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Summary.
Effective and timely diagnosis represents a crucial component in the prevention and treatment of all neonatal diseases. It
serves as the coordinating mechanism in the comprehensive management of newborns with meconium aspiration syndrome

(MAS), a severe condition that may originate prenatally, progress rapidly, and result to potentially dangerous consequences
manifesting both immediately postpartum and during later developmental stages.

The MAS diagnostic process requires that obstetricians and neonatologists possess extensive knowledge and skills across
multiple medical disciplines, encompassing an understanding of biochemical and cellular pathological processes, integrated
comprehension of organ system function, and whole-body physiology, while accounting for gestational age at birth. Development
of precise management strategies for neonates delivered through meconium-stained amniotic fluid relies on pregnancy monitoring
data, ultrasound evaluation of fetal status, placental characteristics, amniotic fluid analysis, and cardiotocography results.

Meconium aspiration syndrome arises from the aspiration of meconium-stained amniotic fluid occurring before, during,
or immediately after delivery. Meconium functions as a noxious substance that rapidly injures immature and hypersensitive
pulmonary tissue, initiating systemic pathological cascades. The release of cytokines, including tumor necrosis factor-alpha
(TNF-a), interleukin (IL)-1B, IL-6, IL-8, and IL-13, triggers diffuse pneumonitis through airway and parenchymal irritation.
Pneumonitis may develop within hours due to meconium-derived enzymes, bile salts, and free fatty acids. Quantification of TNF-a,
IL-1p, IL-6, IL-8, and IL-13 provides diagnostic value for pneumonitis in MAS. Continuous monitoring of acid-base status and
blood gas composition is essential for assessing MAS severity, as perinatal stress-induced metabolic acidosis combines with
respiratory acidosis, while parenchymal injury is associated with persistent pulmonary hypertension of the newborn (PPHN).

MAS disrupts homeostatic balance through hypoxia and metabolic stress, potentially resulting in electrolyte disturbances.
Sodium, potassium, and calcium ions play essential roles in cardiac function, vascular tone regulation, and neuromuscular
conduction. Hyponatremia may serve as an early indicator of the syndrome of inappropriate antidiuretic hormone secretion
(SIADH), which is frequently observed in severe MAS cases due to hypoxic stress or pulmonary injury. In SIADH, hyponatremia
arises from water retention, thereby increasing the risk of cerebral edema and seizures. Acute kidney injury may induce potassium
imbalances, commonly manifesting as hyperkalemia, a potentially life-threatening condition, alongside elevated nitrogenous
waste products and acid-base disturbances. Both hypokalemia and hyperkalemia can precipitate severe cardiac arrhythmias,
while tissue hypoxia or renal impairment may exacerbate potassium release into the circulation. Neonatal hypocalcemia may
further aggravate cardiovascular instability and respiratory dysfunction associated with MAS.

In addition to the local effects of meconium on respiratory mucosa and pulmonary parenchyma, hypoxia and infection
contribute significantly to the pathogenesis of MAS.

Primary fetal oxygen deprivation triggers a stress response characterized by hypoxia-induced anal sphincter relaxation and
enhanced intestinal peristalsis, resulting in meconium passage into the amniotic fluid.

Concurrent hypoxia may provoke fetal gasping, a suffocation-like reflex, and respiratory spasms, facilitating aspiration
of meconium into the airways prior to delivery. Early aspiration induces three principal pathophysiological mechanisms:
mechanical airway obstruction, chemical pneumonitis with activation of inflammatory cascades, and surfactant dysfunction,
collectively exacerbating neonatal hypoxia. Intrauterine infection, particularly chorioamnionitis, represents an independent risk
factor for MAS development, substantially expanding the spectrum of required diagnostic parameters.

Complete blood count analysis (CBC) remains an essential routine diagnostic modality in neonates. CBC parameters serve
as early indicators of pathological alterations, enabling clinicians to assess the severity of MAS. Specifically, erythrocyte count,
platelet levels, hematocrit, and neutrophil/granulocyte concentrations reflect oxygen-carrying capacity and the risk of neonatal
hemorrhage, infection, and chronic hypoxia.

