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Abstract

Symphysiotomy is an operation in which the fibréshe pubic symphysis are partially divided to alleeparation of the joint
and thus enlargement of the pelvic dimensions byefacilitating vaginal delivery of the foetus ihe presence of mild to
moderate cephalopelvic disproportion. It is perfed with local anaesthesia, does not require amtipg theatre or advanced
surgical skills. It can be a lifesaving proceduoe hoth mother and baby in obstructed labour, éafhgdn rural areas and
resource-poor settings of developing countries,reviae24 hours availability of a caesarean sectoomet be guaranteed. It is a
simple underused technology that can be performyesl graduate doctor or midwife in rural health lities and hospitals where
most of the times, in Nigeria, there are no pramgicspecialist obstetricians. In rural hospital andcommunities where
sympysiotomy is still being performed, it is evidémat it is preferred to caesarean section becafige socio-cultural desire to
achieve a vaginal delivery. This paper highlights experiences with symphysiotomy in a rural Romath@& hospital
providing evidence on the safety of symphysiotomg ¢he need for its revival and reinstatement m dbstetric arsenal in
Nigeria and similar countries in sub-Saharan Afudsere maternal mortality as a result of prolongad neglected obstructed
labour still occur Afr J Reprod Healti2012; 16[3]: 93-100).

Résumé

Symphysiotomie est une opération dans laquellédess de la symphyse pubienne sont partiellemitigébs pour permettre la
séparation de [l'articulation et permet en conségeebélargissement commune et des dimensions disirhafacilitant
ainsi I'accouchement vaginal des foetus en présEnne disproportion céphalo-pelvienne d’intenséigere a modéré. Elle est
réalisée sous I'anesthésie locale, et n'exige passalle d'opération ou des compétences chiruegicaancées en chirurgie.
Elle peut étre une procédure de sauvetage pourela et le bébé dans les dystocies, surtout dangoless rurales dont les
ressources sont limitées des pays en développementne opération césarienne ne peut étre assongie R4 heures par
jour. C’est est une technologie simple qui est adilisés et qui peuvent étre pratiquée par un miédgualifié ou une sage-
femme dans les établissements de santé ruraux et Hépitaux oula plupart du temps,au Nigeria,ily na
pas d'obstétriciens spécialisés exercant. Dankdpiaux ruraux et dans les communautés ou lapgsimtomie est toujours
pratiquée, il est évident qu'il est préférableapération césarienne en raison de la volonté soltioelle pour parvenir a un
accouchement vaginal. Cet article met en lumiéres expériences avec la symphysiotomie dans un hapital catholique
romain et fournit des preuves sur la sécurité desylmphysiotomie et la nécessité de sa renaissande esa réintégration
dans l'arsenal obstétrique au Nigeria et les payslaes en Afrique sub-saharienne ot la mortatitéternelle se produire
toujours a cause de la dystocie prolongée et ré(Afr J Reprod Healtl2012; 16[3]: 93-100).
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Introduction problem. In 2005, WHO estimates of maternal
mortality for Nigeria was 1,100 deaths per 100,000

