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Abstract: Present study was a Hospital based observational study of 100 newborns admitted in level Il NICU. The study
was done to assess the development of severe distress against onset, duration, oxygen requirement & outcome in terms of final
diagnosis, mortality & treatment intervention. Among the 100 cases, 90% cases were of respiratory in origin. Commonest
cause of respiratory distress was transient tachypnoea of newborn followed by Meconium aspiration syndrome & Respiratory
distress syndrome of newborn. The onset of respiratory distress in newborn developing after 6 hours of birth & respiratory
distress > 24 hours duration had severe respiratory distress. Newborn with risk factors like high maternal age, primigravida, >4
PV examinations, Meconium stained liquor and lower socioeconomic strata developed severe respiratory distress. Statistically
significant correlation of severity of respiratory distress was not found with the mode of the delivery, Apgar score <7 at 1 min,
gestational age of the baby, birth weight and sex of the newborn. Only neonates with RDS & MAS required ventilator care.
Two of the patients of RDS required only surfactant therapy, while other two required surfactant with ventilator support.
Amongst the 100 newborns with respiratory distress, mortality was in 5 newborn (5%) which includes 2 of Respiratory
Distress Syndrome & 3 of Meconium Aspiration Syndrome.
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newer therapies are aimed at alleviating the physiological
abnormalities of an immature or diseased lung while
avoiding potentially harmful level of oxygen and positive
pressure ventilatory support. Nonetheless, continued high
incidence of premature birth and infants receiving poor
prenatal care continues to test the abilities of the
neonatologists. Early recognition and appropriate therapy of
neonatal respiratory disease has got impressive results.
Continued efforts in prevention of premature birth, early
recognition of fetal distress, maternal risk factors for neonatal
sepsis and diagnosis of diseases in utero will lead to further
improvements in the neonatal outcome. Respiratory distress
is diagnosed clinically by the presence of at least 2 of the
following criteria namely, respiratory rate of >60/minute,

1. Introduction

The first breath and cry have always been mystical,
signaling the beginning of new life. Variety of disorders of
respiratory system and non respiratory disorders like
intracranial injury, congenital malformations, metabolic
disorders, septicemia and cardiac failure, can manifest
clinically with respiratory distress. Improved early diagnosis
and treatment due to technological advancements and
increased neonatal specialization have led to a significant fall
in neonatal mortality.

Ventilators have improvised the outcome of respiratory
failure in neonates. Earlier, therapies for respiratory diseases
were aimed at delivery of high concentration of O,. Now
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retractions (subcostal, xiphoid and suprasternal recession),
flaring of alae nasi, expiratory grunt and cyanosis at room air
on 2 consecutive examinations at least 1 hour apart. [1] The
incidence may vary from 7-8% amongst live births. [2]
Certain risk factors for developing respiratory distress
includes prematurity, meconium-stained amniotic fluid
(MSAF), caesarian section delivery, gestational diabetes,
maternal chorioamnionitis, or prenatal ultrasonographic
findings, such as oligohydramnios or structural lung
abnormalities. [3-7]. The New born chest has limitation when
compared to the adult chest. These limitations are explained
else where. [9, 10] The cause of distress may be associated
with the respiratory system or outside. Pulmonary causes
account for 80 - 85% cases of respiratory distress in a
newborn. [8]

Pulmonary causes include Transient tachypnea of newborn,
Hyaline membrane disease, Meconium aspiration syndrome,
Pneumonia, Pneumothorax, Congenital lung cysts,
Diaphragmatic hernia, Choanal atresia & Laryngeal web/
polyp. Extra-pulmonary cause include cardiac failure, anemia,
polycythemia, septicemia, metabolic disorders, renal failure,
renal tubular acidosis, meningitis/ intracranial bleed & ascites.
We aimed to assess the various risk factors associated with
development of severe respiratory distress in the new born
and also to assess the immediate clinical outcome of
respiratory distress in newborn.