Neurological examination allows detection of hypoxic brain injury, although optimal diagnostic yield requires prior patient
stabilization. When clinically indicated, neuroimaging modalities, including magnetic resonance imaging (MRI), computed
tomography (CT), or cranial ultrasonography, may provide additional diagnostic information.

Chest radiography performs three essential diagnostic functions in meconium aspiration syndrome (MAS): confirmation
of the diagnosis and evaluation of disease severity, identification of atelectasis and air leak syndromes, and verification of
correct positioning of endotracheal tubes and umbilical catheters. In contemporary neonatology, lung ultrasound (LUS) has
demonstrated diagnostic efficacy comparable to conventional radiography. Echocardiography is indispensable for the assessment
of cardiac anatomy and function, particularly for evaluating the severity of pulmonary hypertension and the presence of right-
to-left shunting. In neonates with MAS-associated respiratory failure, echocardiographic assessment during the «golden houry
is strongly recommended.

This article emphasizes the imperative of systematic diagnostic approaches to MAS, which are fundamental for guiding acute
management, preventing complications, and mitigating long-term sequelae.
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Meconium-stained amniotic fluid (MSAF) occurs
in 1 out of 7 pregnancies, accounting for 400,000 to
600,000 deliveries annually in the United States. The
incidence increases with advancing gestational age.
Meconium-stained amniotic fluid is observed in 27% of
post-term pregnancies. MSAF is associated with adverse
neonatal and maternal outcomes. Approximately 20-30%
of neonates born through meconium-stained amniotic fluid
demonstrate respiratory and neurological depression at
birth. Approximately 10% of cases of neonatal respiratory
distress are attributable to MAS. The incidence of MAS
increases exponentially from 38 to 42 weeks of gestation.
Globally, MAS frequency has decreased in developed
countries due to improvements in obstetric practices and
perinatal care, while remaining a significant problem in
developing countries [62].

One of the most severe complications of meconium-
stained amniotic fluid is meconium aspiration syndrome
(MAS), occurring in in 5% of affected neonates. MAS is
defined as respiratory distress in an infant born through
meconium-stained amniotic fluid, with symptoms that
cannot be otherwise explained [29]. The average incidence
of MAS in Ukraine ranges from 2% and 3% of deliveries,
whereas meconium-stained amniotic fluid is observed in
9-15% of cases [63].

In 5-12% of children with MAS, chronic
bronchopulmonary diseases and neurological disorders
develop [62]. The mortality rate associated with MAS is
approximately 12% [29].

A systematic diagnostic approach ensuring early
detection, accurate severity assessment, and coordinated
multidisciplinary interventions is essential for preventing
MAS development and its associated complications. This
systematic approach comprises three interconnected levels:
prenatal, intrapartum, and postnatal. At the prenatal stage,
identification of high-risk groups (advanced gestational
age, intrauterine infection, signs of fetal stress) enables
preventive strategies, including planned labor induction
or intraamniotic amnioinfusion, which significantly reduce
MAS likelihood [29].

Intrapartum diagnostics involve continuous
cardiotocographic monitoring, assessment of meconium-
stained fluid, and immediate neonatal evaluation with
preliminary diagnostic conclusions within the first seconds
of life. This includes rational and maximally effective
utilization of the ‘golden minute,” objective Apgar score
assessment, and timely initiation of personalized medical
care algorithms for infants born through meconium-stained
amniotic fluid.

Postnatal diagnostics are based on clinical examination,
radiographic and ultrasound lung evaluation, and prompt
laboratory monitoring (blood gas analysis, inflammatory
markers, hypoxia indicators). Integrating these data within
an interprofessional team, comprising neonatologist,
pediatrician, radiologist, and laboratory specialist,
enhances the accuracy of MAS severity assessment
and facilitates optimal treatment algorithm selection
[7,20,29,30,31,33,36,38,46,51]. The key diagnostic
components of MAS in neonates primarily include
pregnancy and delivery history data, fetal monitoring

data through cardiotocography (CTG), stethoscope
auscultation, and fetal heart rate assessment using handheld
Doppler, together with the presence of meconium-stained
amniotic fluid, which increases the risk of aspiration
syndrome. Inflammatory processes in the amniotic sac
stimulate cytokine and inflammatory mediator production,
promoting meconium release and aspiration. Furthermore,
intra-amniotic infection increases bacterial colonization
of meconium, exacerbating chemical and infectious
pneumonitis in neonatal lungs and impairing gas exchange.
Infection-induced fetal systemic inflammatory syndrome
enhances vasospasm and pulmonary hypertension, further
compromising tissue oxygenation [48].