The high levels of maternal mortality in Nigerialive birth. Recent global population estimates of
remain a challenge and a major public healtfinaternal mortality shows a relative decline in
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global statistics but Nigeria is one of the sixPopulation Fund (UNFPA) estimates that there are
countries contributing more than 50% of allabout 2 million women living with VVF, most of
maternal mortality in 2008 . Although WHO them in sub-Saharan Africd. Obstructed labour
estimates of maternal mortality for 2011 was 840s therefore a significant cause of maternal
deaths per 100,006, health facility data still morbidity in Nigeria and many other resources-
indicate very high maternal mortality ratio greaterpoor areas of the world. It is also in these
than 1500 per 100,000 live birtAs .This makes resources constrained areas of the world that a 24
Nigeria one of the countries with the most seriousiours availability of a caesarean section cannot be
maternal mortality crisis in the worldIin  guaranteed, especially in the rural areas where
recognition of the high levels of maternal deatlmajority of the population resides.
and the huge disparities between the developed The caesarian section rate in almost all health
and developing nations, the United Nations irfacilities in Nigeria is on the increase. This isca
2000 endorsed a set of far-ranging Millenniumthe trend in other developing and developed
Development Goals (MDG). The number 5 goakountries of the world. There is therefore a global
set a target of a 75% reduction in each country'sall to reduce the current high caesarean section
maternal mortality ratio (MMR) by 2015. The rate". In the developed world, where there is a low
likelihood of Nigeria reaching that goal is prevalence of obstructed labor; the likelihood of
doubtful. having a prolonged/obstructed labour leading to
The major causes of maternal death arenaternal death is almost non-existent. There is, in
preventable. The causes are direct or indirect. laddition little aversion to caesarean delivery and
Nigeria, the direct causes which are the majocaesarean delivery is relatively safe in developed
implicated factors have been identified to occur ircountries. For these reasons, the minimally
this order of decreasing frequency; obstetrignvasive symphysiotomy procedure has been
hemorrhage, sepsis (abortion), toxemia ofbandoned in these countries. However,
pregnancy, obstructed labour and anérfiia The developing countries are still characterized byhhig
indirect causes are those that result from prematernal morbidity and mortality from obstructed
existing diseases or diseases that develop durimgbour and a cultural dislike for caesarean
pregnancy and were not due to the direct obstetrielivery*. Furthermore, some cultures still regard
causes. HIV/AIDS, pulmonary tuberculosis,abdominal delivery as a reproductive failure with
malaria, viral hepatitis, sickle cell disease @i® some degree of social stigmatizaffdhis fear of
some of these causes in Nigetid There are so caesarean section has led many women with
many other avoidable factors which have to d&nown operative indications or after a previous
with social, cultural, economic, administrative,caesarean section scar, to attempt vaginal delivery
educational, and complex infrastructural andutside the hospital setting with resultant materna
political issues that interplay with the communityand foetal deaths as well as other severe
to contribute to this unfortunate tragedy in Nigeri complications . In addition, caesarean section
Therefore the MMR of any nation reflects not onlystill carries a significant risk to the mother and
the adequacy of obstetric care but also the lefvel @hild and a maternal mortality rate of 1-2% has
socio-economic development of the couritry been reported in Nigeria *° For these reasons,
Mechanical obstruction in the second stagesymphysiotomy has been advocated for the
complicates about 1-2% of labotirdhe World management of CPD in resource-poor setlfitjs
Health Organization (WHO) estimates annualf’®
global obstructed labour-related maternal mortality _
at 50,000° . This does not include cases ofSymphysiotomy

prolonged labour which leads to life-long Symphysiotomy is an operation to widen the

morbidities to both mother and child. Onematernal pelvis by dividing the fibro-cartilage of

significant and unfortunate complication of boththe s . : e .

: : ymphysis pubis, thereby facilitating vaginal
prolonged labour and obstructed labour is vesicog . . :
vaginal fistula (VVF). The United Nations delivery of the fetus in the presence of mild to

moderate cephalopelvic disproportidrA review
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of 5,000 symphysiotomies shows that it has n®. It results in a permanent enlargement of the
greater risk than caesarean section and is a mupblvis.

simpler and less expensive procediirén remote  10. Use of symphysiotomy reduces the caesarean
health facilities where anaesthetic and bloodection rate.

transfusion services are not readily available and _

where women with prolonged obstructed labouPisadvantages of symphysiotom§”

are likely to present in a severely compromise

and moribund state, symphysiotomy provides th(taiiilated or progress to full dilatation.
gr;lr)r/]pu?/rs)i?) tgr;ys?;lg?soth:Iig?ggsi;ga?ﬁte?\iaﬂriionz' It is contraindicated in the presence of gross
in cases of trapped after-coming head of the batg/lsproportlon €.g. in hydrocephaly.

in vaginal breech delivery and shoulder dystdtia It may rarely be_assoqlgted with morbidity such
22 . . ) as pelvic pain and instability.

