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Summary 

A female pre-term infant was delivered to a teenage 
mother who had fresh "meconium-stained" liquor 
during labour. At resuscitation, the baby had copious 
amount of greenish effluent coming from and also 
sucked out of the pharynx and stomach. She was 
subsequently diagnosed as having ileal atresia; the 
initially thought "meconium stained" liquor was the 
result of in-utero bilious vomiting, secondary to the 
intestinal obstruction. She had resection of the atretic 
bowel and end to back anastomosis; she died 24 days 
post-operat ivcly. 

Resume 

Un enfant femcllc premature est accouchee chez une 
mere adolescente qui avail " l e liquidc amniotique 
colore de meconium" pendant 1'accouchement. 
Pendant la ressuscitation, Pcnfant avail de copieux 
liquide vertc, fluant du phamyx et de Peslomac. Elle 
etaii en fin diagnostiquee d'avoir Patresie de Pileon; 
le liquide pris au debut d'etre "colonS de meconium" 
etait la consequence de vomissement bilieux in utero, 
a cause de P obstruction intestinale. Ella avail la 
resection de Patresie et une anastomose; elle mourait 
24 jour apres P operation. 

Introduction 

II is widely accepted that meconium-stained liquor is 
a classic, sign of fetal distrcss/hypoxia; this liquor 
which may be green or brown fills the pharynx and 
stomach and in some cases the trachea and bronchial 
tree. Its presence will therefore necessitate prompt 
tracheal aspiration under direct vision before 
subsequent ventilation of the newborn baby, in order 
to prevent meconium-aspiration syndrome. There 
have however been some cases of bilious vomiting 
reported in England occurring in utero, misdiagnosed 
as meconium-stained liquor. As far as I am aware, 
this is the first case report in Nigeria. The case 
concerns a female child with ileal atresia who 
presented with in utero bilious vomiting which was 

misdiagnosed as maternal "meconium-stained" 
liquor. The child was subsequently found to have 
ileal atresia. 

Case report 

A 2.1kg female baby was delivered at 34 weeks of 
gestation to an 18-year old primigravida; the 
pregnancy was uneventful and there was no 
polyhydramnios. Antenatal ultrasound scan was not 
performed. Labour lasted 7 ' /2 hours, the membranes 
having ruptured spontaneously 45 minutes before 
delivery. The liquor was said to have been 
"meconium-stained" and there was intra-partum 
maternal pyrexia of 39°C. There was no birth 
asphyxia. On suctioning, fresh "mecon ium" was 
aspirated from the pharynx; ther was no 
"meconium" below the vocal cords. Immediate 
transfer to the Special Care Baby Unit was effected 
because of probable septicaemia (based on maternal 
intra-partum pyrexia) and the low birthweight. 
Examination revealed a female neonate with normal 
facies. There was abdominal distension, with visible 
bowel loops but no organomegaly. The anus was 
perforate and rectal examination revealed a normal 
sphincteric tone with no rectal anomaly detected; 
"meconium" was found on the examining finger. 
The examination of the other systems was normal. 
The management consisted of continuous gastric 
decompression by a naso-gastric tube, nil orally and 
intravenous fluid (glucose 7gm/kg/day i.e. 10% 
glucose with the electrolytes added on day 2, 
anti-biotics, cloxacillin i/v and gentamicin i/m at the 
standard doses and frequencies). The baby did not 
open her bowel till the 6th day of life when she 
passed pellet-like dark stool. The initial suspicion of 
septicaemia was confirmed by the isolation of 
Staphylococcus aureus from the culture of blood 
taken on day 1 of life. Erect abdominal X-rays done 
on the 6th day of life showed gaseous distension and 
few air fluid levels. A diagnosis of ileal obstruction 
was made and at operation on the 7th day of life, two 
mid-ileal atretic portions separated by a 5cm 
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collapsed loop were found. The gut was normally 
rotated, there were no congenital bands but there was 
microcolon. Excision of the atretic ileum and the last 
lOcms of the distended loop and an end to back 
anastomosis were carried out. 

Postoperat ively, the condition worsened due to 
the overwhelming septicaemia and the 
non-availability of total parenteral nutrition (which 
entailed the use of glucose at 7-12gm/kg/day only). 
Additionally, there was also the complication of 
wound dehiscence following infection. The baby 
died on the 24th day postoperatively. 

Discussion 

The presence of meconium stained liquor is an 
ominous sign of fetal distress and it necessitates 
tracheal aspiration under direct vision, in order to 
prevent meconium aspiration syndrome or reduce the 
severity of the disease! 1 J. Occasionally however this 
may not really be meconium stained-liquor as borne 
out by two recent reports from England(2,3J. The 
baby reported here was delivered vaginally and the 
liquor was thought to be meconium-stained; 
subsequent review revealed this to be bile- stained 
vomiting, secondary due to ileal atresia. 

