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but retropubic haematoma and/or sepsis, or undue
symphysial separation at symphysiotomy may contribute to
delayed ambulation, and to pubic or suprapubic pain.
Continued rest on a hard bed, local shortwave diathermy,
and a well-fitting supporting belt speed return to normal
ambulation.

Relapses in ambulation occasionally result from trauma
(e.g. falling down) or premature weight-bearing, but once
again these complications respond to the aforementioned
conservative measures.

The careful avoidance of undue separation in our
method of symphysiotomy may have been responsible for
the infrequency of the complication of sacro-iliac pain
or backache, but temporary pain in the symphysial area
was not uncommon during convalescence. Pain in the
hips - while also responding to this treatment - was
occasionally slower to vanish than the other forms of pain
which have been described.

Osteitis Pubis
Whereas radiographs of the pelvic area were occasionally

diagnosed as osteitis pubis by the radiological staff, we
were often more inclined to regard the radiological
appearances as being those of extensive hyperaemic
decalcification. The speedy response to treatment of these
patients lent support to our view, and we were impressed
that the pubic bones appeared to be far more resistant to
infection than we had anticipated.

The most recalcitrant patients appeared to be those in
whom there had been a complete or incomplete severance
of a portion of hyaline cartilage at symphysiotomy, and
the importance of adhering strictly to the midline has
already been emphasized. Another avoidable complica­
tion - that of extravasation of urine - is also a pre-

disposing factor which may occur more frequently than
is appreciated. These patients are probably those in whom
a minor degree of retro- and infrapubic calcification was
visible when radiographs were taken some time later.

SUMMARY AND co CLUSIO S

We describe our technique of symphysiotomy in this
paper. This has evolved gradually, being moulded by
most thorough examination of all po sible avoidable
factors, attending complications as they arose during more
than 1,200 symphysiotomies performed in our department
to date.

Special consideration is given to the complications which
may follow symphysiotomy, and to the precautions
required in their prevention.

Those proposing to undertake symphysiotomy are urged
to pay attention not only to the minutiae of the technique
of symphysiotomy described herein, but also to the indi­
cations and limitations of the operation, which have been
described elsewhere.2

This publication is in large measure a reflection of the
pooled experience of the Obstetric and Gynaecological staff
of King Edward VIII and McCord Zulu Hospitals, to whom
we wish to express our indebtedness.

Special thanks are also due to ProL E. N. Keen, Mr. J.
Fogel, and Dr. Alan B. Taylor for their help, and to
Dr. T. M. Adnams, Superintendent of King Edward VIII
Hospital, for access to the case histories of many patients
required for this publication.
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THE SYMPTOMATIC SEQUELAE OF SYMPHYSIOTOMY *
A FOLLOW-UP STUDY OF 100 PATIENTS SUBJECTED TO SYMPHYSIOTOMY
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symphysiotomy.'" Based on a paper presented at the 43rd South African

Medical Congress (M.A.S.A.), Cape Town, 24 - 30 September
1961.

Altogether 151 symphysiotomies have been performed in
the University Obstetric Unit at the McCord Zulu Hospital
over the past 4t years. The incidence of the operation has
been 1·4 % and the perinatal mortality 19 per 1,000.**
Complications in the mother have been few and have
responded spontaneously or following conservative therapy.

In this study an attempt has been made to assess the
symptomatic sequelae of the operation by a follow-up of
our first 100 consecutive symphysiotomies. This follow-up
has proved successful in 87 cases, which form the basis
of the observations made.

** One other neonatal death occurred in a case where the
operator failed to find the joint space and was obliged to
resort to a caesarean section. A successful symphysiotomy
might have saved this baby.

Postoperative Recovery

Patients were first assessed for disability between the
9th and 15th days after delivery. After this assessment
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Fig. 2. PoSt-symphysiotomy radiograph in the erect position, with patient standing on both legs.
Fig. 3. Post-symphysiotomy radiograph in the erect position, with patient standing on one leg.
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Fig. 4. The duration of the follow-up.

radiographs, and interrogation confirmed that there had
been hip pain during the latter months qf pregnancy.
Two months after delivery the patient was symptom-free,
imd had no recurrence in a subsequent pregnancy.

