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Diastasis of the Symphysis Pubis Following
Normal Vaginal Delivery: Case Report and
Review of the Literature

Normal Vajinal Dogum Sonrasi
Simfizis Pubis Ayrigmasi: Olgu Sunumu ve
Literatiiriin Gozden Gegcirilmesi

ABSTRACT Separation of the pubic rami or diastasis of the symphysis pubis is an uncommon and
usually asymptomatic complication in obstetrics. Acute, severe pain preventing mobilization might
be seen in cases with separations more than ten milimeter. Conservative treatment with absolute
bed rest, analgesics and pelvic bodice is successful in almost all patients and functional recovery is
excellent at 6-8 weeks postpartum. In severe cases internal or external fixation might be required.
We report a case with symphyseal separation presenting with acute hip and groin pain precluding
ambulation in the postpartum period after an uneventful spontaneous vaginal delivery and review
the literature.
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OZET Simfizis pubis ayrismasi obstetride nadir gériilen ve genellikle asemptomatik seyreden bir
komplikasyondur. Simfizis ayrigmasinin 10 mm’nin tizerinde oldugu olgularda akut, siddetli, mo-
bilizasyonu engelleyen agr1 goriilmektedir. Mutlak yatak istirahati, analjezikler ve pelvik korse ile
yapilan konservatif tedavi hastalarin ¢ogunda etkili olmakta ve 6-8 haftada iyilesme gozlenmekte-
dir. Siddetli olgularda internal ya da eksternal fiksasyon ile cerrahi yaklasim gerekebilmektedir. Bu
yazi ile spontan vajinal dogum sonras: postpartum dénemde mobilize olmay1 engelleyecek diizey-
de akut kasik ve kal¢a agris gelisen, simfizis ayrigmasi tanis1 konulan bir olgu literatiir egliginde su-
nuldu.

Anahtar Kelimeler: Gebelik; gebelik komplikasyonlari; pubik simfizis diyastazi
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ymphysis pubis diastasis or separation of the pubic rami in pregnancy

or following vaginal delivery is an uncommon peripartum complica-

tion with an incidence varying from one in 300 to one in 30.000 deli-
veries.!?

Pelvic joint relaxation is a physiologic adaptation during pregnancy
that enables normal vaginal delivery. Symphyseal separation not exceeding
10 mm, called to be physiologic, is usually asymptomatic and mostly re-
turns to its previous state in the postpartum period within 3-6 months.? Ho-
wever, separation of pubic rami more than 10 mm which is a pathological
event may occur in pregnant women with associated factors like macroso-
mic fetus, small pelvis, rapid progression of the second stage of labor, rapid
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descent of the presenting part and application
of forces to abduct the thighs during parturition.'
The symphysis pubis diastasis is frequently misdi-
agnosed both because the pain is considered to
be normal during labour and also it is a rare event,
therefore it is an underrecognized obstetric comp-
lication.

A case of symphysis pubis diastasis presented
with severe, acute pelvic pain preventing ambulati-
on in the puerperium is reported and the literature
for that uncommon complication of parturition is
reviewed.

I CASE REPORT

A 32-year-old multigravid woman, gravida 3, para
2, was admitted in active labor at 35 weeks 2 days
gestation. Her antenatal visits had been performed
in our hospital and she had gestational diabetes
which was controlled with diet and insulin. The
pelvic examination on admission revealed 6 cm di-
lated and 80% effaced cervix with intact amniotic
membranes. Her blood pressure on admission was
detected as 160/110 mmHg and +3 proteinuria was
found. MgSO4 infusion at 2 g/hour was initiated to
prevent eclampsia. With spontaneous contractions,
she delivered a healthy boy baby, 3960 g in weight
and 52 cm in height. The labour was uneventful
and no complication occurred. The only remar-
kable point in the present case was the rapid des-
cent of the fetal head and the relatively rapid
progression of labour. Her episiotomy was repaired
and MgSO4 infusion continued for 24 hours in the
postpartum period.

