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ABSTRACT

Oligohydramnios means reduced liquor. There is an association
among oligohydramnios and both intrauterine growth restriction and increased
perinatal mortality. There is a change in normal amniotic fluid volume with
gestational age and estimating the changes accurately have changed over the years.
Oligohydramnios presents a threat to the fetus and has been associated with
increased risk of intrauterine growth retardation, meconium aspiration syndrome,
severe birth asphyxia, low APGAR scores and congenital anamolies. It is
associated with perinatal morbidity and mortality. Therefore early detection of
oligohydramnios and its management is very important.Aim of this study is to
know the perinatal outcome in the third trimester diagnosed case of
oligohydramnios.

INTRODUCTION

Oligohydramnios refers to reduced amniotic fluid expected for that gestational
age. Ultrasound examination is diagnostic and may be described
qualitatively( eg ; normal or reduced) or quantitatively( eg; amniotic fluid
index AFI < 5cm). For normal fetal movements and growth and to cushion the
fetus and umbilical cord , adequate volume of amniotic fluid is critical.
Oligohydramnios may inhibit these processes and can lead to fetal deformation,
umbilical cord compression, and death. Oligohydramnios sequence, or Potters
syndrome, is a chain of events that results in severe abnormalities of the fetus. Not
all fetuses develop abnormalities due to low levels of amniotic fluid. The
occurrence of oligohydramnios sequence depends on few factors, the stage of
pregnancy and the level of amniotic fluid. The later stages of pregnancy appear to
be troublesome. If oligohydramnios sequence occurs at that time, a more serious
condition can occur.

AMNIOTIC FLUID SERVES SEVERAL KEY PURPOSES FOR A
GROWING BABY, THESE INCLUDES:

1. Aid in the growth and development of the baby’s lungs

2. Cushion and protect the baby
3. Keep the umbilical cord from being compressed, which can affect the
blood flow and nourishment to the baby.

4. Maintain a constant temperature

5. Lubricates the fetus’s body parts and prevents them from fusing

REVIEW OF LITERATURE

Oligohydramnios is a relatively common complication of pregnancy. Etiologies
include congenital anomalies, intrauterine growth retardation, premature rupture of
membranes, drugs, post term pregnancy. Sequel from prolonged oligohydramnios
includes pulmonary hypoplasia and fetal compression syndrome which can be
devastating. Perinatal morbidity and mortality are both significantly increased in
pregnancies complicated by oligohydramnios. Successful management requires a
thorough search for the cause of the decreased amniotic fluid volume, and close
antenatal surveillance.

EPIDEMIOLOGY
As a complication, oligohydramnios is present in approximately 4.5 % of all
pregnancies and severe oligohydramnios is present in 0.7% of pregnancies.
Beyond term,oligohydramnios is more common in pregnancies ,as the amniotic
fluid volume normally decreases at term . 12% of pregnancies are complicated by
oligohydramnios beyond 41 weeks.

AMNIOTIC FLUID PHYSIOLOGY

Amniotic fluid is important for the well being of the fetus. It acts as a cushion for
the fetus and protects from injury, and compression of umbilical cord
prevented and allows room for it to move and grow. In addition , Infection is
prevented by its antibacterial action in the intra- amniotic environment. The
product of water exchange between the mother ,fetus and
placenta gives the quantity of amniotic fluid at any time in the
gestation and is maintained relatively in a narrow range. Abnormality of liquor
status can lead to either polyhydramnios or oligohydramnios, in
which too much or too little liquid exists. Abnormal fetal or maternal conditions
may result from these disorders and, conversely, may be responsible for the
alterations of fetal well being also. Assessment of amniotic fluid has been possible
with the advent of ultrasonography, resulting in earlier recognition of
abnormal conditions and possible interventions. With Ultrasonography, precise
quantification of amniotic fluid volume is not possible , so various techniques for
both qualitative and semi-quantitative assessment has been proposed.

