profile of babies and their mothers with me-
conium stained amniotic fluid at birth. All babies born with meconium stained amniotic
fluid (MSAF) at Jawaharlal Nehru Medical College Hospital, Aligarh Muslim University
Aligarh from July2010 to December 2010 wer e included in the study. Out of 172 babieswith
MSAF, 31 developed Meconium Aspiration Syndrome (MAS)while 141 did not. For both
the groups, the case records of the babies and their mothers were retrospectively studied
and compared using univariate analysis and multiple regression analysis. The incidence of
M SAF was 9.8% and of MAS was around 1.8%.The characteristics of the babies associated
with increased risk of MAS were low Apgar score at 5 minutes and presence of respiratory
distress soon after birth. No significant maternal risk factor was identified. Practising stan-
dard delivery guidelines, meticulous resuscitation at birth and vigilant monitoring of dis-
tressed babiesimmediately following birth may bring down theincidence of MAS.
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Introduction these 5% of babies born through meconium stained-am
otic fluid land up in MAS. The risk factors for Eage of

The passage of meconium in utero is a potentiafgat- me_conium i_n utero, and 'Fhe progression of mecon?um
ening perinatal problem. The detection of meconiunftained babies to cases with MAS have been exelgsiv
stained amniotic fluid is a cause of concern baihtfie ~ Studied in the past[3,4,5] The present study ainevalu-
obstetrician and the attending pediatrician. Theonaim  ating the clinical profile of the babies and motherith
may be aspirated by the fetus if he makes gasfifoge Meconium stained amniotic fluid.

in utero or during and after the birth of the newbhd his

in turn may lead to meconium aspiration syndrome\]ethod

(MAS) by obstruction of airways by meconium, lods o

lung surfactant and chemical pneumonitis. The wsio Type of Study Retrospective study
cycle of hypoxemia, shunting, acidosis and pulmgnar _ _
hypertension is frequently associated with MAS amay  Place of study NICU of a tertiaryeospital

be difficult or impossible to treat successfulhhefefore

the aim of intervention in the delivery room sholdd Material

directed to reduce the incidence and severity of me

conium aspiration. All babies born with meconium stained amniotic dlui
over a six month period were included in the stuthye

MAS is an important cause of respiratory distresshie details of the baby at birth and the clinical ceuns the

newborn. Optimal care for an infant born throughA#S hospital were included in the predesigned proforiitee

involves cooperation between the obstetrician aeuige  details of the mother regarding her particulars earibus

trician, each with separate but significant role.[1 clinicosocial factors were also entered in the gmog.
Neonates with consistent CXR findings whose regpmiya

Meconium stained amniotic fluid occurs in 7- 22% ofdistress could not otherwise be explained werenddfas
pregnancies especially term and post term [1,2} @u MAS.
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Inclusion criteria: All babies born through mecaniu otic fluid as well as MAS (90/82; 17/14 respectiel
stained amniotic fluid Majority of the babies were weighing above 2.5 kg
(102/172, 59%). Out of 31 babies with MAS, 30 devel
Results oped respiratory distress soon after birth and dmeel-
oped after a few hours. 12 babies without MAS resgir
During the period of study from July 10 to Decemi@r ratory distress soon after birth which later sdtded was
there were 1748 deliveries. Out of these, 172 wera  attributed to delayed physiological adaptationdeihg
through meconium stained amniotic fluid (9.8%). Argo birth. Almost all babies with MAS had low Apgar seat

meconium stained babies 31 developed MAS (1.8% of minute. There was no difference in the mode bVeley
total deliveries) or in the period of gestation between babies withSV

and MSAF alone. The study of clinical profile oftiies
The clinical attributes of the babies and the metlage as with MAS (as shown in table 3 and Figure 2) fouhd t
shown in Table 1 and Table 2. The male to femate ra presence of peripheral circulatory failure (PCRKpdgly-
was close to 1:1 for babies with meconium staimadia ~ cemia and sepsis as important co morbid conditions.

