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This article is thefourth in a series on obstetric operations
commonly performed in the tropics to relieve mechanical
difficulties in labour. The first article, on Caesarean
Section, appeared in the January I972 issue. The
second, on the Vacuum Extractor, by Simons and
Philpott in January I973, and the third, on Sym
physiotomy, by Gebbie in April I974.

Destructive operations on the fetus are hardly ever
indicated nowadays in Europe, North America, and
other developed regions. Disproportion and mal
presentations are usually detected during pregnancy:
even when they are not, the resulting mechanical
difficulties are dealt with early in labour before the
stage of obstruction is reached.

In developing countries, however, skilled antenatal
care is by no means universally available. Contracted
pelvis is much more common, due to stunting of the
growth of future mothers by malnutrition and disease
in childhood and adolescence. Lack of confidence in
modern obstetric care may cause delay in seeking
treatment, and if the nearest hospital can only be
reached after an arduous journey, disaster may be
imminent by the time patients in prolonged labour
arrive.

The case against Caesarean section
At first sight, Caesarean section might appear to be
the complete answer to the relief of obstructed labour.
However, this operation carries immediate and
remote risks which cannnot be ignored.

Caesarean section is considerably less safe in small
rural hospitals, where most obstructed labours have
to be dealt with, than in well-equipped obstetric units
staffed by specialists. The operation itself may carry
considerable risks when performed by the "occasional
surgeon", particularly from haemorrhage when
stored blood is not available. The difficulties of
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anaesthesia for Caesarean section when the patient is
in poor condition after a prolonged labour may defeat
the anaesthetic skills available in these surroundings.
Furthermore, Caesarean section late in labour when
infection is already established carries grave danger of
general peritonitis which even massive doses of
broad-spectrum antibiotics may not control.

The later risk of rupture of the uterine scar in a
subsequent labour is even more important, although
less obvious. A woman who does not come to
hospital until she has been in labour for several days
does so only as a last resort. Next time she is pregnant,
she may deliberately avoid hospital care because she
associates a frightening operation and an uncomfort
able puerperium with hospital delivery. If a section
does not result in a live baby, she may attribute the
loss of her child to the operation, and thus be even less
likely to return. In rural areas, many women live so
far from hospital that they cannot get there in labour
even when they wish to do so, particularly in nomadic
communities.

Another neglected obstructed labour after a
Caesarean section will probably be disastrous, as the
uterine scar will almost certainly rupture. Operative
vaginal deliveries should therefore be preferred,
particularly if the fetus is dead, if the patient is
unlikely to return to hospital for the next delivery
What kind of operative vaginal delivery?

Labour obstructed: fetus alive
If the fetus is still alive and labour is obstructed by
only a moderate degree of cephalo-pelvic dispro
portion, symphysiotomy should be seriously con
sidered. If there is gross disproportion, however, this
will not secure delivery and Caesarean section may
have to be performed in spite of the risks.

When labour is obstructed by transverse lie or
compound presentation and the fetus is still alive,
Caesarean section is nearly always indicated. Internal
version and breech extraction is not a safe alternative:
when the uterus is firmly contracted round the fetus,
an attempt at version is almost certain to rupture the
lower segment.

Labour obstructed: fetus dead
When the fetus is dead, obstruction due to cephalo
pelvic disproportion can be relieved by reducing the
size of the head by craniotomy, and obstruction due
to transverse lie can be similarly relieved by decapi
tating the fetus. These procedures are not difficult
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with practice, and are safe provided they are gently
performed. Certain rules must be observed, however,
if an embryotomy is to be successful.

Pre-operative management
Before embarking on any operation to relieve
obstruction, correction of the effects of the preceding
prolonged labour should be started. Dehydration and
ketoacidosis indicate the rapid intravenous infusion of
at least one litre of 5'1., dextrose. To combat the
inevitable intra-uterine infection, the circulation
should be flooded with a broad-spectrum antibiotic,
preferably intravenous ampicillin or tetracycline. If
stored blood is available, at least two units should be
cross-matched. These measures should be initiated
while preparations are being made for operative
delivery, but they should not be allowed to cause
undue delay.

Since a rupture of the uterus may be discovered
during or immediately after delivery, all destructive
operations must be performed under general anaes
thesia in the operating theatre, with a trolley of
laparotomy instruments ready for immediate use if a
rupture is found.

Immediately before embarking on a destructive
operation, the abdomen should be re-examined for
signs of uterine rupture. It should be established by
vaginal examination that the true conjugate of the
pelvic brim is not less than 8 cm.: the cervix should
be at least three quarters dilated.

CRANIOTOMY

When labour becomes obstructed in a cephalic pre
sentation, the head is usually driven down firmly
into the pelvic brim where it becomes impacted:
craniotomy is then fairly easy. However, if the head
is high and mobile above the pelvic brim, craniotomy
is difficult and dangerous and subsequent extraction
may even be impossible. In these rare circumstances,
delivery of the dead. fetus by Caesarean section, with
all its risks, will be safer.
Technique
The skull is perforated, preferably with a Simpson's
perforator. The instrument is passed into the skull
up to the shoulders of the blades and opened widely:
it is then closed and turned through 90° and opened
again, to produce a cruciate opening in the vault. The
closed perforator is then inserted deep into the skull,
opened and rotated briskly to break up the septa and
the brain substance. The obstruction has now been
relieved by reducing the size of the head, so extraction
of the fetus can proceed.