AMNIOTIC FLUID DYNAMICS

Amniotic fluid is derived from the fetal and possibly maternal compartments in the
first half of the pregnancy. Fetal skin is freely traverse by water and solutes may
diffuse through the amnion and chorion as well. The amniotic fluid is a dialysate in
early gestation that is identical to the fetal and maternal plasma, but with a
lower protein concentration. Early amniotic fluid is formed by active secretion of
the fluid from the amniotic epithelium, had been previously suggested to play a
role in formation, but this has not been demonstrated. The fetal
skin becomes keratinised, by the second trimester making it impermeable to further
diffusion. At this time,fetus urination contributes to amniotic fluid volume and
composition almost exclusively . As early as 11 weeks transabdominally and 9
weeks transvaginally , urine has been observed in the fetal bladder .
Amniotic fluid results in progressively hypo-tonic fluid that contains increased
concentrations of urea, uric acid, and creatinine as the fetal kidneys mature
Because fetal urine is hypo-tonic. A fetus produces on average from 500 to 700
ml/day by term with a slight decline in hourly urine production after 40 weeks
gestation.

2.1.4 AMNIOTIC FLUID ELIMINATION

Elimination of amniotic fluid is by 3 mechanisms. Swallowing is the primary
source of elimination , which has been observed as early as 16 weeks. On
average, a fetus swallows from 200 to 450ml/day at term revealed by studies
using radio labeled red blood cells and radioactive colloid, This fluid is absorbed
through the fetal gastrointestinal system and is either recycled through the kidneys
or is transferred to the maternal compartment through the placenta. Respiratory
tract is the second route for the removal of amniotic fluid. As early as 11 weeks
gestation , fetal respiratory activity has been observed. Inspiratory flow
in the fetus is approximately 200ml/kg/day, up to 600 to 800ml/day at term.
It is postulated that exposure of amniotic fluid to the fetal alveolar capillary beds
results in the net movement of water from amniotic cavity into fetus, because
amniotic fluid is more hypotonic than fetal plasma.

It has been discovered that in fetal lungs after intra amniotic instillation, this
quanity has been small and inconsistent by radioisotopes, leading investigators to
question the actual contribution of the fetal respiration to amniotic fluid removal.
In fact, amniotic fluid contains surface-active phospholipids originating from the
fetal alveoli , leading suggestions that the fetal lungs may actually be a net
contributor to the amniotic fluid volume. Removal of amniotic fluid is potentially
by continuos bulk flow( via hydrostatic and oncotic forces). At the level of
chorionic plate, exchange of fluid may take place where exposure of the relatively
hypotonic amniotic fluid to the fetal surface of the placenta may lead to net
reabsorption of water by the fetus. Across the amnion, transport may occur through
the intercellular channels between the amniotic epithelial cells and may be
modulated by amniotic fluid prolactin levels.

AMNIOTIC FLUID VOLUME

In the first half of pregnancy, amniotic fluid volume is most predictable, where it
correlates with the fetal weight. The fetal skin dialysis is the predominant
contributor of amniotic fluid volume between 8 and 20 weeks.
The average volume is 60ml at 12 weeks gestation. The mean volume is 175ml ,by
16 weeks, when genetic amniocentesis is often performed. There is greater
variance of amniotic fluid volume from 20 weeks onwards.It has been determined
that amniotic fluid volumes steadily increases throughout pregnancy to a maximum
of 400 to 1200ml at 34-38 weeks of gestation, however wide variation exists based
on numerous studies using dye or para- aminohippurate dilution, radioactive
isotopes, and actual collection of amniotic fluid at amniotomy.
The net increase of amniotic fluid is only 5 to 10 ml/day in the third trimester
despite large fluxes of fluid between the various compartments near term( 500 to
700ml/day through urine; 200 to 450ml/day through deglutition. Fluid declines by
approximately 125ml/week after 38 weeks, to an average volume of 800ml at 40
weeks. This volume is reduced to 250 ml, after 40 weeks. A shift of cardiac output
away from kidneys as a result of a relative uteroplacental insufficiency, may
possibly result in the reduction of amniotic fluid

CLINICAL SIGNIFICANCE

Reduced amount of amniotic fluid is termed as oligohydramnios and the opposite
is polyhydramnios

.