5. Pain and difficulty wiTh ambulation incapacitated
8 patients for 3 - 4 weeks. The specific cause of their
difficulty was not determined. One patient was severely
disabled for 9 months, but recovered completely after a
subsequent pregnancy.

6. Stress inconrinence (l case). The incontinence was
mild and improved with perineal exercises. During a sub­
sequent pregnancy there was a transient recurrence.

Disabling Complications Arising after Discharge from
Hospital

1. Retropubic abscess (l case). Four weeks after delivery
the patient returned completely disabled. During exami­
nation an abscess in the retropubic area ruptured vaginally
and recovery occurred within a week.

2. Severe sacro-iliac pain (I case). This developed
shortly after the patient left hospital. It interfered with
the duties of a rural woman and has pers'isted for 3 years.
In spite of a second pregnancy, however, there has been
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78%' were dis­
ioharged. This implies
-that they were tfit to

,travel by bus and'
wa,lk a considerable.
distance. The degree
of disability found at
this tage is depicted·
graphically in Fig. 1.
In short - 80% of
-patients could walk
normally, 55% could
run, and 60% could
jump without pain.

The presence of
backache 'and tress
incontinence was
admitted on direct questioning in only 2'5% and 2% of
patients respectively.

Examination of the Symphysis Pubis after Symphys'iot0l11Y
Palpation. Once the initial tenderness had disappeared

mobility of the joint could, in most cases, be readily
detected. With the thumb on the symphysis pubis and the
index finger in the vagina, mobility was detected as hip
movements were performed. The joint had the texture of
a strong fibrous band.

Histological examination of a biopsy taken at caesarean
section in a subsequent pregnancy showed: 'Collagenous
connective tissue containing a few vascular channels'.

Radiological examination demonstrated varying degrees
of persistent separation. Radiographs taken with the patient
standing on one leg confirm the clinical finding of mobility.
Figs. 2 and 3 are typical of the findings in patients who
have undergone symphysiotomy.

Immediate Complications
Complications of the operation prolonged the con­

valescence of 14 patients. All recovered with minimal
residual disability; in 2 of these, however, serious dis­
ability persisted for a long period before resolving.

The immediate complications were as follows:
1. Haematoma of the pubic area (2 cases). This caused

severe temporary pain and tenderness.
2. OSTeiTis pubis (l case). This - our first symphysiotomy

- was the only instance in which the open method was
used. Pus discharged through the wound, but the sinus
had closed by the 34th postoperative day, when the patient
left hospital. Subsequent vaginal delivery occurred without
pubic pain or other complications.

3. FraCfllre of The pubic ramus. This was accidentally
caused by forceful abduction of the thighs, when we were
still using Zarate's technique. The patient was discharged,
walking well, on the 28th day, and a year later delivered
a smaller baby spontaneously. Two-and-a-half years after
'symphysiotomy with pubiotomy' she complained only of
pain in the symphysis pubis in cold weather, and occasional
cramps in the right leg and thigh.

4. Severe sacro-iliac pain occurred in one case. There
was a suggestion of pre-existing hip disease in postpartum
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Fig. 5. The incidence of symptoms related to the interval
since symphysiotomy.

steady improvement, and at present her only disability is
intermittent mild pain in the sacro-iliac region.

3. Severe pubic pain in pregnancy (I case). The patient
was perfectly well until the seventh month of her sub­
sequent pregnancy, when she developed pain over the
symphysis pubis and in the right hip. She became unable
to walk and hospitalization was essential. During labour
the pain was severe, but by the tenth postpartum day the
patient was able to run, jump and walk with ease.

The Duration of the Follow-up
Of the series of 100 patients, 49 have been assessed 2

years after symphysiotomy, and for 25 of these the most
recent assessment was made 3 - 4 years after the operation.
Thirteen patients could not be followed-up after they left
hospital. Of these, 9 had been quite well, and 4 had had
minor symptoms at the time of discharge.

The proportion of patients who were followed-up and
the interval between symphysiotomy and their most recent
assessment are represented in Fig. 4.