The diagnosis of MAS is established when meconium-
stained amniotic fluid is present, traces or meconium
are detected during tracheal suction, signs of neonatal
respiratory distress are observed in the newborn, and
characteristic radiographic abnormalities are identified.
Clinical examination and physical assessment of the neonate
with severe respiratory disturbances carry significant
diagnostic weight in MAS cases, including findings such
as cyanosis, tachypnea, grunting at end-expiration, nasal
flaring, intercostal retractions, and barrel-shaped chest
(increased anteroposterior diameter) due to air trapping,
with auscultation revealing rales and grunting in some
cases. Pulmonary effects may result in severe ventilation-
perfusion mismatch (V/Q), oxygen dependence, and the
requirement for mechanical ventilation, which contribute
to determination of the specific severity grade of MAS.

Three severity grades of MAS are recognized:

- Mild: respiratory disturbances requiring oxygen
therapy with FiO2 <40% for less than 48 hours.

- Moderate: respiratory disturbances requiring oxygen
therapy with FiO2 >40% for more than 48 hours.

- Severe: respiratory disturbances requiring
mechanical ventilation for more than 48 hours with
development of persistent pulmonary hypertension
syndrome [8].

Enzymes, bile salts, and free fatty acids in meconium
irritate the airways and parenchyma, triggering cytokine
release, including tumor necrosis factor (TNF)-a,
interleukin (IL)-1pB, IL-6, IL-8, IL-13, and initiating diffuse
pneumonitis that may develop within hours after aspiration
[43,48]. TNF-a, IL-1B, IL-6, IL-8, and IL-13 may serve as
diagnostic markers for pneumonitis in MAS.

Laboratory investigations in MAS should include
assessment of acid-base status, which is crucial for
maintaining respiratory and acid-base homeostasis [41].
Metabolic acidosis caused by perinatal stress is compounded
by respiratory acidosis, whereas parenchymal disease
is associated with persistent pulmonary hypertension of
the newborn (PPHN). Proper MAS management requires
arterial blood gas measurements (pH, pCO:, pO2) and
continuous oxygenation monitoring via pulse oximetry. The
severity of lung injury can be assessed by the oxygenation
index, interpreted as follows: an oxygenation index (PaO./
Fi0:) <300 indicates acute lung injury, and an oxygenation
index (Pa0O2/Fi02) <200 indicates severe acute respiratory
distress syndrome. Serum electrolyte determination should
also be incorporated in the diagnostic workup, with sodium,
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potassium, and calcium levels measured within the first 24
hours of life in MAS-affected neonates, considering that
common complications of perinatal stress in these infants
include syndrome of inappropriate antidiuretic hormone
secretion and acute kidney injury.

For neonatal clinicians, performing a complete blood
count (CBC) is a routine yet diagnostically valuable
procedure. First, erythrocyte levels and hematocrit values
reflect blood oxygen-carrying capacity: elevated hematocrit
may indicate chronic intrauterine hypoxia, whereas
decreased values suggest anemia and risk of insufficient
tissue oxygenation in neonates. Such alterations are
frequently observed in infants born through meconium-
stained amniotic fluid and are associated with hypoxic
stimulation of erythropoiesis or, conversely, reduced
hematopoiesis during infectious processes. Second,
platelet count possesses important prognostic significance:
thrombocytopenia during the first hours of life increases
the risk of neonatal hemorrhage, including pulmonary
hemorrhage, which significantly aggravates MAS
progression and elevates mortality in neonatal intensive care
units. Early detection of thrombocytopenia permits timely
correction (platelet transfusion) and reduces complications.
Third, differential leukocyte count, particularly neutrophils
and other granulocytes, facilitates identification
of intrauterine or perinatal infection, representing an
independent risk factor for MAS. Neutrophilia with left shift
or neutropenia indicate bacterial infection that exacerbates
chemical pneumonitis following meconium aspiration.
Furthermore, an elevated immature-to-total neutrophil ratio
serves as an early marker of systemic inflammation and
assists in determining the necessity for antibiotic therapy
within the first hours of life [64]. Thrombocytopenia
increases the risk of neonatal hemorrhage, and intrauterine
or perinatal blood loss, as well as infection, contributes to
postnatal stress. Therefore, in MAS cases, the following
CBC patterns may be observed: neutropenia or neutrophilia
with left shift may indicate perinatal bacterial infection,
whereas polycythemia may develop secondary to chronic
fetal hypoxia. Polycythemia is associated with reduced
pulmonary blood flow and may exacerbate hypoxia related
to MAS and PPHN. Studies demonstrate that infants with
MAS exhibit higher absolute nucleated red blood cell
counts compared to neonates born through meconium-
stained amniotic fluid without MAS manifestations [35, 53].