: _Sym_physu_)tomy IS a very S”T‘p'.e procedure4. Other complications include vaginal
making it easier to apply the principle of taSk'I cerations; haematuria(blood in urine); wound

P y In perip vaginal fistula( a track between the bladder and

Wrgif[?cinSpe(?ﬁgStortziggﬁfniss ‘;f]lg?[ gg;er?r?dgﬁ the vagina). Necrosis of the urethra and bladder
P 9- P Yeck have been described following

Nigerian tertiary and specialist hospitals. It issymphysiotomy though the fact that in all cases
however still being practiced in certain missionarygqe baby had’ died prior to the procedure

:lhogpl:als kzijl_Eurc_)pea:jn T'%?'%naé% 3_octc;]rs an uggested that pressure necrosis from prolonged
€lr trained Nigerian docto ' uaies NAVe  onstructed labour may have been the cause.

shown that symphysiotomy is preferred to
caesarean section in those communities in Nigerigymphysiotomy in practice at Sacred Heart
where European missionary doctors and trainegiospital, Obudu

Nigerian doctors continue to practice the

procedure”®#* A recent review by Hofmeyr and Sacred Heart Hospital (SHH), Obudu is a rural
Shweni ® has shown that symphysiotomy has250-bed Roman Catholic Missionary hospital. It
several advantages over caesarean section. (S#&s very popular in the resource-poor

q. For birth of the baby the cervix must be fully

below). communities of approximately million people in
' . the northern part of Cross River State, southern
Advantages of symphysiotomy part of Benue State and south west region of

Cameroon. The hospital was built in 1950 by Irish
medical missionary of Mary (MMM).
Symphysiotomy procedure was discontinued in
%990 with the exit of the medical missionaries, and
4. Onlv local analgesia | d the trained Nigerian doctors, when the hospital
' y . gesiais used. ... was officially handed over to the Roman Catholic
5 Nq operating theatre, gnaesthetlst, electricty Diocese of Ogoja. The procedure was performed
sophisticated equipment is needed. f(f')r mild-moderate cephalopelvic disproportion

6. There Is no risk of scarred uterus in SUbsequpTr\]/vith delivery of the head assisted with the vacuum

FJEJ %gin;\zsr'ez?jm;ﬁggﬁ?ﬁg;ggggg gne?:)tlionr?t Mxtractor. It was also indicated in primigravidae
y . with breech presentation in labour to prevent

7. It may be Iife-savi_ng for the breech bat_)y Wit.hentrapment of the after-coming head. The other
entrapped after-coming head and possibly

. MNeriteria for selection was alive fetus, advanced
shoulder dystocia.

: : ., _cervical dilatation, and a well engaged fetal head,
8. It may be preferred in cultures in which _ 3/5" head palpable per abdomen

caesarean section is viewed as a personal failurﬁ was a popular procedure among the women in
on the part of the woman. Obudu who preferred it to caesarean section and

1. It is more rapid to perform.

2. Itis simple.

3. It can be performed by health workers withou
formal training in laparotomy skills.
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referred to it in the local language (Bete) a¥Once the fibrocartilage has been divided through
“operation to open the waist”.It was affordable, the whole length, the pubic bones will separate,
accepted, with minimal cost to the patients andvhich can be felt with experience. With increasing
with minimal post-operative complications. uterine contraction, maternal bearing down and
pressure from the foetal presenting part agaimst th
pelvic wall, there is a widening of the symphysis
rBUbiS by about 2.5 cm. This causes a 20-25%
dncrease in the dimensions of both the pelvic inlet

in dorsal position with two assistant/nurse ai nd outlet, espemally thg 'outlet ;hameters. A
supporting the patient legs with her thigh indenerous medio-lateral episiotomy is performed.

abduction (not more than 45 degrees) and kneT € baby is 'dellvered by vacuum extraction.
flexed (Figl). Local anesthesia of about 10mls o uring the delivery of the head, the two assistant

on i L ut the two knees together to prevent further
0.5% lignocaine is injected subcutaneously Ovegymphyseal separation, The bladder is drained by

the symphysis and in the connecting fibers )
between the pubic bones (fibrocartilage). A Sim“alponnectlng the Foleys catheter to a bladder bag for

amount of local anesthesia is also injected in thgontlnuous bladder drainage. The stab wound is

area of the perineum where the episiotomy WOU|8IOS€(.:I with one suture and dress_ed with iodine
be made. A Foleys catheter is inserted into th ressing. The episiotomy wound is also (;Iosed.
urethra. With the index finger and middle finger of he e_ntlre operation normally last about .5m|nute_s.
the non-dominant hand in the vagina, the urethra i he m_stru_ments needed for symphysiotomy is
shifted to the side away from the midline. With the>oWn in Fig 3.

other hand, a symphysiotomy knife (Zarate) is
used to make a vertical stab incision over the -
symphysis (Fig 2). Using the upper third of the SYMPHYSIOTOMY ‘“’/ DIVIDING THE
uncut fibrocartilage as a fulcrum, the knife is i \ =

Symphysiotomy procedure™ 2> >

The procedure was carried out in the labour wa
in the second stage of labour. The patient is plac

CARTILAGE

levered to incise the lower two-thirds of the Ligaments|
fibrocartilage. The division is kept strictly toeth Bladder
midline to avoid damage to the hyaline cartilage.