Crushing instruments such as the cephalotribe and
cranioclast are completely obsolete: the three-bladed
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Fig. I. Extraction, using Morris's forceps, after
craniotomy.

combined instrument is particularly clumsy and
should be relegated to the museum. Extraction is
most easily achieved by pulling on several pairs of
forceps attached to the edges of the hole in the skul1.
(See Fig. I). Morris's craniotomy forceps, which are
strong 10 inch clamps with curved toothed blades)
are most suitable for this: if they are not available,
strong volsella or even heavy hysterectomy clamps can
be used instead.

The bones of the vault are firmly grasped by up to
four pairs of forceps, care being taken that folds of
vaginal wall or cervix are not accidentally included.
Firm traction on the bundle of forceps (and also
usually rotation) will cause the collapsed head to
descend. Sometimes a piece of the cranium to which
one of the forceps is attached will pull off: this does
not matter as the instrument can be reapplied taking a
deeper bite, bringing the point nearer to the base of
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Fig. 2. Decapitation using Blond-Heidler saw. (a) Passing the thimble with saw attached up to the neck.
(b) Drawing the thimble down over the other side of the neck. (Posterior view.) (c) Severing the neck with the
saw. (d) Volsellum attached to the stump of the neck to deliver the after-coming head.

the skull. With this method, the collapsed head is
elongated by traction on its apex. Crushing is there
fore not required and jagged pieces of bone cannot
lacerate the vagina.

If the fetus is very large, reduction in the size of the
shoulder girdle may be required after delivery of the
head. This is achieved by c1eidotomy, in which one or
both clavicles are divided with stout embryotomy
scissors.

DECAPITATION

When labour is obstructed by a transverse lie, a
preliminary reconnaissance per vaginam determines
the exact position of the fetal neck. If'possible, an arm
is brought down and firmly pulled on by an assistant.
This prevents upward displacement of the fetus
during manipulations and thus limits further stretching
of the distended lower segment, and it also brings the
neck lower to make it more accessible.
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Technique
Ifthe fetus is smallor macerated, the neck can usually
be severed without difficulty with embryotomy
scissors. (The decapitationhookis clumsyand difficult
to use, particularly as the blade isusuallyblunt.) If the
fetus is large or the neck is relatively inaccessible, the
Blond-Heidler decapitation saw is best. (See Fig. 2).

The thimble of the Blond-Heidler set to which one
end of the wire saw blade is attached is passed up
behind the fetal neck. The thimble is then drawn over
the neck and brought down in front of it. Next, the
handles are attached to the ends of the saw and,
keeping them close together so that the vagina is not
injured, a few firm strokes soon sever the neck. The
trunk is then delivered by traction on the arm: the
operator's hand protects the vagina from laceration by
jaggedspicules of bone protruding from the thoracic
inlet.

To deliver the after-coming head, the operator
rotates it in the uterus until the stump of the neck is
pointing down the birth canal. The stump is then
graspedwith a heavy volsellum and, with a finger in
the mouth to flex it, the head is delivered by traction
on the volsellumas if it were the after-coming head of
a breech. This is a simple procedure which prevents
the stump of the neck from injuring the birth canal.

AFTER-TREATMENT

Extraction of the fetus after a destructive operation
should be followed immediately by manual explora
tion of the uterus to detect rupture and remove the
placenta. Delay in diagnosingrupture of the uterus is
disastrous, as laparotomy must be quickly performed
if the patient is to survive. Indeed, if a rupture is
discovered during an embryotomy before the fetus is
delivered, vaginal manipulations must be abandoned
immediately and delivery effected per abdomen
without delay.

Having excluded uterine rupture the cervix and
vaginaare examined and any lacerations are repaired.
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A self-retaining urethral catheter should then be
inserted to drain the bladder continuously for at least
48 hours. If the fetal head has been impacted in the
vagina for a long time before delivery, pressure
necrosis of the bladder wall is likely. In these cases,
therefore, bladder drainage should be continued for
at least 10 days in the hopes of preventing full
thickness sloughing and thus the formation of a
vesico-vaginal fistula.

During the post-operative period, the correction of
dehydration and keto-acidosis begun before delivery
willnecessitatefurther intravenous therapy for at least
24 hours. Similarly, antibiotic therapy should be
continued intravenously until the oral route can be
substituted.

LOOK TO THE FUTURE

When the patient has recovered, the cause of her
traumatic experience must be fully explained both to
her and to her relatives. That it could have been
prevented by adequate obstetric care should be
firmly emphasized.

If the patient is satisfied with the number of
surviving children she has, sterilization or contra
ceptive advice should be offered. If further preg
nancies are desired, however, Caesarean section will
be required next time. (It may sometimes be unwise
to tell the patient this before discharge, if it would
deter her from returning to hospital for her next
delivery.) In any case, it is essential to convince the
patient before she leaveshospital of the importance of
skilled obstetric care in all subsequent pregnancies
and deliveries.

APPENDIX
The following instruments are recommended for the labour
ward embryotomy set:

4--Morris's craniotomy forceps.
I-Simpson's perforator.
I-Queen Charlotte's pattern embryotomy scissors.
I-Blond-Heidler decapitation saw with spare blades.
I-Combined breech hook and crotchet.

Association ATIDE 
Centre de Documentation ARIANE