Imaging studies include chest radiography, which is
essential for confirming MAS diagnosis and determining
its severity, identifying areas of atelectasis and air leak
syndromes, and verifying proper placement of endotracheal
tubes and umbilical catheters. Lung ultrasound (LUS)
may serve as a convenient, non-invasive, and accurate
imaging modality for MAS diagnosis. Key MAS features
identified by LUS include pulmonary consolidation with
air bronchograms (all patients), pleural line abnormalities
and absent A-lines (all patients), alveolar-interstitial
syndrome or B-lines in non-consolidated areas (all
patients), atelectasis in severe MAS (16.2% of severe
cases), and pleural effusion (13.7% of patients) [39].
Patients with MAS require thorough cardiac evaluation
and echocardiography to detect congenital heart defects
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and PPHN of the newborn. Determining the degree of
PPHN prior to initiating treatment is crucial, making
echocardiography ideally performed during the «golden
hour» of the affected neonate’s life.

Brain imaging also holds significant diagnostic
value since hypoxia, which damages both fetal and
neonatal nervous systems, represents a key factor in MAS
development. Neurological examination should follow
stabilization of the infant’s condition. If abnormalities are
detected, brain imaging (e.g., magnetic resonance imaging
[MRI], computed tomography [CT] scanning, cranial
ultrasonography) is indicated.

During evaluation and management, it is essential to
exclude the following differential diagnoses: aspiration
syndromes, congenital heart defects with pulmonary
hypertension, congenital diaphragmatic hernia, neonatal
idiopathic pulmonary arterial hypertension, congenital
pneumonia, neonatal sepsis, persistent pulmonary
hypertension of the newborn, respiratory distress syndrome,
transient tachypnea of the newborn, and transposition of
great arteries.

Conclusions

Meconium aspiration syndrome (MAS) is a severe, rapidly
progressive neonatal lung disease with high complication
rates and risk of fatal outcomes. The application of modern
informational, clinical, and laboratory-instrumental diagnostic
methods from the period of initial risk development in utero
is crucial for early personalized MAS diagnosis.

The MAS diagnostic process requires detailed
interpretation of results obtained through contemporary
diagnostic tools detecting changes in affected neonates,
which in turn demands neonatologists continuously
enhance their knowledge and skills in both individual and
team-based practice.

A multidisciplinary approach to early diagnosis will help
prevent long-term consequences that directly impact the
developmental prognosis and health of infants with MAS.

Thus, the diagnostic components of MAS—
personalization, timeliness, completeness, and systematic
application of modern diagnostic tools throughout
all perinatal stages—form the foundation for effective
management of this complex neonatal condition.