2. Methodology

We conducted a cross sectional, prospective
observational study to assess clinical profile of respiratory
distress in newborn at a LEVEL-II Neonatal Intensive
Care Unit in a territory care hospital for a duration of 1
year with a sample size calculated at 100 subjects. We
used a pre designed, pretested proforma for assessing our
subjects. We had taken ethical clearance from the Ethical
committee of our institution. We had taken informed
consent from parents of neonate which passed our criteria
for inclusion. We included those neonates with respiratory
distress within 72 hours of life irrespective of weight,
gestation age, mode of delivery & Sex. The written
informed consent was taken by all the study participant’s
parents. Data was collected for all newborns included in
the study with respiratory distress such as general
information, socioeconomic status, history and clinical
examination findings of mother and newborn. Newborn
with respiratory distress were shifted to NICU for further
management. Time of onset of distress was documented
and the severity of the distress was documented and the
severity was assessed by using Silverman & Anderson in
preterms and Downs clinical scoring in term infants [9].
Serial x-rays were done in all newborns and were reported
by the radiologist for abnormal findings. Sp02 monitoring
was done and depending on the clinical diagnosis of
respiratory distress, relevant investigations were sent such
as Complete Blood Count, CRP, RBS, Sr. Calcium, Blood

C/S and Chest X-ray and newborns were managed as per
protocol. Duration and quantification of O, therapy,
intervention done in the form of surgical / ventilator /
surfactant therapy/ treatment and mortality was
documented to assess the clinical outcome against the
final diagnosis.

Statistical analysis: Data was compiled in Ms-excel and
was checked for its completeness and correctness. Then it
was analyzed by using suitable statistical software
(SPSS17.0). All means are expressed as mean + standard
deviation. Data was presented in form of number and
percentage. Qualitative and quantitative data was analyzed
using Chi-square test and T test respectively. P value<0.05 is
considered as a statistical significance.

3. Results

(D) Clinical Assesment of Outcome of Respiratory Distress
In Newborn

Table 1. System wise distribution of etiology of respiratory distress.

Etiology Frequency Percentage
RS 90 90%

CVS 5 5%

SEPSIS 5 5%
TOTAL 100 100%

It was seen that in 90% of the cases of newborn respiratory
distress the cause was respiratory in origin. There were 5%
cases of sepsis & 5% cases of Congenital heart disease
(Acyanotic CHD, VSD, ASD, PDA, moderate PAH, heart
failure).

Table 2. Etiology of respiratory distress.

Etiology N (%)
TTNB 58
MAS 20
RDS 12
Sepsis 5
CHD 5
Total 100

Among the causes of respiratory distress, 58% is due to
transient tachyponea of newborn (TTNB), 20% due to
meconium aspiration syndrome (MAS), 12% because of
respiratory distress syndrome (RDS), 5% belongs to sepsis
and rest 5% due to congenital heart disease (CHD).

Table 3. Severity of respiratory distress.

Grading of Respiratory S-A

Distress Score Frequency  Percentage
Mild <3 10 (10%) 10
Moderate 3-7 46 (46%) 46

Severe >7 44 (44%) 44

Total 100 100

Majority of the newborns had moderate respiratory distress
(46%) & severe respiratory distress (44%) compared to mild
distress (10%).
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Table 4. Final diagnosis vs severity of respiratory distress.

q . q SEVERITY OF RESP DISTRESS
Final Diagnosis

Total

Mild & Moderate Severe
Transient Tachypnea of newborn (TTNB) 39 (67.24%) 19 (32.75%) 58 (100%)
Meconium Aspiration Syndrome (MAS) 7 (35%) 13 (65%) 20 (100%)
Respiratory Distress Syndrome (RDS) 4 (33.33%) 8 (66.66%) 12 (100%)
Sepsis 2 (40%) 3 (60%) 5 (100%)
CHD 4 (80%) 1 (20%) 5 (100%)
Total 56 (56%) 44 (44%) 100
Chi square P value Significance
10.75 0.029 SIGNIFICANT

66.66% of newborns with respiratory distress diagnosed
with RDS (8 out of 12), 65% diagnosed with MAS (13 out of
20) and 60% diagnosed with sepsis (3 out of 5) had
developed severe respiratory distress as compared to 32.75%
of the neonates with respiratory distress with diagnosis of
TTNB (19 out of 58) and 20% neonates diagnosed with CHD
(1 OUT OF 5).

