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Amnioscopy: Is it actual?

Stefano Raboni, Christine T. Kaihura, Stefania Fieni
Department of Gynecology, Obstetrics and Neonatology, University of Parma, Parma, Italy

Abstract. Amnioscopy is an invasive exam employed to visualise the forebag of the amnionic sac and to look
out for meconium staining. Even though recognition of strongly stained fluid is easy, interpretation of those
cases that are thinly stained is more difficult, since in these cases which are more common to find there could
be an initial staining. On the other hand, visualisation of the forebag does not necessarily depict the condi-
tion of the rest of the amniotic fluid, especially in those cases where the fetal head is engaged. Moreover as-
certainment that the amniotic fluid is limpid, only holds a temporary significance since it cannot predict suc-
cessive release of meconium. The incidence of meconium stained fluid prior to labour has been found to
range between 6-11%. Amnioscopy hence seems to hold a historical interest, and should only be employed
in pregnancies at term where the cervix is sufficiently dilated to permit introduction of the amnioscope. Cor-
relation between finding of meconium stained fluid during labour (1.5-18 % reaching 44 % in post-term
pregnancies) with alterations at cardiotocography and above all to fetal acidosis or low Apgar scores at birth
still remains controversial. Passage of meconium does not seem to express fetal compromise, at least until
other parameters (CTG) do not support this suspicion. Finally it is important to remember that amnioscopy
could in some cases lead to serious infections with chorioamnionites occasionally leading to fetal death. Ac-
cidental rupture of the membranes could also occur, reported in 1.4 % of the cases, harmful especially when
far from labour. From these considerations, and since majority of the cases especially with chronic fetal dis-
tress, release of meconium is preceded or accompanied by reduction in the amniotic fluid quantities, the last
identifiable through ultrasound. We agree with those authors who advise its use only when adequate man-
agement through CTG and ultrasound is not possible, and anyhow only in pregnancies at term.
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It is now of common knowledge that amnioscopy
is unuseful for the first case, since only the lower part

Amnioscopy is an invasive exam employed to vi-
sualise the forebag of the amnionic sac to look out for
meconium staining. The concept of finding meco-
nium stained fluid being correlated to increased risk of
fetal distress and perinatal mortality has been consoli-
dated (table 1).

Ideally, amnioscopy should serve both to verify
presence of fluid with its amount and verify its quality
(whether limpid or in its various degrees of meconium
staining).

(forebag), of the amnionic sac, not indicative of the re-
maining portion is observed. Furthermore this is easily
evaluated using ultrasound where amniotic pockets
are measured. Visualisation of the membrane moreo-
ver does not exclude rupture of membranes.

The second aim is that of evaluating the quality
of the amniotic fluid. Even though recognition of
strongly stained fluid is easy, the most frequent and
not less relevant number of cases that contain minor
guantities of meconium, probably expressing an initial
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Table 1

Classification

Prognostic significance Perinatal mortality

Limpid: limpid and in normal quantities

Grade 1 Meconium: light meconium staining, with amniotic
fluid in normal quantities

Grade 2 Meconium staining: thickly stained of meconium,
reduced volume of the amniotic fluid

Grade 3 Meconium staining: pea-soup meconium
Absen : amniotic fluid not evaluatable

Fetal-well-being 2/1000
Possible fetal compromise 2/1000
Possible fetal compromise 11/1000

Pathological 11/1000
Possible fetal compromise 11/1000

(to be considered as in grade 2)

colouring are more difficult to interpret. On the other
hand, the forebag does not necessarily express the con-
dition of the remaining portion, especially when the
fetal head is engaged. Furthermore observation of lim-
pid liquid is only of temporary importance since it
cannot predict successive and possible releases of me-
conium.

Three degrees of staining can be distinguished, as
reported in literature (table 1): thinly stained liquid,
thickly stained fluid, pea-soup meconium. This di-
stinction is fundamental since for the first case no re-
levant clinical implications in terms of fetal compro-
mise have been observed.

For the second degree, intensive fetal surveillan-
ce needs to be carried out, to assure immediate deli-
very eventually through Caesarean section, on appea-
rance of alterations on cardiotocography if sponta-
neous delivery is not imminent. The third degree
should always induce immediate delivery, eventually
through Caesarean section unless spontaneous deli-
very is imminent (2). The question that therefore
needs to be made is, when is it useful to know the
quality of the fluid? Knowing that the incidence of
meconium stained fluid is 6-11% according to
Woods (3), amnioscopy holds a historical interest
and should be used in pregnancies at term, in those
patients with a sufficiently dilated cervix, that allow
introduction of the amnioscope. The same author al-
so emphasises, the controversial and yet to be de-
monstrated correlation between finding of meconium
stained fluid (1.5-18 % reaching 44 % in pregnancies
at term) with alterations at cardiotocography and
above all to fetal acidosis and low apgar scores at
birth. Meconium alone does not seem to indicate fe-

tal distress, atleast until other parameters do not sup-
port this suspicion.

The second query is, if finding of meconium stai-
ning especially of grade 111, is not really associated to
increased fetal distress, then why does it in all cases
necessitate immediate delivery by Caesarean section?
The answer comes from observation of a 5-7 times in-
crease in neonatal mortality associated to finding of
thickly stained amniotic fluid, although not observed
for intrauterine fetal death. The cause of this dramatic
event is only attributable to aspiration of the amniotic
fluid, frequent among the more compromised new-
borns, and occurs during labour. This led to the erro-
neous belief that meconium was responsible for this
pathology and for fetal distress, which instead has only
been found to have an increased incidence when alte-
rations on cardiotocography were observed.

The third query is: Is amnioscopy harmful or is it
always innocuous? Does it lack complications, and
therefore always feasible? Experience has shown (4)
that amnioscopy can at times cause serious infections
with chorionamnionitis which occasionally leads to
fetal death. Moreover in 1.4% of the cases (5) it can
accidentally cause rupture of membranes, which could
be dangerous especially when far from labour.

From these considerations therefore, and consi-
dering that majority of the cases and especially those
with chronic fetal distress, passage of meconium, is
usually preceded or accompanied by reduction in the
amniotic fluid quantities, identifiable through ultra-
sound, we agree with those authors who advise use of
this exam only where monitoring using ultrasound
and cardiotocography is not possible and anyway in
pregnancies at term.
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