Future research directions. Early, dynamic, and
continuous monitoring of infants born through meconium-
stained amniotic fluid from the first seconds of life, with
determination of diffuse pneumonitis markers (TNF-a,
interleukin (IL)-1p, IL-6, IL-8, IL-13) during the «golden
houry, is essential to predict MAS development, its severity
grade, and inflammatory process intensity. Correlating
these findings with respiratory disturbance severity will
augment current diagnostic criteria in routine neonatal
practice and facilitate personalized management decisions
for this condition specific to the perinatal period.
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3HAYEHHS JIATHOCTAYHUX CKJIATOBUX CHHAPOMY ACHIPAIIIf MEKOHIIO
Y MEHEJ)KMEHTI HOBOHAPO’KEHUX

M. M. Kicenvosa, A. B. Komap

JHII «JIbBiBcbKMii HAaNiOHAJBHUN MeTUYHUH yHiBepcuTeT iMeni Jannna anunbkoro»
(m. JIbBiB, YKpaina)

Pesiome.

EdexrrBHa i cBoeyacHa AiarHOCTHKA — 000B’ I3KOBHH €JIEMEHT IPOQITaKTHKH Ta JTiKyBaHH YCiX 3aXBOPIOBaHb MEPio/y HOBOHAPO/I-
»KeHOCTi. BoHa i i BiZirpae posib AUPUTeHTa y 3/1arof)KEHOMY MPOLECi BEJCHHs HOBOHAPOKEHOTO i3 CHHAPOMOM acIipariil MEeKOHIt0
(CAM). Lle cepiio3He 3aXBOPIOBAHHS, 1110 MOXKE TIOYMHATHUCS 1IIE 10 HAPOMKEHHS TUTHHH, IIBUIKO IPOTPECYBATH TA CIPHYMHATH PUSUKU
PO3BUTKY HeOE3MEeYHNX HACII/IKIB, SIKi MOXYTb IIPOSIBJIATHCS SIK OAPa3y Micisi HAPOKECHHS, TaK 1 y CTapIIOMy BiLli.

Hiarnoctuunuii npouec CAM Bumarae Bif Jikapsi-akyuiepa, HEOHaTOJIOra MUOOKKX 3HaHb Ta HABHYOK B YCiX raiy3sx Meaud-
HOI HAayKH, BiJl pO3yMiHHS ATOJIOTIYHUX MPOLECIB Ha 610XIMIYHOMY, KIIITHHHOMY PIiBHSIX [0 L{JTICHOrO pO3yMiHHS (DYHKLIOHYBaHHS
OpraHiB, CHCTEM Ta OpraHi3My B I[JIOMY, 3 ypaxyBaHH;IM IeCTALIIHOTrO BiKy IMTHHH Ha 4ac Hapo/pKeHHs. UiTKy CTparerito i TaKTHKY
HaJaHHs JOTMOMOT'Y LIOHHO HAPOKEHIH JUTHHI KPi3b MEKOHIa IbHI BOAM JOIOMAra€e NpUHHATH BUKOPUCTAHHS PE3yNIbTaTiB CYyIPOBOLY
BariTHOCTI Ta yJBTPa3ByKOBOTO JOCIIDKSHHS CTaHy BHYTPILIHBOYTPOOHOI JUTHHH, IUTALCHTH, XapaKTEPUCTHK HABKOJIOIUTIAHMX BOJ
Ta pe3yJbTaTiB Kapaiotokorpadii 30kpema.

CuHIpoM acmipaliil MEKOHIIO — 11 CTaH, SIKMi BHHUKAE BHACIIIOK acmipanii MeKOHialbHHX BOJ 10, Iij 4ac abo ofpasy miciis Ha-
POIDKEeHHS. MEKOHil — arpecBHE CEPEeIOBUILE, SIKE LIBU/KO MOIIKO/DKY€E HE3pily, Hauy TIIMBY JEICHEBY TKAHHHY Ta 3aIlyCKae KacKaj
3MiH y BCbOMY OpraHi3Mi JUTHHH. BHBiTbHEHHS IUTOKIHIB, BKJII0Uar0uH GakTop Hekpo3y myxnut-anbda (OHII-a), intepneiikiu (IL)-1p,
IL-6, IL-8, IL-13), mio iHiniro0Th Auy3HUHA MTHEBMOHIT, TOAPA3HIOIYH AUXATIbHI IIUISIXU Ta MapeHXxiMy. PO3BUTOK MHEBMOHITY MOXKe
CTaTHCSI IPOTATOM KiJIbKOX TOJMH IiCIIsl actipallii BHACTIIOK BILUIMBY ()EPMEHTIB, JKOBYHHUX COJICH Ta BUTbHUX KUPHHUX KHCIOT MEKOHIIO.
Busnauennss ®HII-o, intepaeiikinis (IL)-1p, IL-6, IL-8, IL-13 giarnoctiuto uinHe s mHeBMoHITY ipu CAM. BesanbrepHaruBhe
3HA4YEHHs y JiarHocTuli cryness Tsokkocti CAM Mae nuHaMivHa OLiHKA KUCJIOTHO-TY>KHOTO CTaHy Ta Fa30BOT0 CKJIALy KPOBi, OCKITIbKU
MeTaboYHUH alu103, CIPUYMHEHHI IepUHATAIBHUM CTPECOM, TTOEIHYETHCS 3 PECHIPATOPHUM alMA030M, a IAPEHXIMATO3HE 3aXBO-
proBaHHS — 31 CTIHKOIO JIET€HEBOIO rinepren3iero HoBoHapomkenux (IIJI).