Above Distribution of final diagnosis between mild and
moderate combined and severe respiratory distress is found
to be significant. It means TTNB, CHD has more incidence
of mild and moderate respiratory distress than severe.
Similarly in MAS, RDS and SEPSIS has more incidence of
severe respiratory distress than mild and moderate combined.

Table 5. Onset vs severity of respiratory distress.

SEVERITY OF RESPIRATORY DISTRESS

Onset Mild & Moderate Severe Total
At Birth 35 (56.4%) 27 (43.6%) 62
0-6 hours 15 (68.2%) 7 (31.8%) 22
>6 hours 6 (37.5%) 10 (62.5%) 16
Total 56 (56%) 44 (44%) 100
Chi square p-value Significance

3.25 0.17 Not significant

62.5% of the newborns (10 out of 16) with the onset of
respiratory distress after 6 hours of birth developed severe
distress compared to 43.6% (27 out of 62) & 31.8% (7 out of
22) newborn with onset of respiratory distress at birth and

between 0-6 hoursof birth respectively.

Above distribution of onset of respiratory distress at birth,
0-6 hours and >6 hours between mild and moderate
combined and severe respiratory distress is found not
significant. It means even though it seems onset of distress
has more number of severe cases it has no statistical
significance.

Table 6. Duration of respiratory distress vs severity of respiratory distress.

Duration of Severity Respiratory Distress

Respiratory Distress Mild & Moderate Severe Total
<24 46 (80.7%) 11 (19.3%) 57
>24 10 (23.25%) 33 (76.75%) 43
Total 56 (56%) 44 (44%) 100
Chi square test p-value Significance

32.82 <0.0001 Highly significant

76.75% of the newborns (33 out of 43) with duration of
respiratory distress more than 24 hours developed severe
respiratory distress compared to 19.3% of newborns (11 out
of 57) with duration of less than 24 hours.

Above Distribution of duration of respiratory distress <24
hours and >24 hours with severity of respiratory distress is
highly significant suggesting severity increases with duration
of respiratory distress.

Table 7. Duration of oxygen therapy vs final diagnosis of respiratory distress.

q q q . Oxygen therapy
Final Diagnosis N Severe Distress <24 hours =24 hours
TTNB 58 19 (32.76%) 33 (56.9%) 25 (43.1%)
MAS 20 13 (65%) 6 (30%) 14 (70%)
RDS 12 8 (66.67%) 3 (25%) 9 (75%)
Sepsis 5 3 (60%) 1 (20%) 4 (80%)
CHD 5 1 (20%) 4 (80%) 1 (20%)
Total 100 44 (44%) 47 (47%) 53 (53%)
Chi square P-value Significance
10.58 0.03 Significant

Majority (53%) of newborn with respiratory distress
required oxygen treatment for more than 24 hours as compared
to 47% of newborn with respiratory distress for less than 24
hours duration. Out of 58 newborns with TTNB, only 19
(32.7%) developed severe respiratory distress and only 43.1%

required oxygen for >24 hours. 13 out of 20 newborns of MAS
(65%) & 8 out of 12 newborn with RDS (66.67%) developed
severe distress and required oxygen more than 24 hours in all
of them. Whereas in all 70% and 75% of newborns with MAS
and RDS respectively required oxygen support for >24 hours.
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Above distribution of duration of respiratory distress and final
diagnosis is found to be significant.>24 hours oxygen

requirement was more in MAS, RDS and sepsis whereas it was
less in TTNB and CHD.

Table 8. Intervention.

Final Diagnosis INTERVENTION TOTAL
02 SUPPORT VENTILATION = SURFACTANT VENTILATION & SURFACTANT

TTNB 58 0 0 0 58

MAS 14 6 0 0 20

RDS 8 0 2 2 12

Sepsis 5 0 0 0 5

CHD 5 0 0 0 5

Total 90 (90%) 6 (6%) 2 (2% 2 (2%) 100

Chi-square test p-value Significance

55.70 <0.001 Significant

Among the different causes of respiratory distress 90% cases require only oxygen support, 6% cases require ventilator
support, 2% required surfactant and 2% cases require ventilation and surfactant both.