STEM CELL RESEARCH

Recent studies show that the amniotic fluid contains a considerable quantity of
stem cells. These amniotic stem calls are pleuripotent cells able to differentiate into
various tissues, which may be useful for further human application. Some
researches have found that amniotic fluid is also plentiful source of nonembryonic stem cells. These cells have demonstrated the ability to differentiate
into number of different cell- types, including brain, liver and bone.

OLIGOHYDRAMNIOS

SIGNS AND SYMPTOMS

The most common signs and symptoms of oligohydrammnios are

1. Size of Uterus smaller than gestational age

2. Abdominal discomfort

3. amniotic fluid leakage

4. decreased or absent perception of fetal movements.

5. contractions of uterus easily felt.

6. fetal monitor showing fetal distress.

DIAGNOSIS

MONITORING OLIGOHYDRAMNIOS DURING PREGNANCY :
MEASURING AMNIOTIC FLUID INDEX

Oligohydramnios can be diagnosed by ultrasound by measuring amniotic fluid
index, or the AFI. By measuring the depth of the amniotic fluid in four sections of
the uterus and adding them together, AFI can be calculated.The assessment of fetal
well being is done by measuring the amniotic fluid in conjunction with the
biophysical profile and non- stress test. An AFI between 10 to 18 cm is
considered normal, with a mean of 14 centimeters at term.
It is said to be abnormal if the AFI is less than 10cm. Oligohydramnios is when the
AFI is less than 5cm

AFI should be assessed once a week in case of High risk pregnancies, or women
with risk factor for oligohydramnios. If measurements are between 5 and 9 cm at
gestational age of fewer than 41 weeks, twice weekly AFI assessment are justified.
Twice- weekly AFI assessments with a modified biophysical profile is indicated in
all women at 41 weeks or higher. Based the clinical circumstances of each women,
the frequency of testing should be increased; the more unstable the maternal or
fetal condition, the more frequent the testing.

All pregnant women diagnosed with oligohydramnios
should undergo a nonstress test and AFI or BPP once or twice weekly until
delivery, depending on the maternal and fetal condition according to research
papers.

CAUSES OF OLIGOHYDRAMNIOS

The rupture of the amniotic sac, since membrane rupture causes amniotic fluid
leakage is the most common cause of oligohydramnios . The absence or decrease
of urine production can also cause oligohydramnios, because amniotic fluid is
primarily fetal urine in the latter half of pregnancy. Placental insufficiency can
occur if the placenta is not supplying adequate perfusion and nourishment to the
baby. Reduction in the amniotic fluid can be chronic and occur over a
period of time, or it can be acute and happen very quickly. Fetal hypoxia can occur
in both forms of condition .

The common causes of oligohydramnios;, divided into three factors

1) MATERNAL

2) FETAL

3) PLACENTAL

MATERNAL FACTORS (uteroplacental insufficiency)

 Hypertensive disorders of pregnancy

 Nephropathy due to Diabetes

 Reduced fluid intake( Dehydration)

 ACE Inhibitors like drugs

 Collagen vascular disease

 Morbid obesity

PLACENTAL CAUSES

 Insufficiency of placenta or dysfunction

 Abruptio placenta

 Thrombosis and infarction of placenta

 Uteroplacental insufficiency

 Twin pregnancy - twin to twin transfusion syndrome

FETAL CAUSES

 Intra uterine growth restriction

 Anamolies of Gastrointestinal tract

 Intrauterine fetal demise

 Preterm Rupture of fetal membranes

 Anamolies like Hydrocephalus

 Prolonged or post dated pregnancy

 Oligohydramnios in the first trimester- Chromosomal abnormalities

RISK FACTORS OF OLIGOHYDRAMNIOS

 High blood pressure
 Diabetes mellitus
 Disorders of placenta
 SLE
 Obesity complicating