Catheter

Fig 2 SYMPHYSIOTOMY PROCEDURE: DIVIDING
THE SYMPHYSIS PUBIS*®

Post-procedure care

The knees are strapped with elastic strappings. The
two iliac crests are also strapped with elastic
bandaging to stabilize the symphysis and reduce
movement and pain. Antibiotics (crystalline
penicillin 1gm and gentamycin, 80mg) are given
Fig I. POSITION OF WOMAN FOR intravenously, pentazocine 30mg intramuscularly,
SYMPHYSIOTOMY PROCEDURE? followed by oral cotrimoxazole  and

metronidazole. Analgesics (oral paracetamol) are

African Journal of Reproductive Health September20.6(3): 96



Monjok et al. obstructed labour and symphysiotomy management

Fig 3EQUIPMENTS FOR SYMPHYSIOTOMY PROCEDURE, SACRED HER HOSPITAL, OBUDU

also given. The patient is nursed on a low levell) were mild-moderate CPD (86.1%), previous
bed with the indwelling urethral Foley's cathetercaesarean section with mild CPD (8.3%) and arrest
for four days with both lower limbs strappedof after-coming head (5.6%) Maternal
together. Mobilization with the aid of crutchescomplications encountered (Table Ill) were
begins on the 'Sday post-procedure or when thepostoperative pelvic and leg pain (72.2%), failed
catheter is removed. This however depends on tlsymphysiotomy(8.3%), wound infection (5.6%),
ability of the woman. The patients were normallybleeding (5.6%), stress incontinence (5.6%) and
discharged by the™7post-operative day, but some hematoma (2.7%), There were no cases of VVF,
patients may stay as long as 10-14 days if theeurirvaginal lacerations or gait abnormalities. Thirty
is blood stained or the mobilization has beerive (35) babies were delivered alive with one (1)
deemed inadequate. The women were advised fesh stillbirth. (Table IV). There were no casés
avoid wide abduction of the thighs postpartum fomaternal death arising from the procedure. There
about 3-6 months, avoid heavy lifting and fetchingwvere five (5) maternal deaths recorded during the
water, climbing hills etc, and to seek early hapit study period (1984-1989), four (4) were due to
appointment if there is difficulty or pain on septic abortion, and one (1) from postpartum

walking. haemorrhage, giving a MMR of 54.7 per 100,000
live births.

Symphysiotomy experience at SHH: Data The pubic hematoma was managed with drainage

analysis. and analgesics. The primary haemorrhage from the

stab pubic incision was managed by deep suturing
During our 6-year period (1984-1989) at SHH, aand pressure bandaging. Wound infection was
total of 36 symphysiotomies were performed andnanaged  with  antibiotics. @ The  failed
9,138 deliveries were conducted, giving asymphysiotomies were delivered by emergency
symphysiotomy rate of 0.39. The procedure wasaesarean section. The patients were followed up
commonly done on nulliparous women (Table I).in the postnatal clinic but most of them never
The main indications for symphysiotomy (Table return to the clinic after one or two visits

especially when they do not suffer any discomfort.
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Table | Distribution of Symphysiotomy cases by parity, i@dcHeart Hospital Obudu: 1984-1989

Parity  Total No. of deliveries ~ No. of symphysiotomy  Symphysiotomy Symphysiotomy/Total
rate/parity delivery
0 1,963 20 1.01 0.21
1-4 5,675 12 0.21 0.13
5+ 1,500 4 0.27 0.05
Total 9,138 36 0.39
Table Il Maternal indications for Symphysiotomy, Table IV Perinatal outcome of Symphysiotomy,

Sacred Heart Hospital, Obudu: 1984-1989.