Distribution of final diagnosis and intervention done in the cases is found to be significant. Suggestive of that all TTNB
were managed on O2 support and did not require further intervention.

Table 9. Final diagnosis vs outcome.

Outcome

Final Diagnosis Death D TOTAL
TTNB 0 58 58
MAS 3 (15%) 17 (85%) 20

RDS 2 (16.67%) 10 (83.33%) 12
Sepsis 0 5 5

CHD 0 5 5

Total 5 (5%) 95 (95%) 100
Chi square P value Significance

11.23 0.024 Significant

Distribution of final diagnosis with outcome that is death
or discharge is significant. All patients having TTNB, CHD
and sepsis were discharged with no mortality where as MAS
and RDS had 15% (3 out of 20) and 16.67% (2 out of 12)
deaths respectively.

(Ii) Risk Factor for Development of Severe Respiratory
Distress

63% of newborns (17 out of 27) from upper lower class of
kuppuswami scale developed severe respiratory distress
compared to 45.5% (15 out of 33) & 30% (12 out of 40)
newborn from lower middle & upper middle class
respectively. Above distribution of socioeconomic status with
severity of respiratory distress is significant & suggesting
that Socioeconomic status had impact on severity of
respiratory distress according to our study. Lower the
socioeconomic strata, higher was the severity. Thus the
distribution is significant. 80% of the newborns (8 out of 10)
born to mothers with maternal age >30 developed severe
respiratory distress compared to 55.5% (5 out of 9) and 38%
(31 out of 81) newborns born to mothers below 21 years &
between 22-30 years respectively. Maternal age after being
divided in <2lyears, 22-30 and >30 years & p-value being
significant suggests that 22-30 year age group had more
incidence of mild and moderate respiratory distress than
severe one. Whereas severity increases on both extremes.
59.2% of the newborns (29 out of 49) born to Primigravida

mothers developed severe respiratory distress compared to
29.4% (15 out of 51) newborns born to multi Gravida mother.
p-value being significant in study clearly suggests more
incidence of severe respiratory distress in primi than
multigravida where mild and moderate distress was more
common. 68.75% of the newborns (22 out of 32) born to
mothers who had more than 4 Per vaginal examinations had
severe respiratory distress compared to 32.35% (22 out of 68)
born to mothers who had less than 4 per vaginal
examinations. Distribution of PV examination with severity
of distress is highly significant suggesting more number of
PV examinations increases the risk of respiratory distress and
its severity. 65% of newborns (13 out of 20) born to mothers
with meconium stained liquor developed severe respiratory
distress compared to 38.75% of the newborns (31 out of 80)
born to mother with clear liquor. p-value is significant
suggestive of Meconium stained liquor increases the risk of
severity of respiratory. 39.29% of newborns (11 out of 28)
born by cesarean section developed severe respiratory
distress compared to 47.36% of the newborns (9 out of 19)
born by normal vaginal route. Distribution between mode of
delivery and the severity was not significant suggesting there
was no correlation between mode of delivery whether NVD,
LSCS or forceps with the severity of distress. 58.82% of
preterm newborns (10 out of 17) developed severe
respiratory distress compared to 40.96% (34 out of 83)
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among fullterm newborns. Though preterms had more
incidence of severe respiratory distress in our study than in
terms, the distribution is insignificant as our study had more
number of term neonates with TTNB. 47.76% of newborns
(32 out of 67) withl min apgar of less than 7 developed
severe respiratory distress compared to 36.36% (12 out of 33)
with 1 min apgar more than 7. Distribution between 1min
apgar score and the severity was not significant suggesting
there was no correlation between Imin apgar score with the
severity of distress. 48.15% of the newborns (13 out of 27)
with birth weight of < 2.5 Kgs had developed severe
respiratory distress compared to 40% (26 out of 65) & 62.5%
(5 out of 8) with birth weight of 2.5 -3.5 Kgs & > 3.5 kgs
respectively. Distribution between birth weight and the
severity was not significant suggesting there was no
correlation between birth weight with the severity of distress.
46.77% of the newborns (29 out of 62) male babies
developed severe respiratory distress compared to 39.47%
(15 out of 38) female babies. Distribution between newborn
sex and the severity was not significant suggesting there was
no correlation between newborn sex with the severity of
distress.