Pointers to the presence of intestinal obstruction 
in the newborn include emesis of bile, abdominal 
distension and failure to evacuate meconium in the 
first 24 hours of life(4). Other signs, though more 
subtle, include respiratory difficulty, excessive 
salivation, the presence of an abdominal mass, 
jaundice (within 24 hours of birth) and lethargy. The 
reported case presented with copious amounts of 
bilious aspirate (initially thought to be fresh 
meconium) and abdominal distension which was 
attributable to the neonatal septicaemia. Although 
there are many causes of vomiting in the newborn, 
any neonate who vomits bile-stained material should 
be investigated for intestinal obstruction. 
Additionally, non-passage of true meconium stool in 
the first 24 hours of life should lead one to suspect an 
intestinal obstruction. However, the presence of stool 
does not rule out the possibility of an obstruction, as 
evidenced by this case under report. Despite this, the 
erect abdominal X-ray showed three fluid levels and 

the pre-operative diagnosis of ileal obstruction was 
confirmed at operation. Clinical observations and 
experimental studies in animals suggest that 
jejuno-ileal atresias are the results of late 
intra-uterine mesenteric vascular accidents(4]. The 
atresia may be discrete, involving a short segment of 
the ileum, or it may be multiple. 

This case is reported to alert health workers 
caring for the newborn, especially Obstetricians and 
Paediatricians, to the problem of mistaking 
bile-stained vomiting for "meconium-stained" 
liquor, as delay in diagnosis and treatment may 
adversely effect the outcome. Hence all babies, 
having bile-stained vomiting should have a minimum 
of plain abdominal X-ray or ultra-sound examination 
of the abdomen if this is available. A plea is also 
made for routine antenatal ultrasound of all pregnant 
women irrespective of the quantity of the amniotic 
fluid; by so doing many congenital abnormalities 
may be diagnosed early and management planned 
even before the birth of the baby. 
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All manuscripts should be addressed to the Editorial 
Office of The African Journal of Medicine and 
Medical Sciences, Postgraduate Institute for Medical 
Research and Training, College of Medicine, 
University College Hospital, Ibadan, Nigeria. 

Manuscripts are accepted subject to the 
understanding that no substantial part has been or 
will be published elsewhere. This does not refer to 
abstracts of oral communicat ions which are printed 
in proceedings of societies or symposia . 
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The Editor does not accept responsibility for damage 
or loss of papers submitted. 

A processing fee of N200.00 per article will be 
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Manuscripts, in English language, should be 
submitted typed double spaced and with at least 2.5 
cm margins all around. 

On a single separate sheet there must be the 
following: (a) title, (b) author ' s name and initials, (c) 
department/s in which the work was done, (d) the 
name and address of the author to whom 
correspondence should be addressed, (e) author 's 
present address if different from the department/s in 
which the work was done, ( 0 if paper was presented 
at a meeting, please indicate name of organization, 
city, month and year. 

Titles should be short, specific and clear. Omit 
phrases such as 'The use o f , 'Observations on ' . 
Authors should provide a shorter running title and up 
to six key-words. Manuscripts must be accompanied 
by a summary not exceeding 200 words. The 
summary will be translated into French by the 
journal office at a cost to the author. Currently the 
fee for translation is N200.00 non- refundable, which 
shall be forwarded by a bank draft to accompany the 
manuscript when found acceptable for publication. 
Figures and photographs must be submitted as glossy 
prints, untrimmed and unmounted. Each should be 
numbered with pencil lightly on the tiack with the top 

indicated. The numbers of photographs and 
illustrations should be kept to a minimum. The 
legends for figures and tables which should be 
numbered with arabic numerals should appear on a 
separate page. 

Publication of colour transparencies submitted 
must be paid for by the author at the time of 
acceptance. 

All details on charts and graphs must be clearly 
legible when reduced to the size used in this Journal. 

The onus of preparing a paper in a suitable form 
for publication rests with ihc author. The need for 
editorial revision of badly prepared type-scripts or 
diagrams may lead either to rejection of Ihe article or 
delay in publication. 

This Journal has agreed to accept manuscripts 
prepared in accordance wilh the Vancouver style and 
the Editor will consider only papers conforming to 
this style. 

References should be numbered in the order in 
which they are cited in the text. At the end of the 
article the references should be listed as numbered in 
the text. Each reference should give the names and 
initials of all authors (unless there are more than six, 
when only the first three should be given, followed 
by et al.). The authors' names should be followed by 
the title of the article, the journal title (abbreviated 
according to the style of Index Medicus), the year of 
publication, the volume number and the first and last 
page numbers. Titles of books should be followed by 
the publisher, place of publication, and year. 
Examples of format for references are as follows: 
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Immunopathology of burkitt 's lymphoma. 
West Afr. Med. J. 1986; 85: 76-87. 

Brown A. Primary Health Care and the Medical 
Curriculum. Edinburgh: Universities Press, 
1977. 

Lewis A. Primary liver cell carcinoma. In: Ajose A. 
Odcku EL, eds. Priorities in Health Planning. 
Ibadan: University Press, 1983: 110-7. 

Reference to tables should be in Arabic 
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from the text. 
Proof corrections are expensive and correction of 

proofs other than printers* errors should be kept to a 
minimum. Authors must return proof corrections 
within 3 days of receipt. Failure to do this will result 
in the paper being published with the Editor 's 
corrections only. 

Papers accepted for publication remain the 

copyright of the Journal. 
Offprints may be ordered on the printed card 

which will be sent to the author with the proofs. 
Six journal pages will be printed at no cost to the 

author. Extra pages will attract page printing charges 
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