Twelve hours after delivery, she developed se-
vere pelvic pain. She expressed very severe pain
even at rest and causing difficulty in mobilization.
At first the symptoms were attributed to severe
preeclampsia associated subcapsular hematoma of
the liver or a possible hematoma in the episiotomy,
however her abdominal examination revealed no
tenderness and the episiotomy was observed to be
normal. Her abdominal ultrasound revealed no
pathology. The diagnosis was only established af-
ter suspecting symphyseal diastasis, confirmed by
anteroposterior pelvic X-ray which showed 12 mm
separation between pubic rami (Figure 1). She was
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FIGURE 1: Anteroposterior pelvic X-ray showing symphysis pubis diastasis
of 12 mm in the postpartum period, 12 hours following normal vaginal delivery.

consultated with an orthopedist and external or
internal fixation was not recommended, only con-
servative treatment with absolute bed rest on la-
teral position, analgesics and use of pelvic bodice
were advised. After two days with this treatment,
her pain improved in resting position, however
continued on mobilization and she could not walk
by herself. On the 6th postpartum day, she was
discharged from hospital with bed rest on lateral
positon, analgesics and pelvic bodice. She was eva-
luated 6 weeks after birth and stated that her pain
on movement decreased significantly and she co-
uld walk around without assistance. The patient
responded to conservative management. On con-
trol radiograph taken 6 weeks after birth, the sym-
physeal separation of 12 mm was seen to be the
same, however symptoms diminished dramati-
cally.

I DISCUSSION

Symphysis pubis is a nonsynovial amphiarthrodial
joint that is situated at the confluence of the two
pubic bones and reinforced by four ligaments.*
Symphysis pubis is 2-3 mm in width, but in preg-
nancy this distance may increase up to 8 mm. Sym-
physeal separation during pregnancy is caused by
the fetal head exerting pressure on the ligaments
that have been weakened or relaxed by the hormo-
nes progesterone and relaxin.® The maximum phys-
iological symphyseal separation does not exceed 10
mm and is usually asymptomatic. However, patho-
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logical symphysis pubis diastasis may occur in cases
with associated risk factors such as macrosomic in-
fant, forced and rapid delivery, small pelvis, multi-
parity, cephalopelvic disproportion, abnormal
presentation or abnormal bony pelvic structures li-
ke previously traumatized pelvic arch, congenital
dysplasia, rickets, osteomalacia, chondromalacia
and tuberculous arthritis.*® Manipulative vaginal
delivery and fundal pressure also are associated
with intrapartum symphyseal diastasis.” In the pre-
sent case, more than one risk factor existed which
were multiparity, overweight baby and rapid deli-
very.

Symphyseal separation of more than 10 mm is
usually symptomatic but, as it is a rare event it is
frequently underrecognized. It presents with seve-
re, acute pelvic pain located in the areas supplied
by pudendal and genitofemoral nerves. The pain
may radiate to the sacroiliac joints and shoot down
the buttocks and thighs. In severe cases, it may be
accompanied by urinary dysfunction and inability
to walk. In the present case, she was initially con-
sidered of subcapsular hematoma of the liver asso-
ciated with severe preeclampsia or an episiotomy
hematoma. She complained of very severe pain
both at rest and with movement preventing mobi-
lization.

Peripartum pubic diastasis can be diagnosed
with simple observation of clinical features. Ante-
roposterior X-ray of the pelvis confirms the diag-
nosis which shows separation of the pubic rami. In
a prospective study performed by the Scriven et al,®
the normal physiologic change in symphysis pubis
was assessed by ultrasound measurement of inter-
pubic distance and, they showed that in the post-
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partum period all the symptomatic patients had ab-
normal interpubic disc distance. There are also ot-
her studies that emphasize the role of both
ultrasonography and magnetic resonance imaging
in the diagnosis of this pathology.”!® We did not
use ultrasound or magnetic resonance imaging in
our case, we made the diagnosis with clinical eval-
uation and pelvic X-ray.

Obstetricians could encounter this complica-
tion of childbirth in their own practices. Although
the symptoms are dramatically severe in presenta-
tion, conservative treatment with bed rest and
analgesics is helpful in almost all patients. Symp-
toms usually resolve at the end of the 8th week of
delivery." Surgical intervention may be required
in severe cases. Operative approach was suggested
to be considered in cases with symphyseal diastasis
of >4 cm." Surgical intervention with external or
internal fixation is indicated in severe diastasis, in-
adequate reduction with binder, malunion, non-
union or persistent symptoms.*#1314 In the current
case, the patient was pain-free and able to walk by
herself six weeks after birth with conservative ap-
proach consisting of absolute bed rest at lateral po-
sition, analgesics and pelvic bodice.

In conclusion, separation of the pubic rami of
more than ten milimeter in pregnancy or following
vaginal delivery is a rare complication in obstetrics.
Therefore, its diagnosis and management depend
on anticipation of that uncommon event in a pati-
ent with an acute onset of puerperal pelvic pain. In
cases of severe postpartum pelvic pain, symphysis
pubis diastasis should be considered in differential
diagnosis. If unrecognized, this pathology might le-
ad to chronic pelvic pain.
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