4. Discussion

Early diagnosis of newborn distress is very important for
its management and good clinical outcome. This study has
made an attempt in early identification of the cause of
newborn distress by clinical assessment of its severity, risk
factor association & abnormal radiological findings.

In the present study out of 100 cases identified with
respiratory distress, 90% were respiratory in origin, 5% had
congenital heart disease and 5% had sepsis. Out of 90% of
respiratory cases, 58% had TTNB, 20% had MAS and 12%
had RDS. 44% of the newborn had severe respiratory distress
while 46% had moderate respiratory distress & 10% had mild
respiratory distress. The commonest cause for respiratory
distress was Transient Tachypnoea of Newborn (58%)
followed by Meconium Aspiration Syndrome (20%) & RDS
(12%). No surgical cause like CDH was found during study.
Similar result was seen in the study done by Guyon G [4]
where the commonest cause for respiratory distress in
newborns was TTNB (72%) followed by MAS (61%) &
RDS (38%). However in a study done by Alok Kumar [8] it
was seen that the RDS was found to be the commonest
(42.7%) cause of respiratory distress followed by TTNB
(17.0%), MAS (10.7%), Sepsis (9.3%) and birth asphyxia
(3.3%). Similarly Nagendra K [10] also shows that the
commonest cause for respiratory distress in neonates was
RDS (18.8%) followed by TTNB (14%) and MAS (12.5%).
This variability in the present study was due to increased no
of cesarean deliveries during the study period giving rise to
more no of TTNB cases.

62.5% of the newborns (10 out of 16) with the onset of
respiratory distress after 6 hours of birth developed severe
distress compared to 43.6% (27 out of 62) & 31.8% (7 out of
22) newborn with onset of respiratory distress at birth and

between 0-6 hours of birth respectively. Similar results were
seen in a study done by Michal Rygl [11], neonates with
onset of respiratory distress after 6 hours, the survival rate
was found to be 45.3%.

In the present study it was seen that 76.75% of the
newborns (33 out of 43) with duration of respiratory distress
more than 24 hours developed severe respiratory distress
compared to neonates which were diagnosed with the onset
of respiratory distress at birth. Similar results were observed
in the study done by Paediatrician in America [12] where
neonates (34 out of 71) with the duration of respiratory
distress of more than 24 hours developed severe respiratory
distress. In our study, majority (53%) required O, more than
24 hours and 43 out of 44 severe distress cases required O,
support for >24 hours which implied O, requirement depends
on the severity of respiratory distress. A research team [13]
studied the neonates born with respiratory distress requiring
supplemental oxygen and it was seen that 8% required
supplemental oxygen for at least an hour. The discrepancy in
the present study may be due to more number of TTNB (58%)
which do not require more O, due to less severity of distress.
On the contrary newborns with MAS (70%) & RDS (75%)
required more O, as they tend to develop more severe
distress. Bhutta ZA [14] studied 200 babies born out of which
81 were diagnosed with respiratory distress. It was seen that
these babies required supplemental oxygen while in NICU.
But unlike our study the above study has not analyzed O,
requirement depending on the cause of respiratory distress
which would help to determine clinical outcome.

90% of the patients were managed exclusively with
oxygen support. Surgical intervention was not required in
any case. 6 out of 20 cases of MAS required ventilation
support, 2 out of 12 patients of RDS required surfactant
therapy and 2 required ventilation and surfactant. Rest of the
patients were recovered with exclusive oxygen support. This
suggests that oxygen support was all that was needed in
TTNB Patil A [15] has done similar study in 78 newborns
with respiratory distress where he got similar findings. One
newborn had CDH and required surgical intervention and
ventilator support where as four cases of MAS and 2 of RDS
needed ventilator support. One case with RDS required
surfactant therapy.