Table 1. Table showing clinical profile of babies with MAS and MSAF alone

M SAF with MAS(31) M SAF alone (141)
Sex Male/ female 17/ 14 73/ 68
Weight <=25kg 18 52
> 2.5kg 13 89
Respiratory distress at 0 hr Present 30 12
Absent 1 129
MOD ND 16 74
LSCS 15 67
AS 17 <=5 30 30
>5 1 111
AS 5’ <=5 15 3
>5 16 138
Gestation < = 37 weeks 13 39
> 37 weeks 18 102
Table 2. Table showing clinical profile of motherswith MAS and MSAF alone
M SAF with MAS M SAF alone
Maternal age <=30 24 128
> 30 7 13
Parity <=2 16 99
>2 15 42
Hypertension Present 11 25
Absent 20 116
Anemia Present 21 87
Absent 10 54
ANCuvisits Present 16 104
Absent 15 37
Risk for sepsis Present 27 67
Absent 4 74

The maternal data of babies with MAS and MSAF alone and other risk factors for sepsis in the mothervieund
was also compared. The results are as shown i Babl  to be significant. However on doing the multiplgikiic
The effect of maternal age, parity, presence oehgn- regression analysis, only low apgar score at 5 teiand
sion, anemia, risk for sepsis and ANC visits waslied. respiratory distress at zero hr came as signififzators
On doing univariate analysis, presence of hypeidans for MAS.
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Table 3. Logistic regression

S. No. Variable SE P

1 Sex 1.2 0.10
2 Anemia 1.2 0.15
3 RFS 1.8 0.12
4 HTN 1.3 0.81
5 MOD 14 0.22
6 ANC 1.3 0.24
7 Resp distress 2.5 0.001
8 Parity 1.2 0.55
9 Maternal age 1.9 0.29
10 Apgar’s score(1") 1.8 0.97
11 Apgar’s score(5) 1.8 0.03
12 B wt 14 0.48
13 Gestation 1.3 0.44
14 Social class 1.4 0.14

Table 4. Showing the presence of co morbid conditions in babies with MAS

MSAF with MAS MSAF alone
Risk for sepsis 30 (97%) 1 (0.7%)
Sepsis 11 (35%) 20 (14%)
Increased respiratory rate* 10 (32%) 16 (12%)
Hypoxia 19 (61%) 12 (8.5%)
Grunting* 23 (74%) 3 (2%)
Hypoglycemia 15 (48%) 16 (11%)
Hypocalcemia 5 (16%) 26 (18%)
Acute renal failure (ARF) 8 (25%) 23 (16%)
Sclerema 1 (3%) 30 (21%)
Peripheral circulatory failure (PCF) 21 (68%) %)
Polycythemia 5 (16%) 26 (18%)
Hyperbilirubinemia 6 (19%) 25 (17.7%)
Gastrointestinal hemorrhage (Gl hge) 1 (3%) (2300)
Pulmonary bleeding (pulm hge) 5 (16%) 26 (18%)
» 5babieswerein secondary apnea
PUL hg J.| )
Gl hg
HBN I
polycythemia | )
Sepsis J
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Figure 2. Shows relative proportions of various comorbid conditions in neonates with MAS
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Discussion Conclusion

cooperation between the obstetrician and pediatrici €ither low Apgar score at 5 min or developed respiy
each with separate but imperative roles [1,3,6,7] distress immediately after birth. The progressmiMiS
The incidence of meconium stained amniotic fluid #s N babies with MSAF was not associated with anyemat
progression to MAS has been extensively studiethén nal clinicosocial factors studie&tandard delivery guide-
past. We found the incidence of meconium stainedi-am lines, meticulous resuscitation at birth and vigfilenoni-
otic fluid and MAS as 9.8%. out of these around 18940ring of distressed babies immediately followingttb
progressed to MAS. In the study by swain et al,iice ~ May bring down the incidence of MAS.

dence of MSAF was 13.97% and that of MAS was 8.57%

[8] The increased incidence of MAS cases foundun o References

study could be due to high incidence of co morlag-s
Sis(35%) in our study group.
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We also noted similar findings with no maternaltéec  The study was a purely institutional work and no grants
found to be significantly associated with MAS. were received from anywhere
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