[Mopytuenns romeocrarrnaHoro 6asancy npu CAM — rimokcist i MeTaboiuHui cTpec MOXKe IPU3BOAUTH 0 3MiH PIBHS SJICKTPOJITIB.
Harpii, kaniii i KanpLiif € KPUTUIHUMH AJIs1 HOPMAJIbHOT pOOOTH Ceplis, PeryisLil TOHYCYy CyAHH, HEPBOBO-M 5130BO1 MPOBiAHOCTI.
[onwmxkeHuit piBeHb HaTpito (TiHOHATPiEMIsT) MOXKe OyTH MEPIIUM MapKepOM CHHAPOMY HEBIAMOBIAHOI CEKpeLii aHTHUAIypETUUHOIO
ropmony (HCA/ID), sikuit yacto BuHHKae npu TspkkoMmy CAM uepes cTpecoBy rinokcito ado nourkopkenus gerens. [Ipu HCATL cro-
CTepiraeThesl TiOHATPIEMIs], Yepe3 3aTPUMKY BOJH B OpPraHi3Mi, pu3uk HaOpsiky MO3Ky i cynoM. IIpu roctpiit HUPKOBiii HEJOCTATHOCTI
3MIHIOIOTBCS PiBHI KaJito (4acTo rimepkajiemis — ayxe HeGe3mneuHa), MOKIMBE HAPOCTAHHSI a30TUCTHX IIUIAKIB, MOPYLICHHS KUCIOTHO-
nyxHoro 6anancy. [TopymuieHHs piBHs Kauito (rimokanieMist abo rinepkaieMis) MOke CIIPUYUHNTY HeOe3neyni apuT™ii. [lomkomkeH s
HUPOK abo TKaHHHHA rinokcis npu CAM Moxe MPU3BOANTH [0 BUBLIBHEHHS Kalilo y KpoB. ['iMOKaNIbIieMisi Y HOBOHAPOKSHUX MOXE
IiICHJIIOBAaTH CePLIeBO-CYANHHY HECTaOUIBHICT Ta AUXanbHi po3naau, cupuanHeni CAM. Tlopsin i3 okanbHUM BILTMBOM MEKOHIIO Ha
CIIM30BI IUXaJIbHHUX IULIXIB i MapeHXiMY JIEreHb BOXKIIMBY POJIb Y PO3BUTKY CHHAPOMY acmipaliii MEKOHiO BilirparoTh MilOKCis Ta iHpeK-
uist. [To-nepiite, rocTpuii eilUT KUCHIO B IUIO/IA TPU3BOAUTD JI0 CTPECOBOI BIAIMOBIAI: IMi/] Ji€I0 TiMOKCIi pO3CiabioeThCs aHAIBHUN
chiHKTep, CTUMYIIIOETHCS EPUCTANBTHKA KUIIKIBHUKA i BiIOyBa€ThCSI BUKU MEKOHIIO Y HABKOJIOILTIAHI BOAX. OHOYACHO TiMOKCIst
MOJKE BUKJIMKATH raciy (CXOXIi Ha 3a]{yXy) AMXaJbHi ClIa3MH IUIO/A, 110 CIPUSIOTH MOTPAIUIIHHIO MEKOHIIO B JUXAJIbHI LUISAXH LIE J10
HapoKeHHs. Y pe3ysbTaTi paHHbol acmipauii GOpMYIOThCS TPHU TOJIOBHI MEXaHi3MHU IOIIKODKSHHS JIETeHb: 00CTPYKLIs AUXAIbHUX
LUTSIXIB, XIMIYHHI THEBMOHIT 13 3amayieHHsIM 1 MOPYyLIeHHs cypdakTanTHOI QYHKIIIT, 1110 JIMIIe TTOCHIIOE TIHOKCUYHHI CTaH HOBOHA-
pomxenoro. Oxpemuii pakrop pusuxy po3sutky CAM cTBoproe iHdeKIist, 0COOIHNBO BHYTPILIHHOMATKOBA (XOPiOaMHIOHIT), HAsIBHICTh
SIKOT 3HAYHO 301JIBIIYE MEPEeNiK CKIA0BUX IarHOCTUYHOTO MPOLIECY.