Owing to the great difficulty in following-up African
patients it was decided (in some cases) to accept reports
given by their husbands or close associates, whom I
questioned most carefully. The majority of these patients
had, in addition, been interviewed and examined on at
least one previous occasion after discharge from hospital.

Minor Symptoms
At their most recent assessment 29 patients complained

of various minor symptoms. These, however, did not
interfere with their day-to-day activity. In all, 58 % of
patients complained, at some time, of one or more of
these minor symptoms, which were as follows:

1. Pain in the symphysis pubis.
2. Groin, hip and thigh pain.
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3. Backache, including sacro-iliac pain.

4. Stress incontinence.

Discomfort was continuous in only a few ca es. In the
majority it was associated with one specific factor, such
as cold weather, walking a long distance, carrying a market
basket, balancing a heavy weight on the head, scrubbing
floors, grinding corn, and subsequent pregnancy.

Three facts were noted with regard to these minor
symptoms:

1. The incidence was higher when the patient resumed
household duties than at the time of discharge from
hospital.

2. In the majority the symptoms became less severe
and resolved completely with the passage of time.

3. Symptoms tended to be aggravated by a subsequent
pregnancy. (Of the 100 patients, 49 have had one or more
pregnancies since symphysiotomy.)

The steady decrease in the incidence of symptoms as
the interval after symphysiotomy lengthens, despite the
high incidence of pregnancy, is illustrated in Fig. 5.

The Incidence of Minor Symptoms in a Control Group

The high incidence of minor symptoms called for a
comparison with a control group of parous women who
had not been subjected to symphysiotomy. Thus, 87 women
who were attending our antenatal clinics were questioned
about these minor symptoms, with reference to those
occurring during pregnancy, and those persisting in the
interval between pregnancies. The women in the control
group were of parity equal to the symphysiotomy patients,
and had had unassisted vaginal deliveries.

A sharp increase of symptoms during pregnancy and
with increasing parity was noted in the control group.
Admittedly this was only a preliminary study and should
be repeated in more detail on a large series of cases. The
incidence of symptoms in the groups - those who had had
symphysiotomy and those who had not - was found to
be almost identical.

In the symphysiotomy group 58% had minor symptoms
at some time in the follow-up period or in a subsequent
pregnancy, whereas in the control group the incidence was
60%. Thus it seems probable that the incidence of minor
symptoms in the symphysiotomy patients falls within the
average incidence of comparable symptoms in parous
African women.

SUMMARY AND CO CLUSIO S

1. An 87% follow-up study of lOO consecutive cases
of symphysiotomy is reported, and 49 patients have been
followed-up for 2 years or more.

2. Disabling sequelae occurred in 6 patients. Five are
known to have recovered, and only 1 could not be
followed-up.

3. Minor symptoms occurred in 58% of cases at some
time during the follow-up period. Pubic, groin and hip
pain were the commonest minor symptoms. The incidence
of backache and stress incontinence was insignificant.
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Symptoms became progressively less severe with the
progress of time.

4. The incidence of minor symptoms was found to be
similar in a control group of parous women who had not
undergone symphysiotomy.

I should like to acknowledge with appreciation the help of
Dr. Alan B. Taylor, Medical Superintendent of McCord
Zulu Hospital, under whose guidance the majority of the
symphysiotomies in this series were performed; and of Prof.
Derk Crichton, Head of the Department of Gynaecology and
Obstetrics, University of Natal.

POUCH OF DOUGLAS HERNIA AND ENTEROCELE
C. J. T. CRAIG, M.D., M.R.C.O.G. and G. D. BU.RGER, M.B., CH.B. (CAPE TOWN)

Department of Gynaecology, University of Cape Town and Groote Schllllr Hospital, Cape Town

When the hernial sac contains loops of bowel, a herniation
of the pouch of Douglas into the upper posterior wall of
the vagina is known as an enterocele. It is generally
accepted that this is a true hernia of the peritoneal pouch,
although Meigs15 stated that the actual hernia is anterior
to the pouch. Malpas14 maintained that it is a direct
sliding hernia caused by failure of support by the levatores
ani muscles. In addition to its receiving relatively scant
attention in many text-books of gynaecologY,s.13.17.27 there
is usually no reference to the mode of presentation of
an enterocele or to the methods of diagnosis. As a result
it is thought to occur infrequently. Certainly it is not
common as the only abnormal finding in cases of utero­
vaginal prolapse, but in association with the other signs
of prolapse it is often present. Bueermann, in 1932, was
able to find only 86 recorded cases. He stated that the
lesion was first described as a clinical entity by Garengot
in 1736 (quoted by Weed and Tyrone26