There were five mortalities seen in our 100 newborn cases
with respiratory distress. We had no mortality in TTNB,
CHD and sepsis affected newborns. Most of the cases of
TTNB recovered within 48-72 hours and all were discharged.
3 out of 20 (15%) cases of MAS succumbed to illness and 2
out of 12 (16.67%) cases died due to RDS. Mortality in our
study is 5% which is much low in other studies done
elsewhere. Shrivastava S. P.[16] studied 1000 babies and
found the most common respiratory cause of neonatal death
was due to birth Asphyxia (44%), followed by RDS (4.4%),
MAS (1.9%).

4.1. Maternal Risk Factors

4.1.1. Socioeconomic Status
In the present study, socioeconomic status was graded by
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modified kuppuswami scale. 63% (17 out of 27) cases in
upper lower class developed severe respiratory distress
compared to 30%(12 out of 40) in upper middle and
45.5%(15 out of 33) in lower middle class developed severe
respiratory distress. Kommawar A [17]. has similar
observation like our study suggesting highly significant
association between lower socioeconomic status and severity
of respiratory distress.

4.1.2. Maternal Age

In the present study it was seen that 80% of the newborns
(8 out of 10) born to mothers with maternal age >30
developed severe respiratory distress compared to 55.5%(5
out of 9) and 38% (31 out of 81) newborns born to mothers
below 21 years & between 22-30 years respectively. Similar
results were observed in the study done by C. Dani [18]
where it was observed that mothers >32 years of age were at
a higher risk of delivering babies with respiratory distress.

Similar comparison was seen in the study done by Alwyn
Smith [19] were higher maternal age was identified as a risk
factor for neonatal respiratory distress. In the present study it
was observed higher maternal age to be a risk factor for
developing respiratory distress in newborns as the correlation
is statistically significant.

4.1.3. Parity

In the present study 59.2% of the newborns (29 out of 49)
born to Primigravida mothers developed severe respiratory
distress when compared to 29.4% (15 out of 51) newborns
born to multigravida. Similar results were observed in the
study done by C. Dani [18] where it was seen that the
incidence of respiratory distress was more in the first
pregnancy and after the fourth pregnancy. However N. B.
Mathur [20] has shown that multigravida was a risk factors
for developing respiratory distress in newborns. M. Lureti
[21] however shows that there is no significant association

between multiparity and the attainment of respiratory distress.

Prolonged labour in the primigravida may be the reason for
development of respiratory distress in neonates in the present
study.

4.1.4. PV Examination

Bertini [22] has shown that the number of PV examination
above 4 was significantly associated with respiratory distress.
Similar results were observed in the study done by Kwang sun
Lee et al [23] where per vaginal examination done more than 5
before the delivery time was more associated with respiratory
distress. 68.75% of the newborns (22 out of 32) born to
mothers who had more than 4 Per vaginal examinations had
severe respiratory distress compared to 32.35% (22 out of 68)
born to mothers who had less than 4 per vaginal examinations
M. F. Reali [24]. This suggests that higher the number of per
vaginal examinations more is the newborn prone to infection
and in turn to severe respiratory distress.

4.1.5. Liquor
65% of newborns (13 out of 20) born to mothers with
meconium stained liquor developed severe respiratory

distress compared to 38.75% of the newborns (31 out of 80)
born to mother with clear liquor. Similar observations were
observed in the study done by Michal Rygal [5] where
meconium stained liquor had more chances of developing
respiratory distress 58.8% when compared to 21.14%.

4.1.6. Mode of Delivery

39.29% of newborns (11 out of 28) born by cesarean
section developed severe respiratory distress compared to
47.36% of the newborns (33 out of 69) born by normal
vaginal route. In our study, mode of delivery and severity of
respiratory distress was not statistically significant. Same
parameter was observed in studies done by C. Dani [18], EJ
Gellee [25] & Jean-Bernard Gouyon [4] where it was noticed
that caesarian delivered babies have more chances of
neonatal respiratory distress when compared to normal
vaginal delivery.

4.2. Fetal Risk Factors

4.2.1. Gestational Age

In the present study it was seen that 58.82% of newborns
(10 out of 17) with SGA developed severe respiratory
distress compared to 40.96% (34 out of 83) with term
gestational age. Most of the studies like as done by Kwang
sun Lee et al [23] where it was seen that SGA babies had a
significantly higher association with the incidence of
respiratory distress when compared to term babies. C. Dani
[18] & M. Lureti [21] has also observed in their studies that
SGA babies were more associated with respiratory distress
when compared to term babies. In our study, though preterm
babies have higher percentage of severe respiratory distress,
it is not statistically significant. It is probably because our
study has more number of term babies with maximum
number being TTNB.