OLIGOHYDRAMNIOS SEQUENCE

Due to renal agenesis or another type of severe renal
problems, if oligohydramnios occurs, attempts to artificially oxygenate the
neonate are of little or no value. But, if the oligohydrmnios is due to the chronic
leakage , then survival hinges on the severity of oligohydramnios, the gestational
age at which the rupture occurs, and the duration of oligohydramnios, all of which
determine the extent of pulmonary hypoplasia. The Histologic development of the
lungs can be divided into 3 stages:

1) PSEUDOGLANDULAR STAGE

2) CANALICULAR STAGE

3) TERMINAL SAC STAGE

Importance of gestational age at premature rupture of membranes is considered as
the factor for the survival of the fetus in utero. It does not affect the lung growth if
oligohydramnos is limited to the terminal sac, but when oligohydramnios occurs
during canalicular stage, the result is a cumulative reduction in the lung size. The
risk for pulmonary hypoplasia diminishes when oligohydramnios occurs after 24
weeks of gestation. Some of the independent risk factors are the duration of severe
oligohydramnios and the gestational age at which oligohydramnios had its onset.
More than 14 days with rupture of membranes before 25 weeks resulting in severe
oligohydramnios has a mortality rate of more than 90 percent and at an early
gestational age with severe oligohydramnios predisposes to joint contractures, and
the risk for deformation relates to the duration of oligohydramnios.
There is usually catch up growth within a few months after birth, if such an infant
survives, with restitution towards normal form with physical therapy.

OLIGOHYDRAMNIOS- MANAGEMENT

For oligohydramnios, there is no long term treatment. A few things can
temporarily increase amniotic fluid levels:

• ORAL INTAKE OF FLUIDS:

Adequate hydration is advised by many medical professional if they have
oligohydramnios. There is an increase in amniotic fluid levels in the short term.
Simplest is oral hydration, but in some cases, intravenous hydration may be
needed.

• AMNIO INFUSION DURING LABOUR.

Doctors use an intra amniotic catheter during amnioinfusion to add more liquid to
the amniotic fluid. This is usually done to pad the umbilical cord, reducing the risk
of umbilical cord compression, which could cut off oxygen flow to the baby.

However that the above techniques, if successful, are temporary, they do not treat
the underlying cause of the oligohydramnios. Some condition can indicate issues
with the uteroplacental circulation. In situation where the baby’s circulation may
be compromised, the baby may need to be delivered to provide them with medical
treatment. Pregnant women with oligohydramnios should be monitored very
closely with serial ultrasounds o check on the health of their baby.
Oligohydramnios increases the risk of umbilical cord compression and hypoxic
ischaemic encephalopathy(HIE). Depending on the gestational age, delivery is
typicallyperformed when the amniotic fluid level is critically low.

FIRST TRIMESTER MANAGEMENT OF OLIGOHYDRAMNIOS

Oligohydramnios during the first trimester is a rare finding. Repeated
ultrasounds are helpful for the following the natural history of the pregnancy, and
they help to generate a plan for the care of the condition following the diagnosis

OLIGOHYDRAMNIOS MANAGEMENT DURING THE
SECOND TRIMESTER

Oligohydramnios management and prognosis during the second trimester
depend on the cause and severity of lowered amniotic fluid volume.The prognosis
is typically positive, in borderline oligohydramnios. Serial ultrasounds are
recommended by medical professionals to determine if the condition
is stable, resolved, or has progressed into more severe oligohydramnios or fetal
growth restriction. Fetal complications or pregnancy loss can occur if severe
oligohydramnios occurs in the second trimester
.