). The defect is first
diagnosed in many patients following an abdominal or
vaginal operation.2.7.14.1S.22.27 Mistakenly, such a finding is
labelled as a recurrence, but in reality it is a failure to
recognize, and therefore a failure to treat, the primary
enterocele. It is important to understand that vaginal
hysterectomy per se will not reduce the sac or strengthen
the defects leading to a pouch of Douglas hernia.

The relevant literature abounds with statements such as
the following: 'The real importance of primary vault
prolapse derives from the ease by which it may remain
unrecognized and mar the result of an otherwise successful
vaginal repair' - Malpas.14 Failure to effect a complete
repair in cases of utero-vaginal prolapse is often 'an
omission to recognize and treat an enterocele' - Jeffcoate.7

'It (enterocele) is sometimes seen after an operation for
prolapse because the condition, although present at the
time of the prolapse, has not been recognized and stands
out after the prolapse of the uterus and vaginal walls has
been cured' - Baird.2 'Many cases are the persistence of
an unrecognized enterocele' - Waters.24 'This herniation
is troublesome as it is so often not diagnosed.' 'The patient
may undergo the operation for prolapse but is not cured
of her symptoms' - Louw.u 'Failure to appreciate the
significance of enterocele as a component of prolapse of
the uterus, cervical stump or vaginal vault has led to
repeated operations' - Weed and Tyrone.26 'Greater
familiarity with the condition leads to increased diagnosis
and repairs' - Austin and Damstra.1 'Frequently over­
looked in its early development' - McCall.12 'This lesion
must be suspected before and looked for at vaginal
examination as it can be easily missed' - MeigsY 'Hernia

may follow vaginal hysterectomy for repair of prolapse if
it is not obliterated by approximating the utero-sacral
ligaments' - Pfaneuf.J9 'One cannot overstress the im­
portance of the association of hernia of the pouch of
Douglas with uterine-vaginal descent and too often a small
enterocele is unnoticed during a repair operation.' 'The
so-called postoperative "recurrent" enterocele which in
the vast majority of cases is not recurrent but in fact
is a "neglected" enterocele' - Read.20 'By far the most
commonly neglected step in vaginal plastic procedure is
reconstruction of the upper posterior vagina ... This
accounts for large numbers of so-called recurrences'­
Harrison and McDonagh.'

It is noteworthy that the above statements were made
by some of the leading men of gynaecology in many
countries. These were not the obscure writings of un­
knowns with axes to grind. It is paradoxical, therefore,
that the enterocele should so often be neglected both
diagnostically and therapeutically.

THE PRESENT STUDY

Since little was commonly known about the presenting
symptoms and signs of enterocele, we decided to assess
whether a symptom specific to enterocele existed. At the
same time the various diagnostic manoeuvres described
for detecting the signs of an enterocele were evaluated.

All patients admitted to the professorial gynaecological
wards of the Groote Sehuur Hospital with a diagnosis of
utero-vaginal prolapse over a period of three months were
carefully questioned and examined by one or both of us.
A detailed history was obtained about the onset and nature
of symptoms and particular note was taken of whether
the symptoms were always present, and whether they were
affected by the acts of defaecation and micturition. The
patient was examined and in each case we attempted to
make a definite pre-operative diagnosis of enterocele.
Finally the operative findings were correlated with the
symptoms, signs and pre-operative diagnosis.

THE RESULTS

Incidence

During the three-month period of this study, 41 out of
a total of 818 patients were admitted with a diagnosis of
utero-vaginal prolapse. Of these, 19 were found to have
an enterocele at operation. A definite pre-operative diag­
nosis was made in all cases. In no patient was the defect
diagnosed pre-operatively and then not detected during the
subsequent surgical procedure.

A pouch of Douglas hernia was thus the primary lesion