Sacred Heart Hospital, Obudu: 1984-1989

Outcome No. percentage
Still birth(fresh) 1 2.8

Early Neonatal deaths 0 0

Alive births 35 97.2

Indication No. of percentage
cases

Cephalopelvic

disproportion(CPD) 31 86.1

Previous caesarean section

with mild CPD 3 8.3

Arrest of after coming head 2 5.6

Total 36 100

Table Il Maternal  complications  of

symphysiotomy, Sacred Heart Hospital, Obudu:

1984-1989.

Complication No. percentage
Post-operative

pain(transient pelvic and26 72.2
leg pain)

Failed symphysiotomy 3 8.3
Wound infection 2 5.6
Bleeding 2 5.6
Stress incontinence 2 5.6
Hematoma 1 2.7
Total 36 100

Discussion and conclusion

Symphysiotomy at SHH, from our experience, is a
safe procedure and without any adverse post-
operative complications. Transient pelvic and leg
pain was the common post-operative maternal
complication encountered, which is similar to
other observational studiés 2 2’ However, the
symptoms of pain discomfort and walking usually
subsides gradually by 3-4 weeks and maximally by
6-8 weeks®?® Studies that have indicated adverse
complications like VVF, maternal and neonatal
deaths, also noted that most of these complications
were not as a result of the symphysiotomy
procedure, but were complications of neglected
infected prolonged and obstructed labour
presenting late to the hospital . There are no
reported cases of maternal mortality directly
related to symphysiotomy to date in the later part
of the 28" century and in the era of antibioti®s
% indicating that this procedure is safe, especially
in well trained hands and with good indications
20,28,27,29

Sacred Heart Hospital in Obudu has developed
a long and comfortable relationship with the
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catchment communities, the trained traditionabequelae, such as uterine rupture, sepsis, and
birth attendants (TBA) in the communities, theneonatal mortality and morbidify.
government peripheral maternity health centerSymphysiotomy training can be offered and
and the few private medical practitioners, in sach performed by a graduate doctor or a trained
manner that cases of difficult labour are referreanidwife/nurse, because of the non-availability of
and transported early to the hospital. Thispecialist obstetricians in rural areas of Nigeltia.
accounted for the very low incidence of obstructeds a simple and quick procedure requiring few
labour presenting with complications at SHH. Thenstruments and no operating theatre. It does not
family medicine resident doctors and generalistarry the risk of a scarred uterus when the woman
medical officers that worked in the hospital were may not have readily access to a caesarean section
trained by the Rev Sister surgeon or the Chieih subsequent pregnancy. It fulfills the socio-
Medical Officer; so there were many skilled birthcultural need to achieve a vaginal delivery in
attendants with symphysiotomy skills available in communities in which caesarean section is
the hospital in a 24 hours, 7 days a week periodegarded as a reproductive failure. It leads to an
Unfortunately, with the exit of the missionary enlargement of the pelvic dimensions, with the
doctors and the trained Nigerian doctors, thigossibility of reducing the risk for further
procedure has been discontinued since 1990. obstructed labour. With all these advantages,
The revival of this minimally invasive procedure symphysiotomy should be revived, reinstated and
in resource-poor setting in Nigeria will contributegiven a better reputation in the obstetric arsenal

to the reduction in caesarean section fdtand Nigeria and in other similar resource-poor
increase hospital delivery without the fear of acountries in sub-Saharan Africa. We believe that it
caesarean sectioR> which is still viewed as a would contribute to the reduction in maternal
reproductive failure in these rural communities inmortality due to obstructed labour in Nigeria, a
Nigeria. This procedure is simple; making trainingcountry which unfortunately has one of the highest
and task shifting to junior medical doctors, geheramaternal mortality ratios in the world. Long term
practitioners, and experienced midwives easycohort and focus group discussion studies are
Many specialist obstetricians and familyneeded in these communities to document any
physicians in Nigeria have not been trained idong term orthopedic and gait complications
symphysiotomy, so it is necessary to incorporate

this training in the postgraduate residency tranin Contribution of authors

programmes to prevent loss of skill. It is of

particular importance for family physicians andEmmanuel Monjok(EM) and Ita B. Okokon(IBO)
general practitioners since these categories obnceived the idea, analyzed data, performed review
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