OLIGOHYDRAMNIOS MANAGEMENT DURING THE THIRD
TRIMESTER

Oligohydramnios cases during the third trimester can result in serious injury to
the baby. Pregnant women with oligohydramnios should undergo
assessment of acute and long term fetal conditions at each prenatal visit.
Depending on the amniotic fluid volume, the frequency of the testing changes.

There is higher risk of death and injury to the infant when the amniotic fluid
volume is very much reduced in the third trimester. Increased risk or the baby as
more longer the duration of oligohydramnios is. Medical professionals typically
expect favourable outcomes when they know what is causing lowered amniotic
fluid levels, and when the baby is being carefully monitored.

Fetal testing and monitoring may lead to recommendation for delivery, whether the
cause of oligohydramnios is known or unknown. Patient attenders expect
physicians to discuss the risks and benefits of various management plans with their
patients.

OLIGOHYDRAMNIOS MANAGEMENT IN POST TERM
PREGNANCIES
Post term pregnancies with oligohydramnios is associated with higher incidence
of meconium stained fluid and an increased need for caesearean section.
Physicians must utilize continuous fetal heart rate monitoring during labour.
Delivery should occur immediately in case of fetal heart rate abnormality, to
prevent birth injuries and HIE. Appropriate surveillance of a post term baby is
crucial after induction of labour
.

EFFECT OF OLIGOHYDRAMNIOS ON MOTHER AND FETUS

Maternal morbidity in the form of increased rates of induction and operative
interference is associated with oligohydramnios. For better perinatal
outcome, increased induction of labour and elective caesearean sections are
currently practiced. Reduction of perinatal morbidity and mortality on one side
and decreased caesearean sections on the other side can be done by early detection
of oligohydramnios and its management . In the third trimester , oligohydramnios
has been associated with intrauterine growth restriction, postdated pregnancy,
congenital anamolies, increased fetal morbidity and abnormal antepartum fetal
heart rate pattern, it has prompted us to study the perinatal outcome in the third
trimester diagnosed case of oligohydramnios.

AIM OF THE STUDY

1. To study the Bio- social characteristics associated with oligohydramnios
2. To study the most common cause associated with oligohydramnios.
3. To study about the maternal morbidity in the form of operative deliveries and
induction of pregnancy.
4. To study perinatal morbidity in the form of fetal distress, low APGAR score,
meconium aspiration syndrome.

OBJECTIVES:
To describe OLIGOHYDRAMNIOS in terms of,
 Age and Parity wise distribution,
 Gestational age wise distribution,
 Associated maternal complications
 Maternal morbidity in the form of mode of delivery.
To describe PERINATAL MORBIDITY in terms of
 by birth weight
 APGAR score

MATERIALS AND METHODS:

STUDY DESIGN: Descriptive study
PLACE OF THE STUDY : Department of Obstetrics and gynecology, KMCH
STUDY POPULATION:
-Patients attending the Outpatient clinics, Antenatal ward, Labour
ward of the Department of Obstetrics and gynecology, Govt Kilpauk Medical
college & hospital, Chennai

STUDY PERIOD: 6 months

INCLUSION CRITERIA:
1) USG proven cases of oligohydramnios with AFI < 5cm
2) With gestational age more than 28 weeks
3) Singleton pregnancy

EXCLUSION CRITERIA:
1) AFI > 6cm
2) Spontaneous rupture of membranes
3) Multiple gestation

SAMPLE SIZE CALCULATION:

p - Anticipated % frequency of oligohydramnios being 50 and
Confidence limits as +/- 10% of 100
A Confidence level of 97% can be achieved with a sample size of 150.
[Calculated using openepi software]

DATA ANALYSIS

 Age and Parity wise distribution,

 Gestational age wise distribution,
 Associated maternal complications

 Maternal morbidity in the form of mode of delivery.

 Perinatal morbidity by birth weight and by APGAR score

STATISTICS
1.AGE DISTRIBUTION

From the study it was observed that, 64% women with oligohydramnios were
in the age group of 20 – 29 years. The mean( + SD) maternal age was 22.8 + 4.2
years.