PyTHHHUM JiarHOCTMYHMM IHCTPYMEHTOM, L0 HE BTPaya€e CBOET IarHOCTUYHOI aKTYaJbHOCTI Y HOBOHAPOKEHUX, 3AJIMILIAETHCS
PO3rOpHYTHIA 3aranbHui anaii3 KpoBi. [loka3HUKY 3arajabHOTO aHai3y KPOBi, SIK paHHI MapKepH MaTOIOTIYHUX 3MiH, 10 BiI0yBarOThCS
B OpraHi3Mi HOBOHaPOKEHOT0, JOIIOMOXYTh BiANOBIAAIEHOMY JIiKapro y po3yMiHHI IMTHOWHHU 3MiH, 1110 BigOYBalOTHCS y TUTHHU 3 CHH-
JPOMOM acripaliii MeKoHito. J[eTanbHol 1ikapchbKoi iHTeprperailii, BifoOpaXkeHol y epBHHHINM MeJUYHIH JOKyMeHTallii, 32aCIyroByIOTh
MMOKa3HHUKH 3arajbHOTO aHali3y KPOBi, a caMe: KUIbKiCTh epUTPOLHUTIB, TPOMOOIMTIB, BEIMYNHA TEMAaTOKPHUTY, KUIbKICTh HEUTpOdiniB
Ta IHIIKX IPAHYJIOLMTIB, OCKIIBKH ITepepaxoBaHi OKa3HUKH CBIAYATh PO PiBEHb 3a0€3MeYeHHs 30aTHOCTI KPOBI IEPEHOCHTH KHCEHb,
HasIBHICTh PU3MKY BUHUKHEHHSI HEOHATaJIbHOI KpoBOTedi, iH(eKwii Ta mepeHeceHol XpOHiYHOT TiHOKCIi.

O3Haky BIUTUBY TiMOKCIii HA TOJIOBHUI MO30K MOXKE BHSIBUTH 1 HEBPOJIOTiUHE 0OCTEXKEHHSI, 1[0 Oy/1e MaKCUMaJIbHO iHHOPMaTHBHUM
micist cTabinizauil cTany, BisyanbHi OCITIKEHHS MO3Ky (MarHiTHO-pe3oHaHcHa Tomorpadis [MPT], komm’rorepHa Tomorpadis [KT],
ynpTpacoHorpadis depemna) 3a HassBHOCTI TOKa3aHb.

Kurouose wmicrie B giarnoctuii CAM 3aiimae peHtrenorpadist rpyaHoi KITKH, 1110 HeoOXinHa 1yt miaTBeppkenHs qiarnosy CAM Ta
BU3HAYCHHSI CTYIEHS TSDKKOCTI, BUSIBJICHHS JUJISIHOK aTeIeKTa3y Ta CHHAPOMIB BUTOKY MOBITPSI; IEPEBIPKH ITPABHILHOTO PO3TAIIYBaHHS
SHJ0TpaxeabHOI TPYOKH, MyIKOBHX KaTeTepiB. Yibsrpa3Bykosa giarnocrtuka (Y3/I) nerens HaOylia B HEOHATONOT T, HE MEHILIOI BAXKIIH-
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