4.2.2. One Min Apgar Score

In the present study it was seen that 47.76% of newborns
(32 out of 67) withl min apgar of less than 7 developed
severe respiratory distress compared to 36.36% (12 out of 33)
with 1 min apgar more than 7. Study done by M. Lureti [21]
has shown that a Low Apgar score at 1st and 5th min < 7 was
associated with increased risk of respiratory distress when
compared to babies with Apgar score more than 7.9 at 1
minute of age and 8.4 for 5 minutes of age.

Similarly Fidanovski. D [26] observed that low 1 min
apgar score was more associated with respiratory distress and
Prolonged NICU stay. However Jean-Bernard Gouyon [4]
showed that Apgar score <3 at 1 min was more associated
with increased respiratory distress. In our study 1 min
APGAR score of <7 has higher percentage of severe
respiratory distress but the statistical significance is lacking.

4.2.3. Birth Weight

In the present study it was seen that 48.15% of the
newborns (13 out of 27) with birthweight of < 2.5 Kg had
developed severe respiratory distress compared to 40% (26
out of 65) & 62.5% (5 out of 8) with birth weight of 2.5 -3.5
Kg & >3.5kg respectively. In the study done by M. Lureti [21]
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it was seen that the risk of neonatal respiratory distress
markedly increased with decreasing birth weight compared to
babies weighing more than 2500 g at birth. However in the
study done by Herbert C Miller [27] it was seen that
respiratory distress was more common in babies weighing
between 1000gms-1500gms and the risk of respiratory
distress reduced with increase in birth weight. In our study,
birth weight is not statistically correlated with severity of
respiratory distress probably because of higher number of
term babies with good birth weight and most of them having
TTNB.

4.2.4. Baby Sex

In the present study it was seen that 46.77% of the
newborns (29 out of 62) male babies developed severe
respiratory distress compared to 39.47% (15 out 0f38) female
babies. M. Lureti [21] shows the frequency of neonatal
respiratory distress was higher in males than compared with
females. Similarly Herbert C Miller [27] & Sengupta [28]
shows that the incidence of severe respiratory distress was
almost three times higher among males than females
However in the study done by C. Dani [18] it was observed
that that there is no significant association with respiratory
distress and the sex of the baby. Similar observations were
observed by Negendra K [10] who also concluded that there
is no significant difference in neonatal respiratory distress in
male and female neonates.

5. Conclusions

There are very few studies on comparison of etiology with
the severity of the respiratory distress. We found an overall
survival rate was 95%. Transient tachypnea of the newborn
was the most common cause of respiratory distress in
newborn followed by MAS followed by RDS. 44% of
newborn with respiratory distress developed severe
respiratory distress which required intensive monitoring.
Risk factors like high maternal age, primigravida mothers,
more than 4 per vaginal examinations, meconium stained
liquor, low socioeconomic status were associated with severe
respiratory distress in newborns. In our study, mode of
delivery, gestational age, 1 min APGAR Score < 7, birth
weight and newborn sex had no correlation with severity of
respiratory distress. Clinical assessment of severe respiratory
distress against its onset and duration will help in early
diagnosis. Immediate clinical outcome of newborn
respiratory distress in term of mortality rate is variable and
depends on the cause of newborn distress.

6. Recommendation

1) Appropriate ANC care with early recognition and timely
follow up of high risk cases and prompt management is
required to reduce morbidity.

2) Aseptic handling with minimal PV examinations
wherever possible is recommended.

3) Modifiable risk factors

associated with low

socioeconomic status like anemia, undernutrition and
hygiene must be dealt with to reduce adverse impact on
newborn.

4) Timely recognition and intervention of respiratory
distress is recommended to reduce morbidity and mortality.

5) Silverman Anderson and Downe scoring system being
manual methods and do not require any instruments,
assessment of the severity of respiratory distress can be done
even in resource poor places.
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