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ABSTRACT 

Meconium peritonitis is defined as aseptic chemical 
inflammation caused by an intrauterine bowel perforation. Its 
incidence is 1 in 35,000 live births. We present a case of 
meconium peritonitis presented at second day of postnatal life 
with isolated gross fetal ascites. Exploratory laprotomy was 
performed, suggestive of gross ascites with fecal contamination 
and perforation at terminal ileum for which ileal resection with 
double barrel ileostomy had been done. Postoperatively patient 
condition had improved and discharged. We would like to 
highlight this rare presentation of meconium peritonitis 
following intrauterine bowel perforation in fetus. 
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INTRODUCTION 
Meconium peritonitis is defined as aseptic chemical 
inflammation caused by an intrauterine bowel 
perforation. Its incidence is 1 in 35,000 live     
births.1,2 The underlying causes of bowel 
perforation include intestinal atresia, midgut 
volvulus, intussusception, congenital bands, 
meconium ileus, internal hernias, viral infection 
(CMV, Parvo), Hirschprung’s disease and cystic 
fibrosis.2-4 Overall mortality rates have drastically 
decreased with earlier prenatal diagnosis and 
improved perinatal care.3 

CASE REPORT 
A male baby born through spontaneous vaginal 
delivery by 27 yrs old G2P1L1 mother at 36 weeks 
of gestation with birth weight of 3 kg was referred 
to our centre at 26 hour of life for abdominal 
distension since birth. At presentation at our centre, 
baby’s HR was 160 / min, temp of 98.2 F, RR of 56 
/ min, sick looking with gross abdominal distension 
with prominent veins. Rest of the systemic 
examination was normal. Antenatal USG was done 
at 35 weeks of gestation was suggestive of 
echogenic foetal ascites. The blood group of both 
mother and baby was 0 +ve. Mother serology done 
for rubella, herpes and CMV was negative for IgM 
antibody. Mother had no other history suggestive of 
any other systemic illness and not under any 
medication. Baby was kept NPO, nasogastric tube 
under free drain and started on broad spectrum 
antibiotics as per NICU protocol. 

On further evaluation, USG abdomen was 
suggestive of gross ascites with internal echoes 
with right sided inguinal hernia. The X-ray 
abdomen erect and supine view showed paucity of 
gas shadows (Figure 1). On laboratory examination 
haemoglobin was 17.3 g/dl, TLC of 7800 with 
N67L27, platelets of 3,85,000 and CRP of 96. 

The serum electrolytes (Na / K) were 139 / 5.9 
mmol/L respectively. Liver function tests showed 
total protein of 5 gm/dl with albumin of 3.1 gm/dl. 
The ALT / AST / ALP were 15 / 56 / 169 U/L 
respectively with prothrombin time of 15 sec and 
INR of 1.12. Diagnostic tapping of ascitic fluid was 
done suggestive of exudative finding with TLC 
1200, N80L20, total fluid protein 2.2 with albumin 
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Figure 1.  Preoperative abdominal x-ray supine 

Figure 2. CT scan abdomen 
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of 1.7 gm/dl and triglyceride of 20. The 
Echocardiography done was normal and baby’s 
serology for HbsAg, HCV and HIV were negative. 
Due to diagnostic dilemma CT scan of abdomen 
was done which showed gross fluid collection with 
internal content with air fluid level with thickened 
and enhancing surrounding peritoneum with 
centrally and right side located small bowel loops 
with compression of liver and splenic parenchyma 
along with multiple foci of calcification noted in 
anterior wall of peritoneal lining (Figure 2).          

After the diagnostic workup exploratory laprotomy 
was performed on third day of life. The operative 
finding was gross ascitis with fecal contamination, 
crumpled bowel loops with perforation at terminal 
ileum 20 cm proximal to illeocecal junction (Figure 
3). With this intraoperative finding peritoneal 
lavage with adhesiolysis with resection of ileal 
segment with double barrel ileostomy was done and 
shifted to NICU.       

Baby was extubated after 20 hours of surgery and 
started to improve gradually. Enteral feeding was 
started on fifth day with 20 ml / kg of expressed 
breast milk. Baby again developed feeding 
intolerance and abdominal distension on sixth day 
of life for which revision surgery was done on 
eighth day. The result was suggestive of perforation 
10 cm proximal of previous location. Baby was 
extubated and feeding again started at tenth day of 
life. Baby had received 14 days of antibiotics with 
pipercillin - tazobactum and clindamycin and 
discharged on 16th day of life. On discharge baby 
was accepting maternal breast milk well and 
neurologically normal. The biopsy specimen 

showed transmural infarction of ileum with 
multiple perforations. On regular follow up baby 
was ga in ing we igh t , f eed ing we l l and 
neurologically normal.       

DISCUSSION       
Meconium peritonitis is being increasingly 
diagnosed in utero. Prenatal ul t rasound 
demonstrating foetal ascites, intra-abdominal 
calcifications, and dilated loops of bowel are most 
frequently associated with meconium peritonitis.5 
In prenatal intestinal perforation, distal ileum is the 
most frequently involved segment.6 The extrusion 
of meconium can appear as a solitary mass inside 
foetal ascites or as disseminated echogenic masses. 
Establishing the etiology of intestinal perforation 
can be challenging. The differential diagnosis list 
includes cystic fibrosis, Hirschsprung disease, 
vascular insufficiency, infection and bowel 
occlusion owing to small and large bowel atresia, 
midgut volvulus, intussusception, congenital bands 
and meconium ileus.5-7          

Management of meconium peritonitis usually 
involves abdominal decompression through 
drainage and immediate surgical intervention with 
stoma creation or primary anastomosis. Prognosis 
is good, if diagnosed in antenatal period followed 
by immediate intervention at birth. Historical 
mortality rates were 60 – 90%, however with 
earlier diagnosis and improvements in perinatal 
care, survival rates have increased to 85 – 92%.5,7,8 
Surgical intervention within the first 24 hours of 
life is advisable. After 72 hours patients will have 
intestinal bacterial colonisation and overwhelming 
sepsis which increases mortality.  

CONCLUSIONS 
We highlight an unusual case of meconium 
peritonitis due to ileal perforation leading to 
isolated gross foetal ascites. In our experience 
desirable good neonatal outcome requires 
multidisciplinary approach and team work of 
obstetric consultant, neonatologists and paediatric 
surgeons. 

  

  

J Nepal Paediatr Soc Vol 41 Issue 2 May-Aug 2021 !296

Figure 3.  Intra-operative finding of crumpled bowel 
loop 
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