Age groups

Number

Percentage

<20yrs

32

22

20 – 29yrs

96

64

>= 30 yrs

22

14

Total

150

100

100

90

80

70

60

Number

50

Percentage
40

30

20

10

0
<20yrs

20 – 29yrs

>= 30 yrs

GESTATIONAL AGE

By gestational age, 21% of women with oligohydramnios were in the gestational
age group of 34- 36 weeks followed by 28% in 38 – 40% and > 40 weeks. The
mean gestational age was 36.7 + 4.1 weeks

GESTATIONAL AGE
NUMBER
30- 32 weeks
32 – 34 weeks
34 – 36 weeks
36 – 38 weeks
38– 40 weeks
>40 weeks

PERCENTAGE
16
22
32
24
28
28

10
14
21
16
18
18

35

30

25

20

PERCENTAGE
15

NUMBER

10

5

0

>40 weeks

38– 40 weeks

36 – 38 weeks

34 – 36 weeks

32 – 34 weeks

30- 32 weeks

BY AMNIOTIC FLUID INDEX:

While coming to the severity of oligohydramnios, 26% of the study
population had AFI of 4cm,and 24% of cases had AFI of 2 cm, 18% cases
with AFI 5cm.

AMNIOTIC FLUID INDEX
0
1
2
3
4
5

NUMBER
18
14
36
14
40
28

PERCENTAGE
12
9
24
9
26
18

40

35

30

25

NUMBER

20

PERCENTAGE

15

10

5

0
0

1

2

3

4

5

PARITY

By parity, 54% women are primigravidas followed 46% multigravidas

PARITY
Primigravida
Multigravida

NUMBER
82
68

PERCENTAGE
54
46

90

80

70

60

50
NUMBER
PERCENTAGE
40

30

20

10

0
Primigravida

Multigravida

MATERNAL COMPLICATIONS:

It was observed that gestational hypertension(22%), postdated pregnancy( 20%)
and anhydramnios( 14%) were commonly seen in women with oligohydramnios.

MATERNAL
COMPLICATIONS
GESTATIONAL
HYPERTENSION
POSTDATED
INTRAUTERINE
GROWTH
RESTRICTION
ANHYDRAMNIOS
FETAL ANAMOLIES
GDM

NUMBER OF CASES

PERCENTAGE

34

22

30
22

20
14

22
4
4

14
2
2

35

30

25

20

15
NUMBER OF CASES
PERCENTAGE
10

5

0

MODE OF DELIVERY

As regards to mode of delivery, it was observed that 53% had spontaneous vaginal
delivery and 63% had operative deliveries.

MODE OF DELIVERY
SPONTANEOUS
VAGINAL DELIVERY
OPERATIVE
DELIVERY
INSTRUMENTAL
DELIVERIES

NUMBER
53

PERCENTAGE
35

95

63

2

1.3

100

90

80

70

60

50

NUMBER
PERCENTAGE

40

30

20

10

0
SPONTANEOUS
VAGINAL
DELIVERY

OPERATIVE
DELIVERY

INSTRUMENTAL
DELIVERIES

BY BIRTH WEIGHT

Pregnancies terminated due to oligohydramnios, sometimes preterm
induction has resulted in low birth weight babies. 54 % of babies had
birth weight of 2 to 3 kg , and 40 % of babies had birth weight of 1 to 2
kg and only 2 % of babies had birth weight of more than 3 kg.

