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“The management of meconium-staining
of the amniotic fluid in newborns in the
delivery room has evolved significantly
over the years.”

The management of meconium-staining of the amniotic fluid
(MSAF) in newborns in the delivery room has evolved significantly
over the years. In the past, the approach was relatively straight-
forward, with neonatologists, neonatal fellows, and pediatric resi-
dents frequently performing endotracheal intubation, especially in
cases where the meconium was thick and quick suctioning was
deemed necessary (1,2). It was commonly believed that meco-
nium aspiration occurred during the intrapartum period before the
obstetrician and neonatology team could intervene with suctioning
and delivery (see figure) (1,2).

“No longer is oropharyngeal or
nasopharyngeal suctioning routinely
performed before the delivery of

the shoulders, nor is amnioinfusion
commonly used to dilute the meconium.”

Interestingly, examining the literature spanning the last 50
years reveals substantial changes in management practices on
the obstetrical side. No longer is oropharyngeal or nasopha-
ryngeal suctioning routinely performed before the delivery of
the shoulders, nor is amnioinfusion commonly used to dilute
the meconium (1-5). This shift underscores the dynamic nature
of medical practices in response to evolving evidence and ad-
vancements.

On the neonatal side, recent updates from the American Acade-
my of Pediatrics (AAP) Neonatal Resuscitation Program (NRP)
textbook, along with insights from prospective randomized
studies involving both vigorous and non-vigorous newborns
with MSAF, have led to changes in recommendations. Tracheal
suctioning is no longer the default approach unless there is a
clear indication of airway obstruction due to thick meconium
(3-5). It is important to note that while this approach is recom-
mended, the level of certainty attached to the recommendation
is considered low, supported by some available data (3).

Conversations with practicing obstetricians and neonatologists
corroborate this changing landscape. Obstetricians now tend
to avoid suctioning before the delivery of the shoulders, and
the neonatology team rarely resorts to intubation for tracheal
suctioning. This transformation in clinical practice highlights the
impact of research, collaboration, and evolving guidelines on
the ground level of medical care (WH).

“Obstetricians now tend to avoid
suctioning before the delivery of the
shoulders, and the neonatology team
rarely resorts to intubation for tracheal
suctioning. This transformation in
clinical practice highlights the impact
of research, collaboration, and evolving
guidelines on the ground level of
medical care.”

The references provided offer further insight into this evolution,
such as the combined obstetrical and pediatric approach proposed
by Carson et al. in 1976 (1), Cleary and Wiswell's comprehensive
exploration of meconium aspiration syndrome in 1998 (2), Wiswell
et al.'s pivotal collaborative trial on delivery room management of
meconium-stained neonates in 2000 (4), and more recent studies
like Kalra et al.'s investigation into neonatal outcomes in cases
of non-vigorous neonates with MSAF (5). These references un-
derscore the progression of medical knowledge and the adaptive
nature of medical practitioners in response to emerging evidence.

In conclusion, managing meconium-stained amniotic fluid in new-
borns has undergone substantial changes. While the approach
to obstetrical and neonatal care has evolved, these changes are
rooted in ongoing research, collaborative efforts, and evidence-
based updates to clinical guidelines. This dynamic process re-
flects the commitment of healthcare professionals to provide the
best possible care to newborns and their mothers.
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