Birth weight
< 1kg
1 – 2kg
2 -3kg
>3kg

Number
4
60
82
4

percentage
2
40
54
2

90
82
80

70

60
60
54

50
Number
percentage

40
40

30

20

10
4

4
2

2

0
< 1kg

1 – 2kg

2 -3kg

>3kg

APGAR SCORE

Birth asphyxia of score <7 at 1 min and 5 min) was common in the babies
delivered in cases of oligohydramnios

APGAR SCORE
AT 1 MINUTE
AT 5 MINUTE

NUMBER
20
26

PERCENTAGE
13
17

30

25

20

NUMBER
15

PERCENTAGE

10

5

0
AT 1 MINUTE

AT 5 MINUTE

NEONATAL MORBIDITY

Neonatal morbidity is mostly because of meconium aspiration syndrome
which accounts for 4 % and equally neonatal sepsis has been found to be
94% implying us on the importance of strict aseptic precautions while
doing any obstetric procedure.

NEONATAL MORBIDITY
MECONIUM ASPIRATION
NEONATAL SEPSIS

NUMBER
6
6

PERCENTAGE
4
4

6

6

6

5

4

4

4

Number

3

Percentage

2

1

0
MECONIUM
ASPIRATION

NEONATAL SEPSIS

PERINATAL MORTALITY

In my study I have not observed any still birth among oligohydramnios
patients this is because of the intense monitoring and early decision by
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DISCUSSION

In the present study, 64% of cases were in the age group 20 to 29 years, as
compared to other age groups, reflecting the child bearing of most of the women
with the mean maternal age of 22.8+ 4.2 years. Similar studies by Chauhan et al,
Jun Zhang et al and Everett et al found that the mean maternal age were 23.6 + 6.5
years, 28.4 + 3.4 years and 23.8 + 5.7 years. The gestational age in the present
study 36.7 + 4.1 weeks. Similar studies by Jun Zhang et al, Casey B et al, Everett F
at al and Iffath A et al found that the mean gestational age were 38.1 + 3.3 weeks,
37.5 + 2 weeks, 34.3 + 2.1 weeks and was 36.3 + 2 weeks respectively. These
findings indicate that the problem of oligohydramnios was more common in later
part of pregnancy. It is mainly due to the physiological or pathological causes of
reduced placental perfusion near term.

In the present study, the incidence of oligohydramnios was 0.8%. Similar
study by Jun Zhang et al reported the incidence as 1.5%. Divon M et al found
oligohydramnios in 1.2% in their cases. Casey B et al found that 2.3% cases were
complicated by oligohydramnios. Elliot H et al found that the incidence of
oligohydramnios 3.9% in their study. Varma T R et al found that the incidence was
3.1% in their study. Chauhan P et al studied two groups of patients. First group
had AFI less than 5cm and second with AFI less than 5TH percentile for that
gestational age. The mean Amniotic fluid index was 3.9 + 2.1cm( AFI less than 5th

percentile and 3 + 1.5cm in patients with with less than 5cm. The mean amniotic
fluid study in the present study was 3 + 1.04cm. Sadovsky Y et al in their study
found that the mean amniotic fluid index was 2.9cm.

Obstetrical complications frequently associated with oligohydramnios were
Gestational hypertension, postdatism , intrauterine growth restriction, fetal renal
Anamolies and intrauterine death of the fetus. In the present study 74% cases had
associated obstetrical complications, acting singly or in combination for causing
oligohydramnios. Gestational hypertension is present in 24% cases. Golan A et al
in his study, found that maternal hypertension in 22.1% of cases, Cesarean section
was performed was performed in 35.25% of these cases. Mercer L J et al found
that pre eclampsia was present in 24.7% of cases with decreased liquor. Study by
Chauhan P et al reported pre eclampsia in 12% of cases. We conclude that the
incidence of oligohydramnios ranges from 10 to 30 % in hypertensive patients
requiring hospitalization. 20% had postdated pregnancy in the present study.
Clement D et al studies 6 cases of postdatism in which amniotic fluid volume
diminished abruptly over 24 hours. Bowen Chattoor JS et al in their study
evaluated the relationship between amniotic fluid index and 55 postdated
pregnancies. Oligohydramnios was noted in 4( 7.2%) cases. In the present study,
intrauterine growth restriction was present in 14% cases and the rate of cesarean
section was 45% and that of vaginal delivery was 43%. Study by Casey B et al
found that there was increased rate of induction of labour( 42%) and caesarean
section( 32%) in oligohydramnios cases. Golan A et al found that the overall

cesarean section was performed in 35.2% of pregnancies. In the present study,
the APGAR score less than 7 noted at 1 and 5 minutes after birth. Out of 26
babies with low APGAR score, 4 died during neonatal period. 6 babies with low
APGAR were delivered by cesarean section. In a similar study by Casey B et al
6% of babies had APGAR score of less than 3 at 5 mins. Out of these 9, 7 died
during neonatal period. Jun Zhang et al found that an APGAR score of < 7 at 1 min
was present in56 babies who had APGAR score of , 7 at 5 mins. Desai P et al
found that three babies with APGAR score less than 7 at 5 minute as against
only one in control group. In a similar study by Locatelli A et. al.of
341 patients with oligohydramnios, found no significant difference for APGAR
score of less than 7 at 5 minute in study and control group. In the present study,
four (8%) babies developed meconium aspiration. All four babies were
admitted in NICU for further management. Three babies were
delivered by caesarean section and one by vaginal route. Two babies died in
neonatal period. Causes of death were meconium aspiration syndrome and
development of septicemia. Babies who died due to meconium aspiration
syndrome were of 37.5 weeks and 39.3 weeks of gestation with birth weight of 1.3
kg and 2.5kg respectively. Casey B et. al.studied 6423 patients, who
underwent ultrasonography at more than 34 weeks gestation and found that
147 (2.3%) cases were complicated

by oligohydramnios.

stained amniotic fluid was identified, less often in pregnancies
complicated by oligohydramnios (6% vs. 15%, P=0.004). Notably; the
incidence of meconium aspiration syndrome in infants with oligohydramnios

was significantly higher despite the diminished identification of meconium
stained amniotic fluid.Bowen Chattoor JS et. al.studied perinatal outcome
in55 postdate pregnancies. Oligohydramnios was noted in four patients. All 4
babies were admitted with meconium aspiration. One died due to this
complication.

In the present study, there were 98% live births and 2%
still births. 2% babies died in neonatal period. The gross perinatal mortality was
20% in present study. Out of 4 perinatal deaths, 3 deaths were seen
In unregistered cases. Chhabra S et. al.reported very high (87.7%) perinatal
mortality in their study. Wolff F et. al. found that the perinatal mortality
in their study was7.2%.

Apel-Sarid L et. al. found that the perinatal

mortality was 9.9%. Chamberlin PF et. al.calculated the gross and
corrected perinatal mortality rate in patients with decreased qualitative
amniotic fluid volume and found it to be 188/1000 and 109/1000
respectively. Overall, the perinatal mortality is markedly increased inpatients
with oligohydramnios. The lack of amniotic fluid allows compressionof fetal
abdomen, which limits the movement of the diaphragm.

CONCLUSION:
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Oligohydramnios is found most commonly found in the primigravidas. The time
and mode of delivery of these cases depends on severity of oligohydramnios and
status of fetal wellbeing. In my study patients have undergone Caesarean section
mostly for fetal causes such as intrapartum fetal heart rate abnormalities not
associated with any maternal causes.Due to early termination of pregnancy in
view of severe oligohydramnios, it has resulted in low birth weight babies who are
more prone for respiratory distress and neonatal sepsis . My study had more
patients with AFI 3 to 4 cm making the babies more prone for cord compression
and ultimately resulting in meconium aspiration syndrome and the neonatal
outcome for such babies were found to be poor. In the neonatal period, babies had
either neonatal sepsis or resulted in death. But when compared to the earlier
studies the percentage of neonatal death has drastically reduced due to the intense
intrapartum monitoring and early decision and also due to the better neonatal set
up. I conclude my study by saying that every case of oligohydramnios needs
careful antenatal
regarding
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